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PREFACE 


For  the  busy  man,  whether  practitioner  or  student,  brevity  is  essen¬ 
tial  in  the  make-up  of  any  text-book.  So  it  has  been  my  aim  in  the 
succeeding  pages  to  present  clearly  and  concisely  the  subject  of  derma¬ 
tology.  To  this  end,  an  attempt  has  been  made  to  arrange  the  general 
considerations  and  the  special  diseases  in  logical  sequence,  to  properly 
emphasize  the  relative  importance  of  symptomatology,  etiology,  path¬ 
ology,  diagnosis  and  treatment,  to  present  lucid  and  descriptive  defini¬ 
tions,  to  relegate  obsolete  terms  to  their  proper  spheres,  and  to  omit  the 
many  unnecessary  and  confusing  foot-notes  so  characteristic  of  many 
scientific  books.  It  does  not  seem  necessary  or  fitting  to  give  a  dermato¬ 
logic  bibliography  but,  if  he  so  desires,  the  student  can  readily,  at  his 
leisure,  investigate  the  varied  opinions  of  many  authorities,  by  referring 
to  any  or  all  of  the  bulky  volumes  preserved  in  our  many  libraries. 

The  subject  of  treatment  is  a  broad  one  and  is  given  extensive  con¬ 
sideration  not  only  as  regards  general  principles  in  the  introductory  por¬ 
tion  of  the  book  but  also  from  a  specific  standpoint  under  the  description 
of  the  various  disease  entities.  Inasmuch  as  symptomatic  prescribing 
(the  use  of  drugs,  indicated  on  a  homeopathic  basis)  is  only  one  of  a 
number  of  therapeutic  measures  at  the  physician’s  command,  the  amount 
of  space  given  to  it  in  this  volume  is  based  on  its  relative  importance, 
the  limitations  of  a  work  devoted  to  the  consideration  of  dermatology 
from  all  view-points,  and  lastly  upon  the  supposition  that  a  majority 
of  my  readers  possess  and  use  the  standard  works  on  Materia  Medica. 
Other  methods  of  treatment  are  impartially  viewed  and  no  sensible 
physician  can  afford  to  neglect  any  item  of  therapy  that  may  conduce 
to  his  patient's  cure  or  relief.  Internal  medication  by  physiological  and 
empiric  methods,  with  certain  exceptions,  occupies  a  minor  place  in  these 
days  of  scientific  medicine  while  hygiene,  diet,  specific  medication, 
prophylaxis  and  physical  therapy  have  made  wonderful  advances  in  the 
past  decade.  Further  studies  along  certain  of  these  lines  are  certain,  I 
believe,  to  contribute  in  time  to  a  better  understanding  of  the  action  of 
internal  remedies,  prescribed  on  the  homeopathic  or  a  similar  basis.  It 
will  be  noticed  that  treatment,  in  all  its  varied  aspects,  is  given  promi¬ 
nence  in  American  treatises  because  here  in  the  FTnited  States,  the  patient 
is  a  more  assertive  individual  than  he  is  abroad  and  makes  it  known  that 
he  is  more  anxious  to  be  cured  than  he  is  to  know  the  nature  and  course 
of  his  ailment.  Thus  it  is,  whether  falsely  or  truly,  American  physicians 
are  better  known  as  therapeutists  than  as  clinicians. 

The  ability  to  treat  disease  successfully  must,  to  a  great  extent,  de¬ 
pend  upon  the  physician’s  knowledge  of  all  those  factors  that  contribute 
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to  a  proper  diagnosis,  namely,  the  symptoms,  etiology  and  pathology. 
Knowing  these  and  the  probable  effects  of  treatment,  a  relatively  cor¬ 
rect  prognosis  can  be  given.  So  I  have  endeavored  to  describe  briefly 
but  completely  the  various  conditions,  to  present  most  of  the  probable 
etiological  factors  and  to  give  the  essentials  of  pathology.  Diagnosis 
in  dermatology  is  a  difficult  and  most  important  item,  so  a  great  deal  of 
space  is  given  to  the  subject  of  the  differentiation  of  similar  skin  dis¬ 
eases.  Wherever  in  the  course  of  these  pages,  my  personal  opinion  is 
expressed,  especially  regarding  etiology  and  treatment,  it  is  based  upon 
the  observation  and  detailed  records  of  over  fifteen  thousand  cases  of 
skin  disease  which  have  been  studied  during  the  past  fourteen  years. 
Dermatology  can  be  learned  only  by  clinical  experience  supplemented 
by  the  proper  text-books,  but  the  latter,  to  be  really  serviceable,  must 
contain  the  vivid  element,  good  illustrations,  to  emphasize  and  assist 
the  mental  impression.  In  this  respect  it  has  been  my  aim  to  supply 
numerous,  varied  and  typical  likenesses  of  the  various  dermatoses. 

In  the  preparation  of  this  book,  liberal  use  has  been  made  of  the 
data  employed  by  my  father  in  the  production  of  his  work,  “Diseases  of 
the  Skin,”  published  in  1903,  and  in  my  edition  of  the  same  which  ap¬ 
peared  three  years  later.  It  is  hardly  necessary  to  acknowledge  my 
indebtedness  to  the  standard  American,  French  and  English  treatises 
on  Dermatology  of  recent  issue  and  also  to  the  various  American  and 
Continental  journals,  devoted  to  the  consideration  of  genitourinary  and 
cutaneous  diseases  and  physical  therapy.  I  am  especially  grateful  to 
Dr.  Sprague  Carleton  and  other  medical  friends  for  helpful  clinical 
notes,  to  my  assistant,  Dr.  Irving  P.  Withington,  for  the  compiling  of 
data,  and  to  Mr.  R.  W.  Vickery,  Radiographer  of  the  Metropolitan  Hos¬ 
pital,  and  Mr.  F.  Le  Roy,  Radiographer  of  the  Flower  Hospital,  for 
valuable  assistance  in  the  preparation  of  illustrations  used  in  the  text. 


855  Seventh  Avenue, 

New  York  City,  October,  1913. 
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GENERAL  CONSIDERATIONS 


ANATOMY 

The  skin  is  a  fibroelastic  membrane  which  may  be  truly  called  the 
living  envelope  of  the  human  body.  It  is  complex  in  structure  and 
endowed  with  active  and  passive  functions  so  that  it  affords  covering 
and  protection  to  the  deeper  tissues,  and  receives  impressions  from  the 
external  world  to  which  it  is  continually  exposed.  It  is  a  continuous 
covering  merging  into  the  mucous  membranes  at  all  mucocutaneous 
orifices.  It  is  closely  related  to  the  structures  beneath  through  its  con¬ 
nective  tissue,  blood-vessels,  nerves  and  lymphatics. 

While  the  surface  is  approximately  smooth,  careful  inspection  re¬ 
veals  numerous  ridges,  furrows  and  pores,  variously  sized  hairs  and  at 
the  end  of  the  terminal  phalanges,  hard  nail  formations.  The  ridges, 
just  referred  to,  are  caused  by  the  row-like  arrangement  of  the  cutaneous 
papillae  and  may  assume  straight,  wavy  or  crescentric  lines.  The  minute 
depressions  known  as  pores  represent  the  orifices  of  the  follicles  and 
glands  of  the  skin.  For  the  purpose  of  giving  roundness  to  the  angles 
and  curves  of  the  body,  and  for  other  more  practical  reasons,  the  skin 
varies  greatly  in  thickness  in  different  regions.  It  is  thickest  on  the  but¬ 
tocks,  the  palms  of  the  hands  and  soles  of  the  feet,  and  thinnest  on  the 
eyelids  and  prepuce.  Generally  where  the  areolar  tissue  is  dense  and 
considerable  adipose  deposit  normally  exists,  the  attachment  of  the  skin 
to  the  parts  beneath  is  close  and  firm  and  its  mobility  is  limited.  Where 
mobility  is  essential,  as  around  the  joints,  there  is  little  or  no  fat  and 
the  areolar  tissue  is  loose.  Other  differences  besides  that  of  thickness 
may  be  noted  as  influenced  by  age,  sex,  race,  health  and  climate.  In 
fact,  there  are  certain  variations  in  different  locations  upon  the  same 
individual.  Thus,  the  color  may  range  from  the  fair  skin  of  the  blond 
to  the  black  skin  of  the  negro,  from  the  rosy  pink  of  an  infant’s  skin  to 
the  dark  hue  of  the  genitocrural  regions  of  the  aged.  The  pigment, 
which  causes  the  varying  color  in  different  races  and  individuals  and 
under  varying  circumstances,  is  located  in  the  deeper  protoplasmic  areas 
of  the  epidermis.  The  external  epidermal  layers  are  composed  of  trans¬ 
parent  flattened  epithelial  cells  which  shrivel  up  into  polymorphous 
scales  as  they  approach  the  surface  and  are  constantly,  although  in¬ 
visibly,  thrown  off  and  as  constantly  renewed  from  below.  It  is  by  this 
process  of  continual  repair  that  the  epithelial  covering  of  the  skin  is 
preserved  in  a  healthy  condition  by  the  activity  of  its  own  protoplasm. 
The  natural  secretion  of  the  skin  which  continually  anoints  its  surface, 
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making  it  comparatively  impermeable,  acts  as  a  passive  barrier  to  a  too 
rapid  loss  of  fluids  from  within  and  protects  from  irritants,  variations 
in  temperature  and  from  invasions  of  bacteria  from  without. 


A 


Fig.  1. — Section  of  the  human  skin. 

1.  Subcutaneous  tissue.  2.  Corium.  3.  Epidermis.  R,  Reticular  layer  of  the  corium. 
P  (on  cut),  Papillae  of  the  corium.  M,  Mucous  layer  of  the  epidermis.  G,  Gran¬ 
ular  layer  of  the  epidermis.  C,  Corneous  layer  of  the  epidermis.  S,  Sebaceous 
Gland.  T  (on  cut),  Sweat-glands.  H,  Flair.  N,  Tactile  corpuscle.  A,  B,  F, 
Capillaries  supplying  fat  lobule,  sweat-gland,  papilla  of  the  hair  and  papillae  of  the 
corium.  V,  Veins  from  the  papillae  of  the  corium.  E,  Arrector  pili  muscle 
(diagrammatic) . 

A  knowledge  of  the  fundamentals  of  the  anatomy  and  physiology 
of  the  skin  is  essential  in  order  that  the  nature  of  pathological  changes 
in  the  skin  and  the  curative  action  of  remedies  may  be  understood. 
Microscopically,  the  skin  is  found  to  be  composed  of  two  constant  or¬ 
ganic  parts,  the  corium  and  the  epidermis.  But  for  practical  purposes, 
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a  third  subdivision,  the  subcutaneous  tissue,  is  usually  described.  Sev¬ 
eral  less  constant  parts  such  as  the  sebaceous  glands,  sweat-glands,  hair, 
nails,  pigment,  blood-vessels,  lymphatics,  nerves  and  muscles  must  be 
considered  in  order  to  appreciate  the  complex  nature  of  the  skin.  For 
purposes  of  study,  it  seems  wise  to  consider  the  deeper  portions  before 
describing  those  more  superficially  placed  because,  by  so  doing,  their 
mutual  relations  can  be  made  clearer. 


SUBCUTANEOUS  TISSUE 


( S  tra  tu  m  su  b  cn  ta  neum  ;  Hyp  o  d erm ) 

Most  authorities  agree  that  the  division  of  the  subcutaneous  tissue 
(i,  Fig.  i)  from  the  corium  is  purely  arbitrary  with  no  sharp  boundary 
line.  Unna  states  a  patent  truth  when  he  says  that  it  owes  its  recogni¬ 
tion  as  a  distinct  layer  “only  to  the  circumstance  that,  in  consequence 
of  the  macroscopically  appreciable 
deposit  of  fat  in  it,  a  distinct  border¬ 
line  is  visible  even  to  the  naked  eve.” 

The  subcutaneous  tissue  immediately 
underlies  the  reticular  layer  of  the 
corium  and,  like  the  latter,  is  com¬ 
posed  of  a  network  of  interlacing 
and  anastomosing  fibrous  connective 
tissue.  These  bundles  are  less 
densely  arranged  than  in  the  corium 
and  are  attached  more  or  less  firmly 
to  the  periosteum  or  superficial 
fascia,  and  pass  in  oblique  direc¬ 
tions  upward  and  outward  to  merge 
in  the  substance  of  the  corium.  The 
interspaces  between  these  bundles 
are  filled  with  fat  and  constitute  the 
panniculus  adiposus. 

The  fat  globules  are  spherical 
vesicles  composed  of  an  elastic  cap¬ 
sule  with  an  oval  nucleus  at  one 
point  and  a  drop  of  oil  filling  the  re¬ 
mainder  of  the  cavity.  They  are 
found  clustered  in  masses  forming 
lobules  of  varying  sizes,  separated 
from  one  another  by  delicate 
fibrous  connective  tissue  and  well 

supplied  with  blood-vessels,  having  an  afferent  artery,  one  or  two 
efferent  veins  and  a  capillary  plexus.  In  some  of  the  thicker  portions 
of  the  skin,  columns  of  fat  ( column at  ad-ip  osa ;  fat-columns  of  War¬ 
ren)  pass  obliquely  into  the  lower  half  of  the  corium  and  probably 
give  increased  support  and  elasticity  to  the  skin,  assist  in  the  pas- 


Fig.  2. — Subcutaneous  fat-tissue. 

B,  bundles  of  fibrous  connective  tissue; 
C,  capsulated  fat-globules  with  nu¬ 
clei.  Magnified  about  500  diameters 
(diagrammatic  after  Heitzmann). 
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sage  of  blood-vessels  and  lymphatics  and  aid  in  the  nourishment  of 
glands.  Subsequent  to  birth,  the  fat  is  gradually  absorbed  over  cer¬ 
tain  surfaces  where  mobility  or  firm  attachment  are  essential  such  as  on 
the  eyelids,  in  the  auricles,  on  the  penis,  scrotum  and  labia  minoia.  The 
subcutaneous  tissue  contains  sweat-gland  coils,  the  deep  hail -follicles, 
blood  and  lymph-vessels,  nerves,  nerve-corpuscles.  Under  normal  con¬ 
ditions  this  layer  gives  form  and  plumpness  to  the  body  and  serves  as 
a  double  cushion ;  first  to  the  parts  beneath  which  are  liable  to  pressure, 
and  second  to  the  more  delicate  corium  externally,  as  well  as  the  appen¬ 
dages  seated  within  and  passing  through  both  layers.  In  starvation  and 
wasting  diseases,  the  contents  of  the  oil  globules  disappear,  leaving  the 
cell-wall  intact,  but  these  rapidly  refill  with  the  return  of  nutrition. 
An  abnormal  production  and  deposit  of  fat  leads  to  obesity  in  which 
the  subcutaneous  tissue  may  become  an  inch  or  more  thick. 


CORIUM 

(Derma;  Cutis;  Cutis  vera;  True  skin) 

The  corium  (2,  Fig.  1)  is  the  most  important  portion  of  the  skin 
and,  embryonically  speaking,  it  represents  the  original  foundation,  in 
that  it  is  derived  from  the  superficial  layer  of  the  mesoderm  called  the 
“skin  plate.”  At  the  beginning  of  the  second  month  of  fetal  life  the 
cutis  is  composed  of  embryonic  corpuscles  which  develop  between  the 
second  and  third  months  into  spindle-shaped  bodies  of  a  fibromyxoma- 
tous  nature.  A  collagenous  substance  replaces  the  tissue  just  mentioned 
about  the  fifth  month  of  embryonic  life.  Blood-vessels  are  first  noted 
about  the  third  month. 

The  corium  constitutes  the  fibroelastic  envelope  of  the  body  and  con¬ 
tains  blood-  and  lymph-vessels,  oil-  and  sweat-glands,  hairs,  muscles,  fat 
cells  and  nerves  with  their  various  terminal  organs.  The  inter-fascicu¬ 
lar  spaces  are  smaller  than  in  the  subcutaneous  tissue  and  as  they  ap¬ 
proach  the  surface,  lessen  in  size.  The  thickness  of  the  corium  varies 
in  different  individuals,  at  different  ages  and  on  different  parts  of  the 
same  individual.  It  is  thickest  over  the  palms,  soles,  back  and  nates, 
and  thinnest  on  the  prepuce  and  eyelids.  For  the  sake  of  convenience, 
an  arbitrary  division  of  the  corium  may  be  made  into  two  parts  or  lay¬ 
ers,  the  reticular  and  the  papillary. 

Pars  Reticularis  (R,  Fig.  1). — The  reticular  layer  constitutes  the 
bulk  of  the  corium  and  is  composed  of  white  fibrous  tissue  which,  in 
the  deepest  portion,  separates  in  bundles  without  division,  forming  a 
distinct  net.  As  the  bundles  proceed  upward,  they  divide  and  subdivide, 
until  they  reach  the  upper  layer  and  there  form  a  network  by  the  inter¬ 
lacing  of  single  fibrillae.  The  larger  spaces  in  the  reticular  layer  are 
filled  with  fatty  tissue,  blood-vessels,  nerves,  lymphatics,  hairs  and  out¬ 
wardly  opening  sweat-ducts.  The  smaller  spaces  contain  connective  tis¬ 
sue  corpuscles  and  wandering  cells. 

Pars  Papillaris. — The  papillary  layer  of  the  corium  touches  the  lowest 
layer  of  the  epidermis  above  and  extends  to  just  below  the  basal  portion 
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of  the  papillae.  It  may  be  distinguished  from  the  lower  or  reticular  layer 
by  its  more  intricate  structure,  the  interfascicular  spaces  being  so 
minute  in  places  that  the  general  aspect  is  decidedly  homogeneous.  The 
innumerable  projections  or  prolongations  of  the  corium  into  the  rete, 
so-called  papilla  (P,  Fig.  i),  give  the  upper  surface  of  the  papillary 
layer  a  wavy  or  zigzag  appearance.  The  gaps  in  this  surface  are  filled 
by  downward  prolongations  of  the  rete  which  fill  up  the  intervening 
spaces.  A  hyalin  substance  is  interposed  between  the  rete  and  papillae 
and  is  supposed  to  be  identical  with  the  cement-like  material  surround¬ 
ing  and  separating  the  fibrillae  of  the  corium.  The  papillae  may  spring 
each  from  a  single  or  several  from  a  common  base  and  their  apices  may 
be  conical,  club-shaped  or  square.  They  vary  greatly  in  number  and 
size  in  different  regions.  There  is  also  much  difference  as  to  their  dis¬ 
position,  some  being  arranged  in  linear  series,  others  in  concentric  or 
crescentic  shapes  causing  furrows  which  apparently  cross,  often  visible 
to  the  naked  eye  as  markings  upon  the  surface  of  the  epidermis.  They 
are  most  highly  developed  and  numerous  upon  the  tips  of  the  fingers, 
palms,  soles,  nipples,  clitoris,  glans  penis,  and  labia  minora.  It  has  been 
estimated  that  nearly  a  hundred  are  developed  within  each  square  milli¬ 
meter  of  the  body  surface,  and  that  the  whole  skin  contains  from  150 
to  200  millions.  The  importance  of  the  papillae  is  due  to  their  being  the 
residence  of  the  terminal  expansions  of  the  cutaneous  nerves  and  vessels. 
The  vascular  papillae  are  supplied  with  terminal  loops  of  a  minute  artery 
and  vein.  The  nervous  papillae  contain  medullated  nerve  fibers  and  one 
or  more  tactile  corpuscles.  Occasionally  a  papilla  is  provided  with  both 
blood-vessels  and  nerves. 


EPIDERMIS 

( Cuticle ;  Cuticula;  Scarf  skin;  Epithelial  layer) 

The  epidermis  (3,  Fig.  1 )  is  the  external  layer  of  the  skin.  It  is  a 
distinct  formation,  quite  independent  of  the  corium,  having  its  origin 
in  the  ectoderm,  and  is  not  regenerated  after  complete  loss  of  this  matrix. 
It  is  entirely  cellular  in  structure,  contains  no  blood-vessels  and  only  a 
few  nerves  in  the  innermost  part.  The  junction  between  the  corium  and 
epidermis  is  nearly  a  straight  line  at  about  the  middle  period  of  fetal 
life.  During  the  latter  part  of  fetal  period,  the  epidermis  grows  down¬ 
ward  by  linear  processes  into  the  corium  and,  as  the  capillaries  in  the 
papillae  develop,  centers  of  nutrition  are  established  for  the  epidermis. 
The  full  development  and  interrelations  of  the  papillae  and  epidermis, 
however,  are  not  attained  until  after  birth.  Despite  the  intimate  union 
and  close  relationship  existing  between  the  epidermis  and  the  corium, 
their  behavior  both  in  health  and  disease  is  widely  different. 

The  minute  furrows  on  the  surface  of  the  skin,  especially  noticeable 
on  the  back  of  the  hand,  are  due  to  the  depressions  of  the  epidermis  be¬ 
tween  the  papillae.  The  coarser  furrows,  as  seen  upon  the  back  of  the 
neck,  extensor  surfaces  of  the  joints,  forehead  and  other  parts  of  the 
face,  are  due  to  repeated  tensions  or  muscular  contractions  of  the  skin. 
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The  epidermis  is  conveniently  divided  into  four  layers  from  within  out¬ 
ward,  the  stratum  mucosum,  the  stratum  granulosum,  the  stratum 
lucidum  and  the  stratum  corneum. 

The  stratum  mucosum  ( the  retc;  rete  mucosum;  mucous  layer;  germ 
layer;  rete  Malpighii)  (M,  Fig.  i  )  is  an  important  layer  of  the  epi¬ 
dermis,  being  concerned  in  most  of  the  morbid  processes  of  the  skin. 
During  embryonic  life,  the  appendages  of  the  skin  are  formed  by  the 
nutritive  activity  of  the  vitalized  protoplasm  of  this  portion  of  the  epi¬ 
dermis,  and  after  birth,  it  is  the  source  of  the  organic  substances  of  all 
physiological  or  pathological  secretions.  It  lies  immediately  above  the 
papillary  layer  of  the  corium  and  directly  beneath  the  granular  layer  of 
the  epidermis,  hence  it  is  the  deepest  and  most  active  stratum  of  the 
epidermis.  This  layer  is  composed  of  several  layers  or  strata  of  nu¬ 
cleated  cells,  polyhedral  in  shape,  rich  in  protoplasm  and  arranged  in 
parallel  rows.  The  cells  of  the  lowest  layer  are  columnar  or  cylindric 
in  form  with  oval  nuclei  which  are  surrounded  with  granular  proto¬ 
plasm  and  often  largely  provided  with  pigment.  Their  long  axis  is  per¬ 
pendicular  to  the  surface  of  the  corium;  they  have  no  cell-wall  and  some¬ 
times  appear  as  a  mass  of  protoplasm  Avith  scattered  nuclei.  The  cells  of 
the  next  few  rows  are  larger,  cuboid  in  form,  with  well-defined  nuclei 
and  a  distinct  cell-wall,  and  contain  granular  and  pigmentary  matter. 
The  more  superficial  rows  of  the  mucous  layer  are  made  up  of  still 
larger  cells,  more  granular  and  flattened  and  their  axes  generally 
assume  a  horizontal  position  to  the  cutaneous  surface.  All  the  cells  of 
the  mucous  layer  have  characteristic  protoplasmic  processes,  called 
prickles,  which  unite  the  cells  to  each  other.  Hence  the  name,  prickle- 
cells  or  prickle  layer,  given  by  some  authorities  to  this  part  of  the  epi¬ 
dermis.  These  processes  unite  the  cells  firmly,  but  at  the  same  time  the 
body  of  epithelia  are  kept  separated  from  each  other  by  the  so-called 
cement  substance  of  the  skin.  This  substance  also  permits  the  free  pas¬ 
sage  of  nutritive  material  from  the  papillae  of  the  corium,  the  ingrowth 
of  nerve-threads,  the  immigration  of  white  blood  corpuscles,  and  the 
counterflow  of  lymph  inward  to  the  interpapillary  depressions,  thence 
to  the  lymph-vessels  of  the  corium.  The  epidermis  contains  no  lymph- 
vessels  proper  and  no  blood-vessels. 

The  stratum  granulosum  ( granular  layer)  (G,  Fig.  i)  is  made  up 
of  one  or  two,  rarely  more,  rows  of  coarsely  granulated  nucleated 
epithelia  arranged  directly  above  the  prickle  cells  of  the  mucous  layer. 
In  disease,  the  cells  of  this  layer  may  be  increased  to  four  or  five  rows. 
The  cells  are  attached  to  each  other  by  short  threads,  hence  the  inter¬ 
cellular  spaces  are  much  narrower  than  in  the  mucous  layer  and  the 
nutrition  of  these  epithelia  is  correspondingly  poor. 

This  layer  is  often  considered  a  part  of  the  rete  and  its  granular 
material,  composed  of  some  chemical  substance,  is  generally  believed  to 
have  an  important  place  in  the  process  of  cornificatiom  Waldeyer 
named  the  granular  material  keratohvalin ;  some  authorities  believe  that 
there  are  two  distinct  substances ;  Awhile  still  others  believe  that  it  is  a 
nitrogenous  substance  (chitin).  But  whatever  the  true  nature  of  this 
granular  substance,  it  first  appears  as  isolated  granules  near  the  nuclei 
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of  some  of  the  cells  of  the  mucous  layer.  It  is  greatly  increased  in  and 
is  characteristic  of  the  granular  layer.  Unna  believes  that  to  this  layer 
the  white  race  owes  the  color  of  its  skin,  and  supports  this  belief  by  the 
fact  that,  before  the  appearance  of  the  granular  layer  during  fetal  life, 
the  outer  portion  of  the  skin  is  transparent,  so  the  blood-vessels  of  the 
corium  can  be  seen  through  it,  and  also,  that  the  color  at  the  border  of 
the  lips  and  the  nail  beds  is  due  to  the  absence  of  the  granular  layer  in 
these  parts  throughout  life.  The  changes  which  occur  in  the  cells  of  the 
granular  layer,  as  they  are  progressively  forced  upward  and  outward 
from  the  mucous  layer,  are  necessary  to  further  changes  in  the  external 
layer  of  the  epidermis,  known  as  cornification. 

The  stratum  lucidum,  so-called  by  Oehl,  is  a  thin,  ribbon-like,  trans¬ 
lucent  or  shining  layer,  situated  immediately  above  the  stratum  granu- 
losum  and  below  the  stratum  corneum  of  which  it  is  considered  a  part 
by  most  authorities.  There  is  no  particular  reason  why  these  two  or 
three  rows  of  cells  which  only  represent  a  stage  in  cornification  should 
be  designated  as  a  separate  layer,  except  that  the  subject  can  be  more 
clearly  presented  by  so  doing.  Kaposi  believes  this  layer  to  be  due  to 
some  chemicobiologic  change  that  must  take  place  in  the  cells  of  the 
granular  and  mucous  layers  before  they  become  horny  cells. 

The  stratum  corneum  ( horny  layer;  corneas  layer)  (C,  Fig.  i)  is 
the  external  layer  of  the  epidermis  and  hence  of  the  entire  skin  and  ex¬ 
tends  from  the  stratum  lucidum  below  to  the  outside  atmosphere.  It 
is  essentially  the  dead  layer  or  surface  division  of  the  epidermis  and 
consists  of  several  layers  of  flattened  imbricated  cells  whose  exact 
shape  depends  upon  the  degree  of  keratinization  which  they  have  under¬ 
gone.  By  rapid  changes,  the  upper  cells  of  the  granular  layer  are  trans¬ 
formed  by  the  apparent  melting  of  their  granules  into  the  surrounding 
cell  protoplasm,  and  clear  transparent  epithelia  are  produced.  The  lower 
cells  of  the  corneous  layer  are  arranged  in  polygonal  plates  with  shriv¬ 
eled  nuclei  and  rudimentary  threads,  which  still  serve  to  connect  the 
frame-work  of  cells  with  each  other.  Still  nearer  the  surface,  the  cells 
become  thin,  flattened,  dry  scales,  lying  parallel  to  the  cutaneous  sur¬ 
face,  the  outer  rows  wrinkled  and  curled  up,  preparatory  to  being  shed. 
According  to  Unna,  cornification  of  the  epidermis  is  not  a  complete 
process  but  consists  of  an  alteration  of  the  periphery  and  connecting 
threads  of  the  cells  into  horny  tissue  which,  after  digestion  of  the  central 
part  of  the  cells,  presents  a  honeycomb-like  structure.  No  traces  of  the 
intercellular  canals  are  found  in  the  corneous  layer.  The  hard,  dry  char¬ 
acter  of  the  cells  of  this  layer  is  due  to  the  presence  of  a  very  hard  and 
resistant  substance,  known  as  keratin. 


BLOOD-VESSELS 

The  epidermis  has  no  vascular  supply,  but  the  corium  and  the  sub¬ 
cutaneous  tissue  are  liberally  supplied  with  truncal  and  capillary  ves¬ 
sels.  Tomsa  has  shown  that  the  arterial  supply  is  derived  from  sub¬ 
cutaneous  branches  which  pass  through  the  fascia  and,  by  division  and 
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subdivision,  form  three  separate  vascular  districts.  The  deepest  variety 
supply  the  subcutaneous  fat  with  numerous  capillaries  in  a  net-like  ar¬ 
rangement  inside  and  between  the  fat  lobules  (A,  Fig.  i).  The  middle 
district  sends  off  arterioles  to  form  a  capillary  plexus  for  the  sweat- 
glands  (B,  Fig.  i).  These  capillaries  end  in  small  veins,  some  of  which 
pass  upward  with  the  ducts  of  the  sweat-glands  and  anastomoses  with 
the  veins  of  the  papillary  region.  The  third  or  upper  district  is  sup¬ 
plied  from  an  ascending  artery  (F,  Fig.  i),  which  sends  off  branches  to 
form  capillaries  for  the  hair-follicles,  the  sebaceous  glands  and  the 
papillae.  Each  papilla  is  furnished  with  one  or  two  capillary  loops.  The 
papilla  of  the  hair  has  its  own  arteriole  and  capillary  similar  to  those  of 
the  papillae  of  the  corium.  The  capillaries  of  the  papillary  layer 
anastomose  freely  with  those  of  the  upper  part  of  the  hair-follicles  from 
which  loops  pass  to  supply  the  sebaceous  glands. 

Venous  plexuses  accompany  the  arterial  in  all  portions  of  the  skin 
and  in  general,  it  may  be  said  that  all  the  venous  vessels  are  somewhat 
larger  than  the  arterial.  The  most  superficial  veins  of  the  skin  are  de¬ 
rived  from  the  capillaries  of  the  papillae  (V,  Fig.  i)  and  form  narrow 
meshes  which,  together  with  the  deeper  and  circular  veins,  form  venous 
branches  which  anastomose  with  branches  from  the  hair-follicles  and 
sebaceous  glands.  These  unite  into  larger  vessels  and,  with  the  veins 
from  the  sweat-glands  and  fat  lobules,  merge  into  the  venous  sinuses 
which  end  in  the  subcutaneous  veins. 

The  capillaries  of  the  skin  are  supplied  with  vasomotor  nerves. 
Through  their  control,  the  capillary  circulation  largely  influences  the 
physiological  functions  of  the  skin  as  well  as  the  pathological  changes. 
A  sudden  dilatation  of  these  vessels  produces  the  common  phenomenon 
of  blushing  and  a  sudden  contraction,  the  equally  marked  blanching  of 
the  surface. 


LYMPHATICS 

All  portions  of  the  skin  are  provided  with  a  system  of  lymphatic 
channels  which  aid  in  the  important  processes  of  absorption,  and  the 
currents  of  which  are  eventually  directed  to  the  larger  vessels  beneath 
the  skin.  Lymph  is  so  abundantly  supplied  to  the  skin  that  Darier  has 
aptly  described  the  derma  as  a  “true  lymphatic  sponge.”  In  all  parts  of 
the  skin  may  be  found  juice  spaces  or  lymphatic  channels  which  usually 
lack  independent  walls  and  fail  to  show  an  absolutely  free  flow  of  lymph 
into  the  lymphatic  vessels.  These  lymph-channels  are  uniformly  present 
in  the  papillae  of  the  corium  and  converge  near  the  middle  of  the  base 
where  a  lymphatic  vessel  usually  begins.  From  the  apices  of  the  papillae, 
lymph  flows  into  the  mucous  layer  of  the  epidermis  in  all  directions 
through  the  interepithelial  spaces  and  between  the  prickle  threads  which 
unite  the  epithelia. 

Lymph  slowly  returns  to  the  corium  by  way  of  the  interpapillary 
depressions  of  the  epidermis  through  minute  openings,  or  through  the 
ducts  of  the  sweat-glands  which  emerge  at  these  points.  Juice  spaces 
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similar  to  those  of  the  epidermis  exist  in  the  hair-follicles,  in  the  se¬ 
baceous  glands  and  in  the  ducts  of  the  sweat-glands,  and  form  a  sheath- 
like  covering  about  the  connective  tissue  bundles,  the  oblique  muscles  and 
the  fat-cells.  The  course  of  the  lymph  in  the  corium  is  slowly  downward 
to  the  lymphatic  vessels.  The  passage  of  lymph  from  the  spaces  of  the 
sweat-glands  and  fat  tissue  is  by  slow  filtration  into  the  neighboring 
veins  or  lymphatic  vessels.  This  anatomical  peculiarity  facilitates  the 
formation  of  subcutaneous  fat.  No  lymphatic  vessels  proper  are  found 
either  in  fat  tissue  or  in  subcutaneous  tissue  free  from  fat;  in  fact, 
lymphatic  vessels  proper  are  relatively  few  and  are  commonly  mere 
appendages  of  the  blood-vessels. 


NERVES 

The  skin  is  well  endowed  with  medullated  and  non-medullated  sen¬ 
sory  nerve-fibers,  each  in  certain  instances  being  substituted  for  the 
other,  or  they  may  be  found  in  combination.  These  elements  from  the 
cerebral  and  spinal  nerve-systems  enter  the  skin  and  form  horizontal 
bundles  of  nerve  twigs  in  the  subcutaneous  tissue.  From  thence, 
branches  pass  upward  with  the  blood-vessels  through  the  corium,  and 
divide  into  numerous  ramifications  in  the  papillary  layer,  some  assuming 
a  horizontal  position  to  the  surface  and  are  disposed  about  the  sub- 
papillary  vessels  and  capillaries  of  the  papillae.  Other  short  nerves  break 
up  near  the  epidermis  into  non-medullated  fibers,  which  send  off  numer¬ 
ous  branches,  of  which  a  smaller  number  end  with  free  extremities  in 
the  connective  tissue  or  on  the  endothelia  of  capillaries,  while  a  large 
number  penetrate  into  the  epidermis  between  the  basal  cells.  The  nerves 
of  the  epidermis,  after  many  divisions  and,  possibly,  reunions  to  form 
plexuses  (Unna)  in  the  intercapillary  spaces,  finally  send  off  from  dif¬ 
ferent  points  fine  threads  for  each  prickle  cell,  as  far  as  the  granular 
layer.  These  nerve-threads  penetrate  the  cell  protoplasm  and  terminate 
in  minute  bulbs  on  or  about  the  nucleus.  Some  branches  end  in  bulbs 
between  the  epithelia,  but  without  any  regularity  of  distribution.  Non- 
medullated  nerve-fibers  are  also  supplied  to  the  cells  of  the  hair-sheath 
and  the  ducts  of  the  sweat-glands.  According  to  Krause,  all  sensitive 
nerve-filaments  ultimately  terminate  without  medullary  substance  and 
in  minute  enlargements.  As  these  nerve  terminations  are  found  largely 
and  uniformly  in  the  cells  of  the  epidermis  up  to  the  corneous  layer,  they 
would  appear  to  be  the  transmitters  of  general  sensation. 

All  nerve-fibers  do  not  terminate  as  described  in  the  last  paragraph, 
for  some  especially  medullated  nerve-fibers  end  in  the  Pacinian  cor¬ 
puscles  or,  projecting  upward  to  the  surface,  terminate  in  the  tactile 
corpuscles  (the  corpuscles  of  Meissner,  Wagner  and  Krause)  and  in 
Merkle’s  touch-cells.  The  exact  function  of  these  various  bodies  is  not 
well  understood,  but  it  is  generally  admitted  that  they  are  sensory  organs. 
According  to  Merkle  the  tactile  corpuscles  and  touch-cells  are  organs  for 
finer  preceptions,  the  bulb-corpuscles  and  Pacinian  bodies  for  localiza¬ 
tion  and  common  sensation,  while  the  free  epidermal  nerve  endings  are 
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for  the  appreciation  of  touch  as  well  as  temperature,  and  those  in  the 
hair  for  both  touch  and  sensation. 

Pacinian  corpuscles  ( corpuscles  of  Voter )  are  most  numerous  in  the 
subcutaneous  tissue  of  the  nipples,  penis  and  other  parts  equally  sen¬ 
sitive.  Examination  has  revealed  as  many  as  95  on  the  index  finger 
and  over  600  on  an  entire  hand.  These  corpuscles  are  small,  clearly 
defined,  oval,  grayish  bodies,  even  visible  to  the  naked  eye  in  some 
regions,  and  measuring  two  or  more  millimeters  in  width  by  three  or 
more  in  length.  Each  corpuscle  consists  of  capsules  made  up  of  a  large 
number  of  concentrically  placed  hyalin  and  connective  tissue  lamellae, 
resembling  the  outer  structure  of  an  onion,  and  enclosing  a  central  space 
or  core  ot  transparent  protoplasmic  material,  in  the  center  of  which  is 
a  single  medullary  nerve-fiber.  The  medullary  sheath  of  the  nerve  is 
lost  in  the  tissue  of  the  capsules  before  it  reaches  the  central  space.  In 
the  central  space  the  nerve-fiber  continues  to  the  distal  end  and  there 
divides  into  two  or  more  club-shaped  enlargements.  Rainier  claims 
that  after  supplying  one  corpuscle  the  nerve  may  pass  on  to  penetrate  a 
second  or  even  a  third.  Robinson  says  the  nerve  may  form  a  loop  or 
loops,  and  then  pass  out  at  one  or  the  other  pole  of  the  corpuscle.  In 
such  cases  the  nerve  regains  its  sheath  from  the  capsules  at  the  point  of 
exit. 

Tactile  corpuscles  ( corpuscles  of  Meissner  or  of  Wagner)  (N,  Fig. 
1 )  are  found  in  the  papillae  of  the  corium,  occupying  all  or  the  greater 
part  of  the  non-vascular  papillae,  especially  on  the  last  phalanges  of  the 
fingers.  They  are  rounded  or  oval  fibrous  bodies  of  about  one-tenth 
the  size  of  the  Pacinian  corpuscle.  They  consist  of  connective  tissue 
cells  with  small  nuclei  interwoven  into  vertical  or  spiral  rolls,  which  go 
to  form  one  to  three  lobules,  and  are  surrounded  by  a  denser  connective 
tissue  or  capsule.  Each  corpuscle  is  penetrated  at  one  extremity  by  one 
or  two  medullary  nerves,  which  lose  their  myeline  sheaths  in  the  fibrous 
substance  of  the  corpuscle.  A  nerve  branch  passes  to  each  lobule  where 
it  divides  into  delicate  fibrillse,  which  ramify  between  the  connective 
tissue  cells,  anastomose  with  each  other  and  terminate  in  slight  enlarge¬ 
ments  ;  or,  according  to  Robinson,  they  may  penetrate  the  capsule  at  the 
distal  extremity  and  emerge  therefrom  as  one  or  more  efferent  nerves. 
Delicate  nerve-threads  encircle  the  corpuscle  and  pass  upward  with 
other  nerves  to  the  rete.  The  afferent  nerve  of  a  corpuscle  may  be  sup¬ 
plied  from  an  adjacent  papillae,  or  one  nerve  may  supply  two  or  more 
corpuscles. 

Corpuscles  of  Krause  ( bulb-corpuscles ,  end-bulbs)  are  rounded  or 
ovoid  bodies  with  a  connective  tissue  envelope  and  a  non-nucleated  bulb 
to  which  some  fine  nerve-fibers  penetrate.  They  are  observed  especially 
about  the  sensory  mucous  membranes  such  as  the  vermilion  border  of 
the  lips,  the  tongue,  conjunctiva,  glans  penis  and  clitoris.  They  resem¬ 
ble  the  inner  structure  of  the  Pacinian  bodies  but  vary  somewhat  in  form 
between  these  and  the  tactile  corpuscles. 

Merkle’s  touch-cells  are  oval  nucleated  bodies  in  which  the  medullary 
nerve  terminates,  and  are  situated  in  the  epidermis  and  upper  corium. 
They  are  found  in  regions  where  taetde  corpuscles  are  few,  such  as  the 
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abdominal  surface.  Their  exact  nature  and  functions  are  still  a  matter 
of  dispute,  although  they  have  been  studied  in  the  lower  animals  as  well 
as  in  man. 


MUSCLES 

Both  striated  and  smooth  muscles  are  to  be  found  in  the  skin,  the 
former  being  less  abundant  than  the  latter.  The  striated  or  voluntary 
muscles  of  the  skin  are  chiefly  limited  to  the  face  and  neck  and  arise 
from  the  subcutaneous  tissue  and  the  deep-seated  muscles,  and  extend 
obliquely  or  vertically  between  the  glands  into  the  corium.  To  a  certain 
extent  expressions  of  the  features  can  be  traced  to  the  action  of  these 
muscles  in  response  to  various  physical  and  mental  emotions.  Their 
analogues  in  several  of  the  lower  animals  are  large  and  abundantly 
distributed. 

Non-striated,  smooth  or  involuntary  muscles  of  the  skin  are  very 
numerous  and  are  found  in  the  corium  occupying  horizontal  and  oblique 
positions  in  relation  to  the  surface.  The  former  run  either  in  a  straight 
or  circular  direction  and  are  chiefly  found  in  the  scrotum,  penis,  areola 
and  nipples  of  the  breast,  and  eyelids.  Contraction  of  these  muscles 
forces  the  skin  into  folds  and  changes  its  external  appearance.  The 
oblique  muscles  are  found  in  nearly  all  parts  of  the  corium,  either  as 
minute  fasciculi  without  attachment  to  the  hair-follicles,  or  as  more  dis¬ 
tinct  muscular  bundles  with  attachments  to  several  adjacent  hair-follicles 
below,  and  to  the  papillary  layer  above. 

The  latter  group  are  known  as  the  arrectores  or  erectores  piloruni. 
These  follicular  muscles  not  only  have  fixed  points  of  attachment  to 
the  papillary  layer  of  the  corium  and  fixed  points  of  insertion  into  sev¬ 
eral  hair-follicles  at  a  level  just  above  the  apex  of  the  hair-papillae,  but 
by  means  of  elastic  fibers  which  surround  and  mingle  with  them  through¬ 
out  their  length  and  at  their  ends  form  tendons,  they  are  directly  at¬ 
tached  on  every  side  to  the  elastic  framework  of  the  corium.  Their 
direction  is  oblique.  The  direction  of  the  hair  being  at  a  less  oblique 
angle,  a  powerful  contraction  of  these  muscles  pulls  the  hair  into  a  more 
erect  position.  In  some  of  the  lower  animals  this  effect  may  be  seen  in 
a  marked  degree.  The  more  important  effects  which  follow  the  ordinary 
contraction  of  the  oblique  muscles  of  the  corium  are  the  expulsion  of 
sebum  by  compression  of  the  sebaceous  glands,  a  lessened  circulation  of 
blood  in  the  papillary  layer,  and  diminished  perspiration  from  the  gen¬ 
eral  tension  of  the  upper  part  of  the  corium.  The  compression  exerted 
upon  the  skin  in  this  way  sometimes  produces  an  apparent  roughening 
of  the  surface  ( cutis  anserina  or  goose  flesh).  A  general  effect  is  to 
prevent  loss  of  bodily  temperature.  Therefore,  one  of  the  functions  of 
the  oblique  muscles  of  the  skin  is  the  regulation  of  temperature.  Exter¬ 
nal  cold  stimulates  their  contraction  and  external  heat  promotes  their 
expansion. 
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PIGMENT 

The  shade  of  color  of  the  skin  is  due  partially  to  the  degree  of  vas¬ 
cularity  and  distention  of  the  blood-vessels  in  the  corium.  In  other 
words  it  depends  upon  the  quantity  of  blood  circulating  in  the  skin.  The 
other  element  is  the  amount  of  staining  in  the  cells  of  the  lower  strata 
of  the  rete,  most  pronounced  in  the  nuclei  and  due  to  the  deposit  of  fine 
granules  of  pigment  ( melanin )  in  the  cell  cavity.  The  amount  of  color¬ 
ing  matter  in  the  layers  of  the  epidermis  is  influenced  somewhat  by  ex¬ 
posure  to  the  sun,  habits,  climate,  racial  and  other  differences. 

Pigmentation  of  the  greater  part  of  the  skin,  in  the  white  race,  is 
slight  and  limited  to  a  uniform  pigmentary  deposit  in  the  lower  rete 
cells.  The  deeper  colored  portions  of  the  skin  of  the  white  race  such 
as  the  scrotum  and  areolar  of  the  nipple,  and  the  general  integument  of 
the  colored  races,  are  produced  by  a  wider  or  deeper  pigment  staining 
and  deposit  in  the  prickle  cells  and  their  nuclei.  In  the  negro  pigmen¬ 
tation  ascends  to  the  granular  layer  and  a  dark  coloration  of  the  skin 
results.  There  is  never  any  real  pigmentation  of  the  corneous  layer  of 
the  epidermis  and  only  in  abnormal  conditions  is  it  found  in  the  corium. 
The  source  of  the  pigment  in  the  skin  is  undetermined,  but  it  is  prob¬ 
able  that  the  pigment  is  derived  from  the  subepidermal  structures  and  in 
some  way  is  originally  obtained  from  the  blood  itself. 


SWEAT-GLANDS 

(C oil-glands ;  Sudoriparous  glands;  Glandule  sudorifera ; 

Glandule  glomi formes) 

Coil-glands  (T,  Fig.  i)  may  be  observed  in  the  fifth  month  of  fetal 
life  and  originate  from  ingrowing  of  the  rete  cells  in  the  form  of  conic 
epithelial  processes  into  the  corium.  In  the  course  of  development  the 
central  part  liquifies  forming  a  tube.  These  glands  are  present  in  great 
numbers  in  all  parts  of  the  skin  except  the  colored  border  of  the  lips, 
glans  penis,  inner  surface  of  the  prepuce  and  the  clitoris.  They  are 
most  numerous  in  the  palms  and  soles,  where,  according  to  Krause,  they 
number  nearly  3,000  to  the  square  inch.  They  vary  in  size  according 
to  location  being  largest  in  the  axillary  and  anal  regions.  The  average 
length  of  a  straightened  tube  is  about  a  quarter  of  an  inch,  and  it  is  esti¬ 
mated  that  the  total  length  of  these  tubes  in  the  normal  adult  skin  is 
upward  of  nine  miles. 

Sweat-glands  originate  in  the  subcutaneous  tissue  and  consist  of  a 
simple  tube  coiled  several  times  upon  itself  forming  an  ovoid  convo¬ 
luted  body  with  a  blind  end  in  the  central  or  outer  part  of  the  coil,  and 
an  excretory  duct.  T  he  latter  is  simply  a  continuation  of  the  lower  tube 
somewhat  altered.  It  traverses  the  corium  straight  upward  between  the 
papillae,  passes  through  the  rete  in  a  less  regular  manner  and  through 
the  corneous  layer  in  a  wavy  or  spiral  manner  and  opens  upon  the  sur- 
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face  in  a  funnel  shaped  aperture,  the  so-called  sweat-pore.  Unna  be¬ 
lieves  that  the  true  duct  ends  at  the  surface  of  the  corium  and  the  re¬ 
maining  portion  of  the  tube  outward  is  a  common  outlet  for  exudations 
from  the  interstices  of  the  epidermis  and  for  the  sweat.  The  sudoripa¬ 
rous  glands  are  simple  in  structure.  The  outer  coat  is  continuous  with 


Fig.  3. — Sweat-glands  (much  magnified)  (after  Sappey). 


the  basement  membrane  of  the  corium ;  the  middle  or  epithelial  coat  is 
continuous  with  the  deeper  layers  of  the  stratum  mucosum ;  the  inner 
coat  or  lining  is  a  delicate  cuticle.  The  sweat-glands  are  each  surrounded 
by  a  sheath  of  connective  tissue  and  fat  cells,  which  support  and  hold 
the  tubes  in  position. 


SEBACEOUS  GLANDS 

{Oil-glands ;  Hair-follicle  glands;  Glandule  sebacea ; 

Glandula  sebifera) 

Sebaceous  glands  (S,  Fig.  1)  are  first  noted  in  the  third  or  fourth 
months  of  fetal  life,  appearing  as  buddings  from  the  external  root- 
sheath  of  the  hair-follicle.  These  projections  consist  of  epithelial  cells 
which  by  multiplication  and  further  downward  growth,  form  the  gland. 
They  are  richly  supplied  with  blood-vessels,  being  surrounded  by  a  net¬ 
work  of  capillaries.  They  appear  first  in  the  skin  of  the  eyebrows  and 
forehead,  like  the  hairs,  thence  spread  over  the  trunk,  finally  reaching 
the  extremities.  Oil-glands  are  simple  or  complex,  racemose  structures 
lined  with  round-cell  epithelia.  By  a  process  of  slow  fatty  degeneration 
and  rupture  of  the  cells  lining  each  acinus,  their  secretion  called  sebum 
is  produced.  The  ducts  leading  from  these  glands  are  short  and  end  in 
the  hair-follicles,  or  open  directly  on  the  surface.  These  glands  are  to 
be  found  in  the  corium  of  almost  any  part  of  the  body  surface  except 
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the  palms,  soles  and  dorsum  of  the  third  phalanges.  According  to  their 
distribution  they  are  divided  into  three  groups. 

The  first  class  are  found  in  the  skin  of  the  hairy  part  of  the  body 
and  are  very  abundant,  being  connected  with  the  hair-follicles  into 
which  they  discharge.  Strictly  speaking  they  are  appendages  of  the 
hair  and  the  hair-follicles,  being  sometimes  known  as  “glands  of  the 
hair-follicles.”  The  second  class  is  found  upon  the  so-called  non-hairv 
surfaces  such  as  the  face  and  upper  portions  of  the  trunk  and  extremities. 
This  group  includes  the  large  and  complex  glandular  structures  to 
which  the  lanugo  or  fine  hairs  seem  accessory.  The  ducts  of  these  glands 


Fig.  4. — Sebaceous  glands,  simple  and  compound,  from  the  alse  of  the  nose 

(diagrammatic  after  Sappey). 


open  directly  on  the  cutaneous  surface.  The  third  group  are  limited  in 
number  being  found  in  the  red  border  of  the  lips,  the  areola  of  the  nip¬ 
ples,  labia  minora  and  vestibule  of  the  female,  and  on  the  internal  sur¬ 
face  of  the  prepuce  and  corona  in  the  male.  They  are  not  connected 
with  the  hair-follicles,  open  directly  on  the  surface  and  might  be  desig¬ 
nated  “glands  of  the  mucous  orifices.” 

Sti  uctur  ally  sebaceous  g'lands  consist  of  the  secretory  portion  and 
the  duct  which  empties  between  the  surface  of  the  hair  and  its  inner 
root-sheath.  The  various  lobules  empty  into  a  common  glandular  cav¬ 
ity  containing  fat-globules,  crystals  and  epithelial  debris,  which  consti- 
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tute  what  is  known  as  sebum  or  sebaceous  matter.  It  is  not  now  be¬ 
lieved  that  smegma,  found  about  the  glans  penis  and  inner  side  of  the 
prepuce,  is  a  product  of  the  sebaceous  glands  but  rather  an  exfoliation 
of  the  corneous  layer  of  the  epidermis.  Possibly  both  factors  may  be 
causal  in  its  production. 


HAIRS 

Hairs  (H,  Fig.  1)  are  elongated,  cylindric,  horny  formations  de¬ 
rived  from  the  epidermis  and  are  obliquely  planted  in  depressions  in 
the  corium  known  as  hair-follicles  or  hair-sacs.  Ordinarily  one  hair 
only  occupies  each  hair-follicle  but  in  rare  instances,  two  or  even  three 
hairs  have  been  observed  in  a  hair-follicle.  Hairs  of  some  degree,  no 
matter  bow  minute,  are  found  on  all  body  surfaces  except  the  palms, 
soles,  dorsum  of  the  distal  phalanges  of  the  hands  and  feet,  lips,  glans 
penis  and  inner  surface  of  the  prepuce.  For  convenience  they  may  be 
divided  into  three  classes:  (1)  the  fine  downy  or  lanugo  hairs  found 
upon  the  general  surface;  (2)  short,  strong  or  bristly  hairs  such  as  the 
eyebrows  or  eyelashes  and  those  in  the  nares  and  outer  auditory  canal ; 
(3)  the  long,  softer  hair  of  the  scalp,  beard,  axillae  and  genital  regions. 
Hairs  vary  in  different  individuals,  nationalities  and  types,  due,  as  Duh- 
ring  has  pointed  out,  mainly  to  the  degree  of  straightness  or  curl,  caliber, 
length  and  color.  While  abundant,  hairs  vary  considerably  in  number, 
the  average  growth  on  the  scalp  being  about  1,000  to  the  square  inch, 
approximately  about  120,000  to  the  entire  region. 

The  color  of  the  hair  is  due  to  the  varying  amount  of  pigment- 
granules  and  diffused  pigment  present  in  the  cortical  and  medullary  por¬ 
tions  of  the  hair  and  to  the  presence  of  air,  usually  in  the  form  of  air- 
vesicles.  The  latter  element  plays  an  important  part  in  the  physiology 
of  white,  gray  and  blond  hair.  The  degree  of  pigmentation  usually  cor¬ 
responds  with  that  of  other  parts  of  the  skin.  It  varies  widely  in  differ¬ 
ent  races  and  individuals  and,  to  some  extent,  in  the  same  person  under 
changed  states  of  nutrition  caused  by  rapidly  or  slowly  acting  influences 
on  the  trophic  nerves. 

That  portion  of  the  hair  in  the  skin  is  called  the  root  and  the  part 
external  to  or  beyond  the  skin  surface  is  called  the  shaft.  The  study 
of  normal  mature  hairs  resolves  itself  into  a  consideration  of  the  follicle, 
the  bulb,  the  shaft  and  the  papilla. 

The  hair-follicle  is  a  sac-like  depression  in  the  corium  in  which  the 
bulb  of  the  hair  is  firmly  implanted.  The  direction  of  the  follicle  as 
well  as  the  contained  hair  is  always  at  an  oblique  angle  to  the  plane  of 
the  cutaneous  surface.  The  hair-follicle  consists  of  the  lower  two- 
thirds  of  that  part  of  the  hair  which  is  found  in  the  skin  and  the  cov¬ 
erings  of  the  hair,  known  as  hair-sheaths.  The  outer  or  external  root- 
sheath  (the  prickle  layer  of  the  hair-follicle)  consists  of  a  turning  in¬ 
ward  of  the  rete  and  lines  the  whole  follicle.  It  is  thinnest  at  the  base 
and  the  neck  of  the  hair-papilla,  consisting  in  these  locations  of  one  or 
two  rows  of  cells.  It  is  several  times  thicker  than  the  root-sheath  proper 


i6 


ANATOMY 


and  is  thickest  at  the  middle  of  the  follicle.  This  sheath  practically 
forms  a  hollow  cylinder  which  contains  the  hair  and  its  envelopes. 


Stratum  Malpighii  of  outer  root-sheath. 

-  Cuticle  of  hair. 

—  Cuticle.  h 

Inner 

—  Huxley’s  Layer,  j^root- 


-  Henle’s  Laver. 


sheath. 


Glassy  layer. 

Basal  cells  of  the  outer 
root-sheath. 


Medulla  of  hair. 


Cortical  substance  of 
hair. 


Hair-bulb. 


—  Hair  papilla. 


- Blood-vessel. 


- Glassy  layer  of  hair-bulb. 


_ Connective  tissue  of  the 

cutis. 


Fig.  5.— Longitudinal  section  of  human  hair  and  its  follicle, 
(diagrammatic  after  Bohm  and  Davidoff;  X  about  300). 


The  inner  or  internal  roo t- sheath  (also  known  as  the  root-sheath 
proper)  of  the  hair  was  formerly  considered  as  divided  into  two  layers, 
Henle  s  and  Huxley’s.  These  are  not  distinct  layers  but  rather,  as  Mac- 
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leod  says,  “only  parts  of  a  single  layer,  so  modified  by  differences  in 
tension  and  pressure  and  by  the  presence  of  more  or  less  keratohyalin  in 
their  cells,  as  to  suggest  that  they  have  had  a  different  origin.”  The 
inner  root-sheath  is  composed  of  granular  polyhedral  epithelia  which, 
in  the  inner  parts,  become  somewhat  elongated,  coarsely  granular  and 
nucleated.  The  inner  root-sheath  covers  the  papilla,  forms  the  bulb  or 
the  root  of  the  hair  and  extends  upward  to  the  neck  of  the  follicle.  Ac¬ 
cording  to  Heitzmann,  the  hair  is  produced  by  this  sheath  alone,  by  a 
solid  elongation  of  the  epithelia.  The  inner  root-sheath  is  separated 
from  the  outer  root-sheath  bv  a  thin  membrane.  Unna  asserts  that  be- 
tween  the  inner  root-sheath  and  the  main  mass  of  the  hair  there  is  found 
the  matrix  from  which  both  the  cuticle  of  the  root-sheath  and  the  cuticle 
of  the  hair  are  formed.  The  cells,  forming  the  cuticle  of  the  root- 
sheath,  are  arranged  with  their  axes  on  a  line  with  the  circumference  of 
the  hair,  while  the  cuticle  of  the  hair  is  composed  of  cells  which  grad¬ 
ually  become  columnar  in  shape  and  lie  parallel  with  the  length  of  the 
ham. 

The  hair-bulb  or  root  of  the  hair  embraces  the  papilla  and  is  in 
turn  surrounded  by  the  hair-follicle.  It  is  composed  of  three  structures, 
the  cuticle,  the  cortex  and  the  medulla.  The  thin  outer  covering  or 
cuticle  is  a  transparent  membrane,  composed  of  non-nucleated,  imbri¬ 
cated  lamellae.  As  the  root  nears  the  surface,  the  cuticle  of  the  hair 
appears  to  be  formed  of  imbricated  scales  with  elevated  edges  which, 
in  the  shaft  of  the  hair,  gives  it  the  characteristic  serrated  appearance. 
The  cortical  mass  or  main  body  of  the  hair  is  composed  of  delicate,  flat, 
nucleated,  firmly  attached,  fusiform  scales  which  give  to  the  hair  its 
great  strength  and  elasticity.  These  qualities  are  further  assured  in  the 
larger  hairs  by  a  central  marrow  or  medulla ,  which  is  composed  of 
loosely  packed  embryonal  corpuscles,  fatty  and  pigment  matter,  and 
extends  from  the  root  of  the  hair  to  its  point.  It  is  now  generally  be¬ 
lieved  that  what  was  formerly  thought  to  be  pigment  and  fat,  are  in 
reality  air-vesicles. 

The  shart  of  the  hair  extends  from  the  place  of  cutaneous  exit  to 
its  free  extremity.  When  uncut  and  healthy,  the  latter  always  ends  in 
an  acuminate  point,  well  illustrated  in  the  hairs  of  normal  eyelids. 
Previous  mention  has  been  made  of  the  color,  caliber,  length  and 
straightness  or  curl  of  hairs  in  different  individuals.  The  structure  of 
the  hair-shaft,  in  that  it  presents  cuticular,  cortical  and  medullary  ele¬ 
ments,  is  similar  to  the  make-up  of  the  hair-root,  minus  the  root- 
sheaths.  The  flattened  plates  of  the  cuticle  are  non-medullated,  non- 
pigmented  and  overlaid,  like  adherent  fish-scales.  The  cells  of  the  cor¬ 
tex,  composing  its  bulk,  are  nucleated,  pigmented  and  fusiform.  The 
medulla  is  wanting  in  the  lanugo  hairs  and  is  best  developed  in  the 
strong  hairs  of  the  beard  and  eyelashes. 

The  hair-papilla  is  composed  of  a  delicate  fibrous  or  myxomatous 
connective  tissue,  freely  supplied  with  pigmented  and  non-pigmented 
connective  tissue  corpuscles  and  a  variable  number  of  blood-vessels. 
Papillae  are  club-shaped  or  spherical  formations,  arising  from  the  corium 
and  expanding  into  the  hair-bulbs.  They  are  nearly  twice  as  long  as 


i8 


ANATOMY 


they  are  broad  and  their  breadth,  according  to  Robinson,  is  in  direct 
proportion  to  the  length  of  the  hairs. 

Normally  a  hair  has  a  limited  existence  and  is  shed  by  a  process  of 
separation  which  takes  place  about  the  bulb,  accompanied  by  a  contrac¬ 
tion  of  the  hair-follicle  at  this  point.  The  new  hair  is  regenerated  from 
the  inner  root-sheath  about  the  papilla  and,  as  it  grows,  pushes  the  dead 
hair  before  it  until  it  is  shed  or  accidentally  removed  by  traction  from 
without.  Hair  is  not  only  derived  from  the  epidermis  but  its  produc¬ 
tion  is  a  process  that  forms  a  cornified  cylinder,  which  is  pro¬ 
jected  from  the  cutaneous  surface  and  is  very  analogous  to  real  epider¬ 
mal  cornification. 


NAILS 

Nails  are  dense,  horny,  translucent,  elastic,  concavoconvex  plates 
derived  from  the  epidermis  and  imbedded  in  the  corium  on  the  dorsal 
aspect  of  the  distal  phalanges  of  the  fingers  and  toes.  The  convex  sur¬ 
face  of  the  nail  is  exposed  while  the  concave  is  implanted  on  the  nail 
bed  beneath.  They  appear  from  without  to  be  curved  downward  from 
side  to  side  and  less  markedly  so  from  the  root  to  the  anterior  or  free 
edge.  This  latter,  if  uncut,  extends  beyond  the  end  of  the  fingers  or 
toes.  The  nail  consists  of  horny  epithelia  like  the  corneous  layer  of  the 
epidermis,  only  more  dense  in  structure.  According  to  Bowen,  the  nail 
is  a  modification  of  the  stratum  lucidum.  About  the  third  month  of  fetal 
life,  two  or  three  rows  of  epithelia  from  the  mucous  layer  appear  at  the 
site  of  the  future  nail-root.  In  the  fourth  month  one  or  two  additional 
rows  of  epithelia  are  projected  between  the  first.  As  these  cells  mature, 
they  are  gradually  forced  forward  between  the  rete  mucosum  and  the 
horny  layer  of  that  part  of  the  epidermis  which  becomes  the  nail-bed. 
By  the  beginning  of  the  seventh  month,  the  nail  pushes  its  way  through 
the  corneous  layer  and  at  the  end  of  intrauterine  life  is  usually  well 
developed. 

Various  terms  are  applied  to  designate  the  anatomic  portions  of  the 
nail  and  the  surface  upon  which  it  rests  and  grows.  Thus  the  nail 
proper  or  uncovered  part  is  known  as  the  nail-body  while  the  imbedded 
portion  is  called  the  nail-root.  The  matrix  is  that  portion  from  which 
the  nail  grows.  It  extends  from  the  floor  of  the  nail-fold  at  the  root 
as  far  forward  as  the  anterior  convex  border  of  the  lunula  (that  por¬ 
tion  of  the  matrix  not  concealed  by  the  nail-fold),  represented  exter¬ 
nally  by  the  relatively  light-colored  part  of  the  nail.  The  derma  of  the 
matrix  is  composed  of  dense  fibrous  tissue,  which  is  blended  with  the 
periosteum  of  the  last  phalanx  beneath  and  rises  above  into  rows  of 
papillae  parallel  with  the  long  axes  of  the  fingers  and  toes.  These 
papillae  decrease  in  size  as  they  press  forward  and  are  the  least  developed 
at  the  lunula.  The  stratum  mucosum  rests  on  the  papillae  and  in  the  fur¬ 
rows  between  the  rows,  and  these  epithelia  are  gradually  transformed 
into  horny  epithelia.  According  to  Unna  the  most  posterior  part  of 
the  matrix  produces  the  horny  plates  of  the  nail-surface;  the  middle  of 
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the  matrix,  the  middle  of  the  nail ;  and  the  anterior  part  of  the  lunula, 
the  deepest  part  of  the  nail. 

The  nail-bed,  which  is  the  substance  supporting  the  nail  as  it  is 
pushed  forward  from  the  matrix,  extends  from  the  anterior  border  of 
the  latter  to  the  beginning  of  the  free  part  of  the  nail.  It  is  composed 
of  subcutaneous  tissue  firmly  attached  to  the  periosteum  beneath,  ridges 
of  papillae  from  the  corium  running  the  full  length  of  the  nail-bed,  and 
prickle  cells  of  the  mucous  layer  so  arranged  over  the  papillae  and  their 
interspaces  as  to  present  a  grooved  appearance  to  the  upper  surface  of  the 
nail-bed.  Into  these  grooves  corresponding  ridges  on  the  under  sur¬ 
faces  of  the  nail  fit,  thus  giving  firm  attachment  of  the  nail  to  its  bed. 

The  nail-fold  or  nail-wall  is  crescentic  in  shape,  clasping  the  nail 
posteriorly  and  laterally.  It  consists  of  the  skin  in  which  rests  the  bor¬ 
der  of  the  nail  not  set  free  by  the  process  of  growth.  Its  deeper  part  is 
continuous  at  the  root  of  the  nail  with  the  matrix  and  laterally  with  the 
nail-bed.  The  resulting  depressions  between  the  matrix  and  nail-bed 
and  the  overlapping  skin  is  known  as  the  nail-groove.  The  layer  of 
cuticle,  extending  forward  from  the  nail- fold  over  the  body  of  the  nail 
posteriorly,  is  called  the  nail-skin  or  eponychium.  The  epidermis  bor¬ 
dering  the  whole  nail  is  called  the  perionychium  and  the  epidermis  upon 
which  the  nail  rests  the  hyponychium. 

At  the  junction  of  the  nail-bed  and  the  free  border  of  the  nail,  the 
granular  and  corneous  layers  again  unite  with  the  mucous  layer,  so  that 
at  this  point  the  nail  rests  upon  a  complete  epidermis  instead  of  on  the 
cells  of  the  mucous  layer  as  in  the  nail-bed.  This  junction  can  be  seen 
through  the  nail  as  a  yellowish- white  line  just  behind  the  free  border 
of  the  nail,  if  the  ball  of  the  finger  is  pressed  against  a  hard  substance. 
The  matrix  and  nail-bed  are  freely  supplied  with  arteries  and  veins 
which  have  direct  communication  without  intervening  capillaries.  This 
provision  permits  a  temporary  stoppage  of  circulation  in  these  exposed 
parts  without  liability  of  injury  to  them.  The  transparency  of  the  nail 
over  the  nail-bed  allows  the  color  of  the  blood  to  show  through  the  nail, 
while  the  opacity  of  that  part  of  the  nail  covering  the  matrix  (the 
lunula),  due  to  the  changes  in  the  superficial  cells  of  the  mucous  layer 
undergoing  cornification,  entirely  shuts  off  from  sight  the  color  of  the 
nlood  in  the  vessels  of  the  matrix. 

Occasional  white  spots  on  the  nails  are  supposed  to  be  due  to  the 
presence  of  small  or  large  air-vesicles  between  the  lamellae  or  in  the 
intercellular  spaces.  Unlike  the  growth  of  hairs,  that  of  nails  is  con¬ 
tinuous  and  without  definite  limit.  The  growth  is  supposed  to  be  more 
active  in  warm  weather  than  in  cold  and  in  youth  than  in  old  age.  It 
has  been  computed  that  from  one  hundred  to  one  hundred  and  sixty  davs 
are  necessary  to  reproduce  an  entire  finger-nail  and  about  three  times 
that  period  for  a  toe-nail. 
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The  skin  .should  be  viewed  as  a  complex  organ  with  a  number  of 
distinct  functions.  In  fact  no  other  organ  in  the  body  has  so  many  and 
varied  duties  to  perform  and  none  is  more  constantly  exposed  to  so 
many  injurious  influences.  To  a  certain  extent  the  skin  and  its  func¬ 
tions  are  essential  to  the  life  of  the  individual.  If  these  functions  be 
long  suspended  or  any  considerable  portion  of  the  skin  be  destroyed, 
health  is  impossible  and  life  doubtful;  whereas  one  may  enjoy  a  long 
period  of  comparative  health  after  the  loss  of  an  extremity,  an  eye  or 
a  kidney.  The  intestinal  tract,  kidneys,  lungs,  and  skin  comprise  the 
four  emunctories  of  the  body.  To  some  extent  partial  suppression  of 
the  excretory  action  of  any  one  of  these  four  is  equalized  by  extra  ac¬ 
tivity  on  the  part  of  the  other  three.  A  full  appreciation  of  this  fact 
may  impress  upon  the  student  the  importance  of  the  excretory  function 
of  the  skin  which,  strange  as  it  may  seem,  is  little  appreciated.  The 
physiological  functions  to  be  considered  are  those  of  protection,  se¬ 
cretion,  heat-regulation,  respiration  and  sensation. 


PROTECTION 

Protection  may  be  styled  the  chief  passive  function  of  the  skin  and 
is  easily  explained  when  the  nature  of  the  epidermis,  corium,  subcu¬ 
taneous  tissue  and  their  varied  contents  are  noted.  The  epidermis,  be¬ 
cause  of  its  thickness  and  impermeability  and  the  insensibility  of  the 
corneous  layer,  serves  to  protect  the  body  from  the  injurious  effects 
of  extreme  temperature  and  from  the  absorption  of  many  poisonous 
substances.  The  oily  glandular  secretion  partially  aids  in  this  respect 
by  preventing  too  great  evaporation  of  water  from  within.  The  corium 
through  its  firmness,  flexibility  and  elasticity,  and  the  subcutaneous  tissue 
with  its  loosely  bound  bundles  of  fibrous  tissue  and  fat  serve  well  to 
protect  the  muscles,  nerves  and  blood-vessels  from  all  external  trau¬ 
matic  agencies.  The  weakest  points  in  the  line  of  defense  offered  by 
the  skin  are  the  glandular  orifices.  However,  in  the  case  of  the  sweat- 
glands  any  extraneous  substance  is  met  by  an  acid  secretion,  the  sweat, 
and  in  the  pilosebaceous  system  the  secretion  which  is  decidedly  pasty 
and  fatty  is  somewhat  defensive.  The  abundant  hairy  growth  on  the 
head  serves  as  an  additional  protection  for  the  brain. 


SECRETION 

The  sebaceous  and  sweat-glands  are  the  secretory  organs  of  the 
skin.  They  furnish  oil  and  moisture  to  make  the  skin  soft  and  pliable, 
and  assist  in  the  regulation  of  the  body  temperature  and  in  giving  off 
waste  material. 

Sweat  is  secreted  in  the  coil  or  gland  proper  and  finds  its  way 
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through  a  duct  to  the  surface.  Ordinarily  it  is  rapidly  evaporated  from 
the  surface  in  the  form  of  vapor  so  that  its  presence  is  not  perceived 
(■ insensible  perspiration) .  If,  on  the  other  hand,  evaporation  is  retarded 
or  the  secretion  markedly  increased,  sweat  accumulates  on  the  surface 
in  drops  ( sensible  perspiration).  In  health  sweating  is  more  pro¬ 
nounced  in  some  parts  of  the  body  than  in  others,  such  as  the  palms, 
soles,  face,  neck,  axillae  and  genitocrural  regions,  due  either  to  more 
numerous  and  larger  glands  or  to  a  normal  increase  of  heat  in  the 
parts  specified.  The  quantity  of  water  vapor  normally  given  off  by 
the  skin  varies  from  one  to  two  pounds  daily,  and  is  nearly  double 
that  eliminated  by  the  lungs.  The  nervous  system  is  an  undoubted 
factor  in  the  production  of  sweat,  because  its  secretion  is  dependent 
upon  nerves,  the  centers  of  which  are  situated  in  the  spinal  cord  as  far 
up  as  the  medulla  oblongata,  which  probably  contains  the  general  center. 
These  centers  may  be  directly  or  reflexly  stimulated,  and  act,  through 
the  local  nerve-fibers,  directly  on  the  epithelia  of  the  sweat-glands. 
Sweat  is  increased  by  external  heat,  changes  in  the  blood,  and  by  the 
ingestion  of  such  drugs  as  camphor,  pilocarpin  and  strychnin.  Pilo- 
carpin  and  some  other  alkaloids  are  believed  to  stimulate  the  secretion 
of  sweat  by  acting  directly  on  the  peripheral  nerves.  The  secretion 
of  sweat  is  diminished  by  cooling  the  skin,  by  suspension  of  the  blood 
supply  and  by  such  drugs  as  atropin,  morphin,  etc.  A  normal  increase 
of  sweat  is  attended  with  increased  activity  of  the  local  circulation,  but 
in  abnormal  conditions  the  perspiratory  nerves  may  act  independently 
of  the  vasomotor  system  and  a  free  secretion  of  sweat  occur  when 
the  skin  is  pale  and  cold  ( cold  szveat). 

The  normal  sweat  is  composed  of  about  99  per  cent,  of  water  and 
1  per  cent,  of  organic  and  inorganic  constituents.  These  chemical 
elements  embrace  urea,  sodium  chlorid,  volatile  fatty  acids  such  as 
acetic,  formic,  butyric,  propronic,  caproic  and  caprylic  in  variable  quan¬ 
tities  and  small  amounts  of  sodium  phosphate,  earthy  phosphates,  neutral 
fats  (palmitin  and  stearin)  and  cholesterin.  The  quantity  of  urea  in 
the  sweat  is  small  and  varies  very  little  in  health,  but  in  a  pathological 
condition  of  the  kidneys,  with  suppression  of  the  excretion  of  urea 
by  these  organs,  it  may  be  enormously  increased.  It  has  been  intimated 
that  the  kidneys  and  skin  normally  hold  compensating  relations  to  each 
other ;  thus  a  reduction  of  sweat  in  cool  weather  is  compensated  for 
by  an  increase  of  urinary  fluid,  and  vice  versa  in  warm  weather.  Sweat 
is  a  clear,  watery  fluid  with  a  salty  taste,  variable  odor,  and  normally 
an  acid  reaction,  but  this  acidity  seems  to  be  due  to  a  mixture  of  seba¬ 
ceous  material.  It  is  interesting  to  note  that  the  sweat  from  the  palms 
of  the  hands  where  there  are  no  sebaceous  glands  is  alkaline,  and  that 
profuse  sweat  caused  by  the  administration  of  diaphoretics  is  neutral 
and  alkaline  in  reaction.  Investigations  of  Meissner  and  Unna  show 
that  the  sweat-glands  also  secrete  fat  for  the  lubrication  of  the  skin. 

Sebum,  the  product  of  the  sebaceous  glands,  is  in  its  normal  state  a 
fluid  or  semifluid  fat  which  in  health  lubricates  the  hair  and  epidermis. 
There  are  many  variations  in  the  amount  and  consistency  of  this  secre¬ 
tion  within  the  limits  of  perfect  health.  Not  only  do  individuals,  but 
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different  parts  of  the  same  individual,  show  marked  differences  in  this 
respect.  The  chemical  constituents  of  sebum  are  water,  palmitin,  olein, 
palmetic  and  oleic  acids,  saponified  fats,  cholesterin,  a  casein-like  albu¬ 
minoid  and  inorganic  salts.  The  function  of  the  sebum  is  mainly  pre¬ 
servative.  It  partially  protects  the  surface  of  the  skin  from  external 
infection,  from  the  softening  effect  of  long-continued  moisture,  and,  at 
the  mucous  outlets,  from  the  contact  of  irritating  excretions.  It  may 
prevent  too  rapid  evaporation  from  the  cutaneous  surface  and  conse¬ 
quent  undue  loss  of  heat  and  probably  contributes  to  the  nutrition  of 
the  hair  and  preserves  its  external  surface.  Unlike  the  secretion  of 
sweat,  the  nerves  are  not  supposed  to  be  intimately  concerned  in  the 
production  of  sebum.  However,  the  exact  nature  of  the  sebaceous 
gland  secretion  is  not  understood  and  some  authorities  believe  that  this 
secretion,  as  in  the  case  of  sweat,  is  under  the  control  of  the  nervous  sys¬ 
tem  and  subject  to  variations.  Bowen  suggests  that  sebum  is  increased 
by  dilatation  of  the  blood-vessels  and  increased  cutaneous  temperature. 
In  anv  case,  the  secretion  is  doubtless  a  continuous  one,  although  subject 
somewhat  to  fluctuations. 


HEAT-REGULATION 

The  skin  plays  a  most  vital  part  in  the  regulation  of  the  amount 
of  heat  given  out  by  the  body.  In  this  respect  the  epidermis,  especially 
the  horny  layer,  is  an  important  factor  because  it  is  a  bad  conductor 
of  heat.  By  this  essential  quality  it  prevents  a  too  great  caloric  loss 
from  the  superficial  blood-vessels  and  by  its  firm  substance  exerts  a 
variable  degree  of  pressure  on  the  underlying  capillaries,  preventing 
overfilling  and  resultant  heat-loss.  The  vasomotor  nerves  assist  in  this 
function  through  their  regulation  of  the  cutaneous  blood  supply  by 
reflex  impressions  from  without  and  from  excessive  heat-producing 
processes  from  within.  A  variation  in  bodily  temperature  of  ten  degrees, 
either  above  or  below  normal,  is  incompatible  with  health  and  life;  yet 
the  wide  atmospheric  variations  are  endured  without  harm  and  with 
little  or  no  change  in  systemic  heat.  It  is  estimated  that  from  70  to 
80  per  cent,  of  the  total  loss  of  bodily  heat  occurs  by  evaporation,  radia¬ 
tion  and  conduction  from  the  skin.  When  the  surface  is  cooled,  the 
amount  of  blood  sent  to  the  skin  is  greatly  diminished  by  shrinking  of 
the  blood-vessels  through  the  contraction  of  their  muscular  coats,  con¬ 
trolled  by  the  vasomotor  nerves.  At  the  same  time  increased  tension 
of  the  cutaneous  muscles  reduces  its  superfices,  and  thereby  diminishes 
the  discharge  of  secretions.  In  this  manner  the  loss  of  heat  is  brought 
to  a  minimum  required  to  preserve  a  normal  internal  temperature. 
Excess  of  external  heat  or  of  heat  physiologically  produced  within  the 
body  tends  to  relax  the  tension  of  the  blood-vessels  and  the  skin.  A 
larger  flow  of  blood  toward  the  surface  follows,  the  superficies  of  the 
skin  are  increased,  and  loss  of  heat  takes  place  by  augmented  evapora¬ 
tion  and  radiation  from  its  surface.  Heat-loss  is  aided  by  dry  air  and 
retarded  by  moist  air. 


SENSATION 


23 


RESPIRATION 

The  respiratory  function  of  the  skin  is  similar  to  that  of  the  lungs 
in  that  it  embraces  the  inhalation  or  absorption  of  oxygen  and  the 
exhalation  of  water  and  carbonic  acid.  Its  activity  in  this  respect  is 
insignificant  as  compared  with  that  of  the  lungs,  for  it  is  estimated  that 
it  does  one-fiftieth  of  the  respiratory  work  of  the  latter.  Scherling 
says  that  ten  grams  of  carbonic  acid  are  given  off  in  twenty-four  hours, 
and  Kaposi  asserts  that  the  carbonic  acid  exhalation  is  V220  and  the 
oxygen  inhalation  /iso  of  the  lung  total  for  the  same  length  of  time. 
The  amount  of  nitrogen  and  ammonia  exhaled  is  doubtful  but  water 
is  given  off  in  large  quantities.  The  method  of  exit  for  these  various 
substances  is  probably  through  the  sweat-glands,  but  it  is  possible  that 
carbonic  acid  and  water  may  escape  between  the  crevices  of  the  epidermis. 

Absorption  by  the  skin  of  such  substances  as  tar,  iodin,  arsenic  and 
a  few  others  is  undoubted,  even  though  not  applied  in  ointment  or 
oily  form.  Many  volatile  materials  are  easily  absorbed  to  a  varying 
degree.  The  naturally  lubricated,  firm,  horny  layer  of  the  epidermis, 
with  its  continuity  interrupted  only  bv  the  glandular  openings,  offers 
the  chief  obstruction  to  absorption  by  the  skin.  If  the  epidermis  is 
removed  and  a  soluble  substance  applied  directly  to  the  corium,  absorp¬ 
tion  takes  place  quite  rapidly.  Rubbing  and  the  removal  of  the  oil 
from  the  surface  with  alcohol,  chloroform  or  ether  (before  bringing 
a  substance  to  be  absorbed  in  contact  with  the  surface)  will  facilitate 
absorption.  In  this  way  many  medicated  applications  are  introduced 
into  the  system  and  exert  their  effects  almost  as  effectually  as  when  given 
internally.  It  is  probable  that  all  substances  which  are  absorbed  by  the 
skin  pass  through  the  epidermis  (sometimes  aided  by  friction),  by  way 
of  the  gland-ducts  and  hair-follicles,  whose  walls  are  only  lined  with  a 
single  layer  of  epithelia  and  thus  present  a  comparatively  slight  barrier 
to  absorption.  Mercury  in  ointment  is  absorbed  in  this  way  in  the 
form  of  vapor  or  after  being  dissolved  by  the  acid  secretions  of  the 
skin.  Watery  vapor  is  readily  absorbed  by  the  skin  from  the  surround¬ 
ing  air,  and  water  in  contact  with  the  surface  may  enter  the  epidermis 
in  considerable  quantity  by  soakage,  without  actual  absorption.  Micro¬ 
organisms  may  be  absorbed  by  the  skin ;  thus  furuncles  have  been  pro¬ 
duced  by  rubbing  into  the  sound  skin  cultures  of  staphylococci.  Accord¬ 
ing  to  Wasmuth,  the  different  bacteria  do  not  enter  the  skin  by  the 
sweat  or  sebaceous  passages,  but  by  way  of  the  opening  between  the 
hair-shaft  and  the  sheath. 


SENSATION 

This  important  function  of  the  skin  provides  a  means  of  protection 
and  discrimination.  Formerly  it  was  thought  that  different  sensations 
were  caused  by  varying  degrees  and  kinds  of  irritant  applied  to  a  single 
nerve  ending,  but  now  it  is  well  known  that  there  is  a  distinct  disasso- 
ciation  of  sensation.  General  sensation  is  provided  for  every  part  of 
the  skin;  the  thinnest  portions  of  the  skin  being  most  sensitive,  and 
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the  thickest  portions  the  least  sensitive.  Ordinary  contact  becomes 
painful,  if  applied  directly  to  the  corium.  The  acuteness  of  tactile 
sensation  depends  on  the  distribution  of  the  sensitive  papillae  of  the 
corium.  Where  these  are  abundant,  as  in  the  skin  of  the  end  of  the 
third  finger,  sense  of  touch  exists  in  a  high  degree.  Webber  found, 
by  experiment,  that  at  these  parts  two  distinct  sensations  of  touch 
could  be  felt,  only  one  twenty- fourth  of  an  inch  apart.  The  middle 
of  the  thigh  and  forearm  appear  to  be  the  least  endowed  with  the  sense 
of  touch,  the  distance  at  which  two  points  of  contact  can  be  distin¬ 
guished  in  these  regions  being  more  than  two  inches  apart. 

The  tactile  sense  not  only  makes  known  the  size,  shape  and  other 
properties  of  bodies,  but  it  also  differentiates  the  varieties  of  pain  and 
temperature.  Goldscheider  believes  there  are  two  kinds  of  sensitive 
nerves  of  touch.  The  office  of  the  tactile  corpuscle,  in  the  light  of  later 
investigations,  appears  to  be  to  give  greater  mechanical  protection  to 
the  nerve  terminations.  That  the  quality  of  touch  can  be  educated  to 
a  surprising  degree  is  demonstrated  in  the  blind  who,  by  their  delicacy 
and  expertness  of  touch,  seem  almost  to  supply  a  substitute  for  the 
loss  of  vision.  The  distribution  of  temperature  sensation  is  very  like 
that  of  common  sensation  and  varies  in  different  parts  of  the  skin,  but 
is  not  modified  by  the  relative  thickness  of  the  skin  to  the  same  extent 
as  general  sensation. 

Temperature  perception  was  once  thought  to  be  a  variety  of  general 
sensation.  The  experiments  of  Blix  and  Goldscheider  not  only  tend  to 
disprove  this,  but  seem  to  show  that  there  is  a  separate  nerve  mechanism 
for  cold ,  for  heat  and  for  pressure.  Experimenting  independently  of 
each  other,  these  investigators  found  that  the  same  irritant  produced 
on  some  parts  of  the  skin  a  sense  of  cold ;  on  other  parts  heat ;  and  on 
others,  only  the  ordinary  sense  of  pressure.  It  is  well  known  that  in 
some  diseases  attended  with  paralysis  of  ordinary  sensation,  sensitive¬ 
ness  to  heat  and  cold  may  remain  intact.  The  degree  of  temperature 
felt  depends,  in  great  measure,  on  the  extent  of  surface  exposed.  For 
instance,  one  finger  can  be  comfortably  borne  in  hot  water  which  would 
become  painfully  hot  to  the  whole  hand.  The  tip  of  the  tongue,  the 
fingers  and  face  are  most  sensitive  to  temperature  changes,  one-half  to 
one  degree  variation  being  readily  appreciated  by  these  parts. 

The  non-striated  muscles  of  the  arteries  are  well  supplied  with  vaso¬ 
motor  nerves,  and  although  these  elements  are  not  concerned  in  sensory 
function,  they  must  be  briefly  mentioned.  They  control  the  constric¬ 
tion  and  dilatation  of  cutaneous  vessels  causing  increased  or  diminished 
blood  supply  and  hence  affecting  the  temperature  of  a  part.  Many  mor¬ 
bid  conditions  are  directly  affected  by  these  actions  which  originate 
from  the  depression  or  stimulation  of  the  nerve  centers  in  the  medulla 
or  from  a  similar  action  exerted  upon  the  peripheral  nerve  termina¬ 
tions.  So  little  is  known  about  the  action  of  the  so-called  trophic  nerves 
that,  although  there  will  be  affections  of  the  skin  which  will  hereafter 
be  referred  to  as  trophoneuroses,  it  is  impossible  to  give  any  detailed 
description  of  their  working.  For  the  most  part  the  nutrition  of  the 
peripheral  parts  is  influenced  or  controlled  by  the  spinal  cord. 
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Symptoms  are  those  manifestations  of  disease  by  which  its  existence 
is  recognized.  They  are  divided  into  subjective  symptoms  which  are 
felt  only  by  the  patient  and  hence  must  be  outlined  by  him,  and  the 
objective  which  may  be  observed  by  another  person  with  or  without 
the  aid  of  the  patient.  In  dermatological  practice,  more  than  in  any 
other  department  of  medicine,  the  relative  importance  of  these  two 
classes  is  more  equal.  While  symptoms  may  be  limited  to  the  skin 
alone,  they  frequently  show  the  relationship  of  the  cutaneous  disease 
with  some  functional  or  organic  disorder.  Often  the  skin  affection  is 
secondary  to  the  internal  disturbances,  whether  these  be  general  or 
local  in  character.  Hence  the  relationship  between  internal  and  external 
conditions  is  one  of  cause  and  effect.  The  symptomatology  of  any 
skin  condition  is  not  complete  unless  it  embraces  all  the  symptoms 
present  at  any  particular  time  in  the  skin  as  well  as  elsewhere.  The 
careful  study  and  critical  analysis  of  symptoms  will  determine  etiology, 
diagnosis  and  treatment. 

Subjective  symptoms  are  of  great  clinical  significance,  especially  to 
the  homeopathic  prescriber.  They  vary  in  intensity  and  character  from 
the  mildest  sensation  of  burning  or  indefinite  itching  to  the  intolerable 
pain  of  destructive  and  malignant  diseases.  Almost  any  variety  of 
paresthesia  may  be  present  in  the  skin.  Thus  there  may  be  more  or 
less  pronounced  burning  or  heat,  tingling,  pricking,  stinging,  formica¬ 
tion  or  itching.  The  last,  however,  is  the  most  common  form  of  all 
the  subjective  symptoms  of  the  skin  and  is  commonly  termed  pruritus. 
It  may  be  present  as  a  distinct  itching  of  any  degree  up  to  an  almost 
intolerable  sensation  which  results  in  scratching  and  various  secondary 
lesions,  or  it  may  be  exemplified  in  some  modified  form.  Total  absence 
of  pruritus  aids  greatly  in  distinguishing  syphilitic  from  non-syphilitic 
lesions,  which  objectively  have  a  close  resemblance.  Not  infrequently 
there  is  an  absence  of  subjective  symptoms  in  benign  cutaneous  diseases, 
as  in  acne  where  they  may  be  slight  or  wanting.  Subjective  symptoms, 
indicative  of  disturbances  of  the  digestive,  genitourinary  or  upper  respi¬ 
ratory  tract,  are  often  noted.  A  cachexia  with  debility,  sensations  of 
weakness,  languor,  headache,  etc.,  may  form  a  group  of  subjective 
symptoms  and  the  sharp  neuralgic  pains  which  commonly  precede  an 
outbreak  of  herpes  zoster  are  characteristic.  Painful  sensations  as  noted 
in  the  so-called  bone  pains  of  syphilis  are  due  to  a  constitutional  con¬ 
dition,  others  may  be  of  a  direct  character  as  experienced  in  furuncles, 
or  they  may  be  purely  reflex  as  is  seen  in  exaggerated  cases  of  pruritus. 

To  one  who  has  studied  the  characteristics  of  subjective  symptoms 
as  a  means  to  cure  disease,  they  are  nearly  if  not  quite  as  important 
as  objective  manifestations.  This  is  not  the  opinion  of  many  dermatolo¬ 
gists  because  their  viewpoint  is  limited  to  the  consideration  of  the  disease 
picture  rather  than  of  the  individual.  The  chief  value  of  subjective 
symptoms,  whether  in  or  apart  from  the  skin,  depends  on  their  nature, 
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location  and  behavior  under  varied  influences,  acting  from  without  or 
from  within  the  body.  The  nature  of  sensations,  whether  burning, 
smarting,  stinging,  gnawing,  aching,  shooting,  etc. ;  the  location,  whether 
limited  to  one  or  a  few  parts  or  generalized;  their  behavior,  whether 
unaffected,  relieved  or  aggravated  by  time  of  day,  season,  cold,  heat, 
water,  clothing,  rest,  exercise,  eating,  drinking,  sleep,  mental  or  physical 
occupation,  etc. ;  all  these  give  character  to  subjective  symptoms  and 
establish  their  value  from  the  therapeutists’  standpoint. 

Objective  symptoms  are  due  to  the  varying  pathological  processes 
which  occur  in  the  skin  modified  to  a  great  extent  by  the  character 
of  the  cutaneous  structure.  These  symptoms  or  modifications  are  known 
as  elementary  or  primary  lesions  and,  while  as  distinct  manifestations 
they  are  few  in  number  and  only  successive  stages  in  pathological  evolu¬ 
tion,  they  may  by  differences  in  grouping,  modes  of  occurrence  and 
other  features  form  the  many  varieties  of  the  skin  eruptions.  Strictly 
speaking,  the  primary  lesions  are  the  visible  changes  with  which  cutane¬ 
ous  diseases  begin.  While  the  elementary  lesions  may  continue  as  such, 
they  often  undergo  modification  either  from  accidental  or  natural 
changes  or  from  purely  extraneous  causes  and  develop  into  what  are 
known  as  consecutive  or  secondary  lesions.  So-called  primary  lesions 
are  not  always  first  in  order  of  occurrence,  but  secondary  lesions  invari¬ 
ably  follow  some  primary  manifestation.  Some  lesions  are  common 
to  several  diseases.  But  ordinarily  one  or  more  lesions  presenting 
certain  features,  with  or  without  the  presence  of  certain  subjective 
symptoms,  distinguish  each  disease  and  form  the  basis  of  descriptive 
dermatology. 

A  few  lesions  such  as  cutaneous  horns,  some  warts,  the  burrow  pro¬ 
duced  by  the  itch  mite,  etc.,  cannot  be  classified  in  any  of  the  following 
groups  but  need  no  specific  attention  beyond  that  found  in  the  descrip¬ 
tion  of  the  diseases  in  which  they  occur.  It  may  be  gathered  from  the 
preceding  remarks  that  a  knowledge  of  lesions  is  essential  to  a  correct 
understanding  of  skin  diseases.  Lesions  are  grouped  as  follows: 

PRIMARY  LESIONS  SECONDARY  LESIONS 


Macules, 

Papules, 

Wheals, 


Excoriations, 

Fissures, 

Ulcerations, 

•  Scars. 


Scales, 

Crusts, 


Tubercles, 


Tumors, 

Vesicles, 

Blebs, 


Pustules. 
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PRIMARY  OR  ELEMENTARY  LESIONS 

MACULES 

(Spots;  Erythematous  spots;  Stains ;  Macula') 

Definition. — Macules  are  variously  sized,  shaped  and  tinted  altera¬ 
tions  in  the  color  of  the  skin  with  little  or  no  elevation. 

They  vary  greatly  in  size  from  that  of  a  pin-point  to  patches  several 
square  inches  in  dimension.  There  is  an  equal  variation  in  shape,  for 
although  they  are  generally  rounded  they  may  be  irregular,  ovoid  or 
linear.  They  vary  in  color  from  a  light  pink  or  red  to  a  dark  brown 
or  black.  These  colors  may  or  may  not  temporarily  disappear  on  pres¬ 
sure.  The  duration  of  macules  may  be  long  or  short,  running  an 
acute,  subacute  or  chronic  course.  They  may  or  may  not  be  attended 
with  subjective  symptoms;  usually  the  latter  are  wanting.  Macules 
may  be  due  to  hyperemia,  to  extravasations  of  blood,  to  dilatation  of 
blood-vessels  or  to  changes  in  the  pigmentation  of  the  skin.  Accord¬ 
ing  to  these  factors  they  are  variously  designated.  Erythema  or  roseola 
are  terms  used  to  denote  acute  hyperemia  of  the  skin.  Their  color  is 
red,  if  due  to  arterial  congestion;  bluish  red,  if  due  to  venous  disten¬ 
tion;  and  they  always  disappear  on  pressure.  If  a  fluid  exudation  from 
the  blood-vessels  is  present  in  the  skin,  there  is  some  swelling  and  occa¬ 
sionally  a  slight  elevation  of  the  surface.  Sometimes  the  coloring  mat¬ 
ter  of  the  blood  escapes  with  the  exudation  and  gives  a  yellowish  shade 
to  the  patches.  Erythema  occurs  either  in  irregular  circumscribed 
patches  or  is  more  or  less  generally  diffused  over  the  surface.  Some¬ 
times  it  forms  a  ring  or  halo  about  an  inflamed  area  of  skin.  Roseola 
occurs  during  the  course  of  the  eruptive  fevers  in  round  or  ovoid  spots, 
rarely  exceeding  a  finger-nail  in  size. 

Purpura  signifies  an  extravasation  of  blood  into  the  superficial  tis¬ 
sues  of  the  skin,  giving  rise  to  variously  sized  macules.  Of  a  reddish- 
purple  color  at  first,  they  change  to  various  shades  of  so-called  “black 
and  blue,”  as  absorption  of  the  blood-coloring  matter  occurs.  In  par¬ 
tial  venous  obstruction  only  the  coloring  matter  of  the  blood  may  es¬ 
cape  and  show  in  yellowish-colored  macules.  When  the  hemorrhage 
spots  are  small  and  round,  they  are  called  petechise ;  when  larger  in 
size,  ecchymoses ;  and  when  linear  in  shape,  vibicis.  Purpuric  spots 
may  be  primary  in  occurrence  or  secondary  to  inflammatory  lesions. 
Vascular  nevi  is  the  name  given  to  congenital  dilatation  of  the  small 
blood-vessels  of  the  skin,  and  telangiectases  to  a  similar  acquired  con¬ 
dition  of  the  blood-vessels.  Macules  produced  by  a  change  in  the  nor¬ 
mal  coloring  of  the  skin  may  be  due  to  increase  or  loss  of  pigment. 
Chloasma  is  an  example  of  excess  of  pigment,  and  vitiligo  of  diminu¬ 
tion  of  pigment.  The  changes  in  color  may  be  permanent  or  of  short 
duration ;  congenital  as  in  moles  or  acquired  as  in  freckles.  Diffuse 
staining  of  the  skin,  as  in  jaundice,  malarial  melanosis,  etc.,  are  macular 
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in  nature  but  are  called  discolorations  of  the  skin.  Pigmentary  macules 
are  sometimes  secondary  to  other  cutaneous  diseases,  as  the  stains  seen 
after  acne,  lichen  planus  and  urticaria.  Contact  of  the  skin  with  chem¬ 
icals,  irritants  or  dyes  may  be  followed  by  increase  of  pigment.  Loss 
of  pigment  may  attend  or  follow  atrophic  changes  as  seen  in  cicatrices 
and  scleroderma. 

Occasionally  macules  tend  to  merge  or  develop  into  papules  ( macnlo - 
papules  or  erythematopapules)  and  when  this  characteristic  predomi¬ 
nates,  the  eruption  is  described  as  erythemo  papular  or  macnlo  papular. 


PAPULES 

( Pimples ;  Papula) 

Definition. — Papules  are  pin-point-  to  pea-sized,  solid,  circumscribed 
elevations  of  the  skin,  usually  superficially  seated. 

They  vary  in  size,  shape  and  color  and  their  diverse  character  and 
origin  demonstrates  that  they  are  due  to  different  pathological  processes 
and  are  seated  in  different  layers  of  the  skin.  In  shape  they  may  be 
rounded  or  angular  at  the  base  and  more  or  less  conical,  flat  or  umbili- 
cated  at  the  apex.  While  papules  never  contain  fluid  they  often  develop 
into  vesicles  or  pustules  which  dry  into  crusts  or  degenerate  into  ulcers, 
which  in  turn  are  followed  by  scars.  In  color  they  may  be  white  as  in 
milium ;  yellow  as  in  xanthoma ;  bright  red  as  in  eczema ;  coppery  red 
as  in  syphilis ;  violaceous  as  in  lichen  planus ;  or  almost  black  as  in  some 
varieties  of  sarcoma.  Papules  may  last  for  a  long  or  short  time,  or 
even  become  permanent.  They  may  be  non-inflammatory  as  in  keratosis 
pilaris  or  inflammatory  as  in  eczema.  They  may  be  due  to  obstruction 
or  obliteration  of  the  ducts  as  in  acne  and  milium;  to  new-growth  in¬ 
filtration  as  in  xanthoma  and  lupus;  to  hypertrophy  of  the  epidermic 
layer  as  in  keratosis  pilaris;  or  they  may  be  due  to  hypertrophy  of  the 
papillary  layer  as  in  ichthyosis  and  warts.  Thus  it  will  be  seen  that  the 
anatomical  seat  of  papules  varies.  Papules  which  have  been  torn  by 
scratching  or  rubbing  present  minute  bleeding  points  or  crusts  at  their 
apex.  Besides  the  size,  form,  color  and  duration  of  papules,  any  con¬ 
comitant  conditions,  if  present,  such  as  fever,  itching  or  other  sub¬ 
jective  sensations,  the  extent  of  infiltration  of  adjacent  skin  and  other 
lesions,  should  be  carefully  noted. 

Various  qualifying  terms  have  been  used  in  describing  papules. 
Thus  when  the  squamous  feature  is  noticeable  they  are  termed  squamous 
papules  and  the  eruption  is  known  as  papulosquamous.  When  vesicles 
or  pustles  are  preeminent  they  are  known  as  papulovesicles  or  papulo¬ 
pustules.  The  term  lichen  is  erroneously  used  to  describe  a  papular 
eruption  as  a  whole.  The  same  may  be  said  of  the  term  lichenoid  which 
was  formerly  regarded  as  synonymous  with  the  term  papular.  The 
French  apply  the  term  lichenification  to  a  condition  usually  observed 
about  the  joints,  characterized  by  thickening  of  the  skin  and  aggre¬ 
gated  papular  elevations.  Most  authorities  consider  this  a  variation  of 
chronic  eczema  or  lichen  planus. 
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WHEALS 

( Pomphi ;  Urtica ) 

Definition. — Wheals  are  solid,  circumscribed,  variously  sized  and 
shaped,  edematous  elevations  of  the  skin,  usually  pinkish  white  in  color 
and  of  an  evanescent  character. 

Wheals  are  pin-head-  to  bean-sized,  occasionally  larger,  and  are 
commonly  firm  and  usually  flatly  convex  or  hemispherical ;  but  may 
occur  in  circles,  bands,  gyrations,  or  coalesce  and  form  irregular  patches. 
Generally,  they  are  of  a  light  pink  color  with  a  whitish  center,  and 
sometimes  present  a  pink  or  a  white  anemic  areola.  Wheals  are  rarely 
persistent.  One  or  many  are  evolved  in  crops  or  successively  in  a  few 
minutes  or  even  in  the  fraction  of  a  minute,  and  disappear  as  rapidly 
at  the  end  of  a  few  hours  or  days.  They  may  become  purple  from 
hemorrhage,  be  converted  into  bullae  or  occasionally  leave  behind  pig¬ 
mented  macules  or  other  lesions.  They  are  always  accompanied  with 
marked  sensation  of  stinging,  tingling  or  itching. 

Wheals  originate  from  angioneurotic  irritation,  which  causes  a  sud¬ 
den  exudation  of  serum  from  the  blood-vessels  into  the  papillae  of  the 
corium.  Contraction  of  the  vessels  produces  an  anemic  center,  and,  at 
the  same  time,  prevents  resorption.  Relaxation  of  the  capillaries  is  fol¬ 
lowed  by  rapid  absorption.  Wheals  are  diagnostic  of  urticaria  but 
they  may  be  caused  by  local  influences,  such  as  the  stings  of  insects 
and  contact  with  the  ordinary  nettle.  They  have  often  been  observed 
after  hypodermic  injections  of  watery  solutions. 

TUBERCLES 

{Nodules;  Small  tumors;  T uberciila ) 

Definition. — Tubercles  are  solid,  circumscribed,  rounded,  pea-  to 
cherry-sized,  cellular  infiltrations  of  the  corium  or  subcutaneous  tissue. 

Tubercles  consist  of  cellular  infiltration  and  are  usually  neoplastic 
as  in  leprosy,  lupus  and  syphilis  hut  they  may  be  of  a  hypertrophic  or 
inflammatory  nature.  They  may  be  more  or  less  elevated  above  the 
surface,  have  well-defined  borders,  conical  or  flat  tops  and  correspond 
to  papules  in  color,  shape  and  other  variations.  However,  they  differ 
from  papules  in  size,  in  their  origin  in  a  deeper  part  of  the  skin,  slower 
course,  and  less  tendency  to  spontaneous  resolution.  From  their  deeper 
seat  they  may  project  upon  the  skin  in  a  less  degree  than  papules;  they 
may  be  fixed  in  the  skin  by  a  broad  base ;  or  they  may  have  a  narrow 
attachment  and  largely  protrude  upon  the  surface.  Tubercles  some¬ 
times  become  diffuse  from  peripheral  extension  and  coalescence,  and 
may  involve  the  subcutaneous  tissues  as  well  as  the  skin.  Ulcerating 
or  degenerating  tubercles  lead  to  considerable  destruction  of  tissue  and 
consequent  scarring  of  the  skin  when  repair  ensues.  The  word  tubercle, 
designating  a  form  of  lesion,  should  not  be  confused  with  the  patho- 
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logical  condition  known  as  tuberculosis;  or  with  growths,  usually  of 
larger  size,  known  as  tumors.  In  dermatology  the  term  tubercle  refers 
to  the  size  and  general  features  of  the  lesion  and  not  to  its  pathological 
nature. 


TUMORS 

( T uniores;  Phymata ) 

Definition. — Tumors  are  solid,  semisolid  or  cystic,  benign  or  malig¬ 
nant  elevations  of  any  size  from  a  cherry  upward,  of  variable  shape, 
consistency  and  color. 

They  may  originate  from  any  part  of  the  skin,  its  appendages,  ves¬ 
sels  or  nerves.  They  may  arise  from  new  formations  situated  within 
and  beneath  the  derma,  movable  or  firmly  attached  to  the  parts  beneath 
or  to  the  skin,  and,  if  to  the  latter,  raising  its  surface  or  projecting 
from  it  in  a  variable  degree.  They  may  become  pedunculated  or  even 
pendulous.  They  may  or  may  not  be  attended  with  subjective  symp¬ 
toms.  Tumors  are  of  different  constitution,  character,  growth  and 
termination  according  to  their  anatomical  location,  the  nature  of  the 
causative  pathological  process  and  accidental  or  extraneous  conditions. 
As  generally  accepted  they  are  large  and  prominent  formations  but  the 
dividing  line  between  them  and  the  large  tubercles  is  very  vague  and 
purely  arbitrary.  In  fact  tubercles  are  often  spoken  of  as  small  tumors. 
However,  it  is  best  to  apply  the  term  tumor  (from  a  dermatological 
standpoint)  to  growths  exceeding  the  size  of  a  cherry.  In  reality 
tumors  are  often  egg-sized  or  larger.  In  color  they  will  vary  from 
that  of  the  skin  to  a  thin  glistening  appearance  when  the  skin  is  put 
upon  the  stretch ;  secondarily  they  may  become  pink  or  red  in  appear¬ 
ance.  Inflammatory  tumors  such  as  carbuncles  and  gummata  show  a 
certain  amount  of  lateral  extension  with  suppurative  and  necrotic  de¬ 
velopments,  but  many  tumors  are  non-inflammatory  and  stationary, 
such  as  fibroma. 


VESICLES 

( Little  blisters;  V e siciila) 

Definition. — Vesicles  are  pin-point-  to  pea-sized,  white,  yellow  or 
red,  circumscribed  elevations  of  the  epidermis  containing  a  serous  fluid. 

Vesicles  arise  as  such  or  are  secondary  to  preexisting  papules. 
Their  color  depends  not  only  upon  their  contents  which  may  be  clear 
(from  serum)  or  opaque  (from  pus,  blood  or  both),  but  also  upon  the 
degree  of  inflammation  present.  They  tend  to  appear  in  groups  or 
aggregations  as  in  eczema,  herpes  simplex,  herpes  zoster,  dermatitis 
herpetiformis,  or  they  may  be  scanty,  discrete,  isolated  or  disseminated 
as  in  varicella,  miliaria,  sudamen  and  hydrocystoma.  They  are  gen¬ 
erally  tense;  rounded  at  the  base,  if  discrete;  convex  at  the  top  or  pitted 
as  in  varicella,  or  flaccid  from  collapse  upon  their  contents;  tend  to 
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coalesce  and  form  blebs ;  are  usually  single  chambered  but  may  be  mul- 
tilocular  as  in  smallpox. 

Vesicles  are  usually  of  inflammatory  origin,  as  in  eczema;  however, 
they  may  be  non-inflammatory,  as  in  sudamen.  They  may  be  the  chief 
feature  of  an  eruption  and  seated  in  the  skin,  as  in  herpes;  or  they  may 
be  secondary  and  external  to  other  lesions,  as  at  the  apex  of  a  papule  in 
eczema.  Vesicles  are  of  comparatively  short  duration.  They  terminate 
by  spontaneous  or  accidental  rupture  and  discharge  their  contents  upon 
the  adjacent  surface,  or  they  may  dry  into  crusts.  They  may  be  trans¬ 
formed  into  bullae  not  only  by  coalescence  but  also  by  an  increase  of  size, 
or  become  pustules  or  the  seat  of  ulceration.  An  eruption  of  inflamma¬ 
tory  vesicles  is  usually  attended  with  subjective  sensations  of  itching, 
burning  or  stinging. 

The  terms  vesico  pustule  and  vesicobulla  are  used  to  designate  con¬ 
ditions  in  which  pustular  and  bullous  formations  are  secondary  to  that 
of  the  vesicular. 


BLEBS 

( Blisters ;  Bulla) 

Definition. — Blebs  are  vesicles  of  greater  dimensions,  being  pea-  to 
egg-sized  or  larger,  rounded  or  irregularly  shaped,  tense  or  flaccid,  epi¬ 
dermic  elevations  with  serous  or  seropurulent  contents. 

Blebs  are  often  formed  by  the  coalescence  of  vesicles  and  like 
vesicles  they  usually  originate  in  the  deep  and  middle  layers  of  the  epi¬ 
dermis.  But  they  differ  from  vesicles  in  presenting  stronger  roof- 
walls,  less  tendency  to  spontaneous  rupture,  longer  duration,  greater 
freedom  from  subjective  sensations,  being  more  frequently  seated  in 
apparently  normal  skin,  and  indicating  a  graver  systemic  condition. 
Blebs  may  contain  serum,  pus,  blood  or  lymph ;  may  be  tense  or  flaccid ; 
and  may  terminate  in  a  similar  manner  as  vesicles,  by  rupture,  desicca¬ 
tion,  pustulation,  ulceration,  and  crusting.  In  shape,  bullae  may  be  oval, 
hemispherical,  crescentic,  round  or  irregular  from  coalescence  of  a  num¬ 
ber  of  lesions.  Single  bulla  vary  in  size  from  a  pea  to  a  goose  egg; 
but  when  confluent,  they  sometimes  form  enormous  lesions.  Blebs  are 
diagnostic  of  pemphigus,  herpes  iris  and  pompholyx ;  and  may  appear 
in  the  course  of  cutaneous  syphilis,  erysipelas,  urticaria,  erythema  mul¬ 
tiforme  and  exceptionally  in  almost  anv  inflammation  of  the  skin. 


PUSTULES 

( Pustula ) 

Definition. — Pustules  are  circumscribed,  epidermic  elevations  usually 
of  inflammatory  origin,  containing  pus  and  varying  in  size  from  a  pin¬ 
point  to  a  finger-nail. 

Pustules  are  similar  to  vesicles  and  to  smaller  blebs  having  an  in¬ 
flamed  areola,  except  that  the  pustular  contents  are  purulent  instead  of 
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serous  or  seropurulent.  Pustules  may  be  primary  but  usually  originate 
from  vesicles  or  papules.  Transitional  forms  are  known  as  vesicopus- 
tnles  or  papulopustules.  Pustules  vary  in  size  from  a  pin-point  as  in 
small  pustular  eczema  to  that  of  a  finger-nail  as  in  impetigo  and  ec¬ 
thyma.  In  shape  they  may  be  conic  or  round  as  in  acne  or  furunculus, 
acuminate  as  in  eczema  and  sycosis,  flat  as  in  impetigo,  umbilicated  as 
in  variola  and  occasionally  oblong  or  linear  as  in  scabies.  In  color  they 
may  be  yellowish  or  when  they  contain  blood,  red  or  brownish  yellow. 
They  may  be  surrounded  by  the  normal-hued  skin,  or  by  an  inflamma¬ 
tory  areola ;  they  may  be  indurated  as  in  boils ;  or  have  an  indurated 
base  as  in  ecthyma.  They  may  be  situated  around  the  sebaceous  glands 
as  in  acne ;  around  the  hair-follicles  as  in  sycosis ;  deep  in  the  corium 
as  in  furuncles;  or  superficially  seated  as  in  eczema.  The  evolution  of 
pustules  is  generally  rapid ;  they  usually  rupture  and  form  firm,  yel¬ 
lowish,  greenish  or  brownish  crusts ;  or  dry  without  rupture  into  some¬ 
what  lighter  colored  crusts.  They  are  frequently  attended  with  sore¬ 
ness  or  tenderness  but  rarely  with  any  degree  of  itching.  The  largest 
number  of  pustules  arise  in  the  papillary  layer  ;  and,  if  the  destructive 
process  extend  to  several  papillae  or  to  the  deeper  parts  of  the  skin,  a 
scar  may  result.  Epidermic  pustules  heal  without  cicatrix.  The  patho¬ 
logical  process  in  variola  is  different  from  other  pustulous  affections, 
in  that  the  exudation  occurs  within  the  cells  instead  of  within  a  newly 
formed  cavity.  The  distended  cell-walls  form  a  multilocular  pock  or 
pustule  which  cannot  be  opened  by  a  single  puncture. 


SECONDARY  OR  CONSECUTIVE  LESIONS 

SCALES 

(. Exfoliating  epidermis ;  Epidermal  exfoliations ;  Squama) 

Definition. — Scales  are  dry,  epidermal  exfoliations  or  collections  of 
loose,  dry  epidermis  resulting  from  an  overproduction  of  epidermal 
cells,  due  to  some  morbid  process. 

The  skin  is  constantly  exfoliating  an  invisible  amount  of  dead  skin 
in  the  form  of  minute  thin  particles.  If  this  is  not  removed  by  bath¬ 
ing,  it  may  accumulate  sufficiently  to  be  noticeable  as  a  branny  rough¬ 
ness,  but  it  is  not  with  this  form  of  scaling  that  the  practitioner  is  con¬ 
cerned.  Real  scaliness  is  pathologically  due  to  an  overrapidity  of 
epidermal  cell-formation  or  to  interference  with  the  normal  process  of 
horny  transformation  and  is  only  caused  by  disease.  There  are  all  de¬ 
grees  of  scaliness  from  the  branny,  flour-like,  furfuraceous  scales  of 
tinea  versicolor,  the  slightly  more  noticeable  scales  of  seborrhea  sicca, 
the  moderate  scaling  of  eczema  erythematosum,  and  the  moderate  or 
abundant  scaling  of  squamous  eczema,  ichthyosis  or  lichen  planus  to  the 
profuse  variety  of  psoriasis,  ichthyosis  and  dermatitis  exfoliativa. 
Scales  may  appear  as  thin,  variously  sized  flakes  or  lamellae  becoming 
as  large  as  a  finger-nail  or  even  more  extensive ;  they  may  be  scanty  and 
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firmly  attached,  or  abundant  and  freely  shed;  they  may  be  dry  or  fatty, 
white,  pearly  white  or  yellowish;  they  may  occur  in  single  layers  or 
massed  together  in  variable  degree.  The  so-called  scales  of  seborrhea 
are  made  up  of  dried  sebum  and  epithelial  cells.  These  are  sometimes 
known  as  crusty  scales  or  scaly  crusts  and  are  of  a  dull  or  dirty  color, 
whereas  ordinary  scales  are  gray  or  white,  and  lusterless  or  glistening. 


CRUSTS 

(Scabs;  Crust  a) 

Definition. — Crusts  are  dried  effete  masses  of  exudation,  more  or 
less  changed  by  desiccation. 

Crusts  vary  greatly  in  constitution,  color,  size,  form  and  other 
features.  They  usually  contain  serum,  pus,  blood  and  extraneous  mat¬ 
ter  such  as  fungus  growths  and  epithelial  debris.  They  are  secondary 
to  vesicular,  pustular  and  ulcerative  inflammation  of  some  sort.  When 
composed  exclusively  of  serum  they  are  yellowish  as  the  crusts  of  ec¬ 
zema  vesiculosum,  when  of  serum  and  pus  they  are  dark  or  greenish 
yellow  as  in  impetigo,  or  if  the  blood  is  present  in  quantity,  the  crusts 
may  appear  dark  red  or  black  in  color.  They  may,  however,  consist 
of  fat  and  epithelium  as  in  seborrhea ;  or  of  fungus  growths  as  in  favus. 
If  the  exudation  is  free  and  thin,  they  must  soon  be  thrown  off;  if 
thick,  they  may  be  formed  in  layers  and  raised  above  the  level  of  the 
skin.  They  may  be  small  or  large;  firm  or  friable;  thick  or  thin;  ad¬ 
herent  or  loose ;  may  cover  a  slightly  changed  skin  or  a  superficial  or 
deep  ulcer.  In  outline,  they  generally  follow  the  lesions  which  produce 
them ;  but  may  be  disposed  among  other  lesions  in  a  way  to  obscure  the 
shape  of  the  original  lesion  or  hide  the  real  consecutive  relation. 


EXCORIATIONS 

(Abrasions;  Erosions;  Scratch-marks ) 

Definition. — Excoriations  are  superficial,  irregular  or  linear  solu¬ 
tions  of  continuity,  due  to  traumatic  or  mechanical  factors  and  vary  in 
size,  shape  and  depth  according  to  the  nature  and  degree  of  the  causal 
element. 

Excoriations  occur  chiefly  in  diseases  attended  with  itching  of  the 
skin,  and  commonly  result  from  scratching  with  the  nails;  but  may  be 
caused  by  rubbing  one  surface  against  another  or  against  a  foreign  sub¬ 
stance.  Thus  pricks  or  scratches  from  pins,  needles  and  other  ordinary 
articles  may  cause  isolated  lesions;  an  abraded  surface  may  arise  from 
slight  trauma  known  as  “barking  the  shin” ;  or  constant  rubbing  like  the 
friction  of  clothing,  especially  if  papules  or  vesicles  already  exist,  may 
give  rise  to  excoriations.  Such  lesions  are  of  diagnostic  value  in  many 
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instances,  and  when  due  to  the  finger-nails,  are  only  found  on  parts 
accessible  to  the  fingers  as  illustrated  in  pediculosis  and  scabies.  Ex¬ 
coriations  are  significant  of  itching  and  this  fact  alone  may  help  in  the 
diagnosis  of  diseases  that  have  other  symptoms  in  common.  It  is  well 
to  recall  that  excoriations  may  exist  without  previous  skin  lesions  as 
in  pruritus,  although  they  are  usually  secondary  to  some  lesion  or  lesions. 

Excoriations  vary  in  their  shape  and  size  as  much  as  in  their  loca¬ 
tion  ;  thus  they  are  usually  pointed  in  papular  diseases  like  eczema ; 
linear  in  pediculosis;  surrounded  by  a  red  areola  in  ecthyma;  and  if 
hemorrhage  ensues,  they  will  show  dark  brown  crusts  as  in  dermatitis 
gangrenosa.  Long  continued  scratching  or  rubbing  of  a  given  area  as 
in  pediculosis,  pruritus  or  eczema  will  cause  inflammatory  infiltration, 
thickening  and  a  variable  degree  of  pigmentation.  In  aggravated  cases 
of  pediculosis  this  pigmentation  may  be  so  extensive  as  to  resemble 
Addison’s  disease.  Excoriations  are  often  accompanied  by  pustules  be¬ 
cause  the  breaks  in  the  skin  afford  opportunity  for  infection  by  pus 
cocci.  Ordinarily  no  scars  may  be  expected  to  follow  superficial  ex¬ 
coriation  but  if  the  latter  involves  the  corium,  slight  white  atrophic 
spots  may  result. 


FISSURES 

(Cracks;  Rents;  Clefts;  Rhagades;  Rim<z) 

Definition. — Fissures  are  linear  wounds  involving  the  epidermis  or 
the  epidermis  and  corium,  and  due  to  either  injury  or  disease. 

They  occur  chiefly  where  the  skin  is  subject  to  frequent  movement 
or  has  become  inelastic,  thickened  or  hard.  Thus  they  are  found  from 
disease  in  the  normal  lines  of  the  skin,  in  the  flexures  of  the  joints,  be¬ 
tween  the  fingers  and  toes,  at  the  angles  of  the  mucous  outlets  of  the 
body,  back  of  the  ears  and  on  the  palms  and  soles.  While  fissures  are 
most  common  in  eczema  they  may  be  found  in  a  number  of  dry  chronic 
inflammatory  infiltrated  diseases  such  as  ichthyosis,  scleroderma, 
psoriasis,  lichen  planus  and  the  various  forms  of  dermatitis.  Any  ap¬ 
plication  that  will  cause  dryness  of  the  skin  especially  the  free  use  of 
soap  will  aggravate,  increase  or  even  cause  fissures.  A  naturally  dry 
skin  exposed  to  heat  and  cold  will  often  show  fissures  of  the  lips  and 
hands  known  as  chapping.  In  congenital  syphilis  fissures  are  usually 
common  about  the  angles  of  the  mouth  and  at  the  anus.  Fissures  may 
be  dry  or  moist  and  almost  any  variety  of  red  or  normal  hued  in  color. 
They  are  usually  straight,  rarely  curved  or  crooked  and  are  of  various 
lengths,  widths  and  depths  with  abrupt  and  sharply  defined  margins. 
If  they  involve  the  corium  they  are  likely  to  be  painful  on  movement, 
may  bleed  easily  or  give  rise  to  some  secretion.  From  their  nature  and 
situation  they  often  complicate  greatly  the  disease  in  which  they  appear. 
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ULCERATIONS 

( Ulcers ;  Ulcer  a) 

Definition. — Ulcerations  are  variously  shaped  and  sized  losses  of 
cutaneous  substance,  often  extending  into  the  subcutaneous  layer,  and 
resulting  from  disease. 

Ulcers  may  be  small  or  without  definite  limit ;  they  may  be  round, 
irregular  or  serpiginous;  their  edges  may  be  sharp,  rounded,  everted  or 
undermined ;  they  may  be  superficial  or  deep ;  their  bases  may  be  smooth, 
irregular  or  sloughy,  covered  with  pus  or  serum  or  be  comparatively 
clean.  The  discharge  may  be  very  offensive  or  without  odor.  If  not 
interfered  with,  they  usually  crust  over  as  the  result  of  their  dried 
product.  They  vary  greatly  in  their  course  and  duration ;  but  unless 
malignant  in  nature,  tend  to  heal  spontaneously  and  invariably  by  cica¬ 
trization.  Ulcers  may  or  may  not  be  painful,  sensitive  or  bleed  easily. 
A  large  number  of  ulcerations  are  due  to  syphilis,  commonly  to  the 
tubercular  and  gummatous  varieties.  In  these  instances  the  process  is 
due  to  cell-growth  combined  with  suppuration  and  necrosis.  However, 
they  may  be  traced  to  impaired  nutrition  of  the  part  as  in  varicose  ulcers 
on  the  lower  parts  of  the  legs ;  to  suppurative  ulcerations  as  in  ecthyma 
and  furunculus ;  or  to  infiltration  as  in  neoplastic  formations  such  as 
tuberculosis  cutis,  leprosy,  sarcoma  and  carcinoma.  While  ulcers  may 
occur  upon  any  part  of  the  body,  they  are  commonly  seen  upon  the  legs. 
However,  those  of  lupus  and  syphilis  are  frequently  noted  upon  the 
face,  and  those  of  dermatitis  gangrenosa  are  apt  to  be  generalized. 


SCARS 

( C  ica  trices ) 

Definition. — Scars  are  connective  tissue  new-formations  which  re¬ 
place,  in  the  process  of  repair,  a  loss  of  substance  extending  into  the 
corium  or  deeper  tissues,  and  result  from  either  accident  or  disease. 

Scars  may  he  either  small  or  large,  round,  oval  or  irregularly  shaped. 
Their  shape  is  naturally  determined  by  the  form  of  the  previous  de¬ 
struction  or  ulceration.  They  may  be  soft,  smooth  and  pliable  or  occa¬ 
sionally  thick,  tough,  uneven,  stringy,  puckered  or  even  keloidal  or 
hypertrophic.  Scars  are  covered  by  an  epithelial  layer  and  consist  of 
connective  tissue  which  contains  blood-vessels,  lymphatics  and  nerves 
but  no  hairs  or  glandular  structures  unless  the  scars  are  very  super¬ 
ficial.  Scars  usually  follow  active  or  necrotic  tissue  destruction  but  this 
is  not  invariably  the  rule.  For  example  the  superficial  scars  resulting 
from  lupus  vulgaris  and  syphilis  are  the  result  of  absorption  and  non¬ 
ulcerative  changes;  the  scars  seen  in  atrophia  cutis  are  the  result  of 
atrophy  from  distention  and  those  in  favus,  of  atrophy  from  pressure; 
occasionally  scars  are  caused  by  neoplastic  hypertrophy  of  the  fibrous 
elements  as  in  keloid ;  or  scars  may  be  hypertrophic  from  excessive 
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formation  of  connective  tissue  as  the  result  of  deep  ulcers  or  injuries. 
In  the  last  instance  they  may  be  raised  into  ridges,  elevated  above  the 
skin  and  attached  to  subjacent  tissues  as  in  false  keloid. 

At  first,  scars  are  pink  or  red  in  color  and  they  may  remain  so  for 
some  time,  later  becoming  purplish  or  pigmented.  With  age  they  usu¬ 
ally  become  white  from  lessened  blood  supply  and  previous  loss  of  the 
pigment  layer.  Scars  may  be  of  considerable  diagnostic  importance 
and  for  this  purpose  their  location,  shape,  color,  size,  surface  and  mo¬ 
bility  should  be  carefully  noted.  Exemplifying  the  diagnostic  value  of 
scars,  it  may  be  remarked  that  those  of  smallpox  are  usually  numerous, 
small,  scattered,  pea-size,  white  and  depressed,  while  those  following 
the  miliary  papular  or  pustular  syphilid  are  minute,  pin-head-sized,  scat¬ 
tered  over  the  surface  with  a  tendency  to  aggregation  but  scanty  in 
number  and  usually  rare  on  the  face. 


GENERAL  FEATURES  OF  LESIONS 

Lesions  vary  in  size,  shape  and  distribution.  They  are  called  punc¬ 
tate  when  they  occur  in  dots  or  points ;  miliary,  when  the  size  of  a  mil¬ 
let  seed ;  guttate,  when  the  size  of  a  drop  of  water ;  lenticular,  when  the 
size  of  a  small  pea  or  bean;  and  nummular,  when  the  size  of  a  small 
coin.  Regarding  their  shape,  lesions  are  said  to  be  acuminate,  when 
pointed ;  plane,  when  flat ;  conic,  when  cone-shaped ;  and  umbilicated 
when  depressed  in  the  center.  Regarding  their  location,  they  are  de¬ 
scribed  as  isolated,  when  far  apart;  discrete,  when  not  joined;  con¬ 
fluent,  when  coalescing;  and  aggregated,  when  close  together. 

Patch  signifies  a  single  group  of  lesions  or  a  distinct  area  of  dis¬ 
ease.  Patches  are  composed  of  one  or  more  types  of  lesions,  thus 
macules,  papules,  vesicules  or  pustules  may  exist  alone  in  one  patch  or 
may  all  be  present  in  the  same  area,  or  the  transitional  varieties  such 
as  the  papulovesicular  or  vesicopustular  may  predominate.  The  form, 
location,  and  relative  arrangement  of  patches  as  well  as  individual  le¬ 
sions  are  influenced  in  a  large  degree  by  the  direction  of  the  bundles  of 
connective  tissue  fibers  which  form  the  “lines  of  cleavage”  of  the  skin, 
and  the  consequent  vascular  distribution  to  the  different  parts.  The 
vasomotor  centers  located  in  the  cord,  which  preside  over  certain  vas¬ 
cular  districts,  furthermore  influence  the  distribution  of  eruptions. 
When  patches  are  limited  in  extent,  they  are  said  to  be  circumscribed; 
when  distributed  over  a  larger  and  irregular  area,  diffuse ;  when  dis¬ 
posed  in  circular  form  or  in  sections  of  a  circle,  circinate ;  when  in  the 
shape  of  rings,  annulate ;  when  they  have  the  appearance  of  concentric 
rings,  iris ;  when  the  circles  or  rings,  which  have  coalesced,  fade  away 
at  the  points  of  contact,  gyrate  or  figurate ;  when  one  or  more  portions 
of  the  patch  advances  and  another,  usually  an  older  part  clears,  the  con¬ 
dition  is  called  serpiginous ;  or  when  a  patch  shows  an  abrupt  edge  or 
is  well  defined,  it  is  called  marginate. 

Eruption  is  the  descriptive  term  signifying  the  totality  of  the  ob¬ 
jective  manifestation,  hence  it  includes  all  lesions,  groups,  areas  or 
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patches  considered  as  a  whole,  no  matter  where  located  on  the  surface. 
When  an  eruption  covers  the  entire  cutaneous  surface,  it  is  said  to  be 
universal ;  when  distributed  over  the  whole  body,  with  areas  of  sound 
skin  between,  general ;  when  irregularly  scattered  over  the  surface,  dis¬ 
seminate  ;  when  limited  to  one  or  a  few  regions,  localized ;  when  occur¬ 
ring  alike  on  both  lateral  halves  of  the  body,  symmetrical ;  when  limited 
to  one  side  of  the  body,  unilateral ;  when  consisting  of  one  type  of 
lesions,  uniform;  or  when  presenting  more  than  one  variety  of  primary 
lesions,  multiform  or  polymorphous. 

Usually  the  meaning  of  the  qualifying  terms,  employed  to  describe 
the  peculiarities  of  lesions,  patches  and  eruptions  as  regards  their  shape, 
color,  distribution,  cause  and  other  features,  is  easily  understood.  How¬ 
ever,  for  the  convenience  of  the  reader,  the  following  list,  alphabetically 
arranged,  with  the  meaning  briefly  outlined,  is  added.  It  might  be  said 
that  these  terms  are  mostly  in  the  Latin  form  and  the  exact  termination 
to  be  used  must  be  governed  by  the  associated  word  or  words.  The 
equivalent  English  adjectives  will  readily  suggest  themselves. 

Abjdominalis.  Located  on  the  abdominal  surface. 

Acquisitus.  Acquired  as  contrasted  to  inherited. 

Acuminatus.  Having  a  pointed  apex. 

Acutus.  Of  acute  course. 

Adultorum.  Occurring  in  adult  years. 
aEstivalis.  Occurring  in  the  season  of  summer. 

Aggregatus.  Grouped. 

Agrius.  Angry  in  appearance  or  malignant  in  character. 

Albidus.  Of  whitish  color. 

AnjGiectaticus.  Vascularized. 

Annularis.  Ring-shaped. 

Areatus.  Occurring  in  circumscribed  patches. 

Artificialis.  Artificially  produced. 

Asymmetricalis.  Of  different  distribution  on  the  two  lateral  halves  of  the  body. 
Autumnalis.  Occurring  in  the  fall  of  the  year. 

Brachialis.  Occurring  on  the  surface  of  the  arm. 

Cachecticorum.  Occurring  in  debilitated  subjects. 

CAriTis.  Occurring  on  the  head,  usually  the  scalp. 

Cavernosus.  Large  chambered. 

Chronicus.  Chronic  in  course. 

Circinatus.  Of  circular  outline. 

Circumscriptus.  Having  a  definite  contour. 

Confluens.  Arranged  so  close  as  to  coalesce. 

Contagiosus.  Capable  of  communication  by  contagion. 

Corneous.  Horny  or  horn-like. 

Corporis.  Occurring  on  the  surface  of  the  body  (employed  to  designate  an  erup¬ 
tion  upon  the  trunk,  as  distinguished  from  that  on  other  parts). 

Crustosus.  Crusted. 

Crystallinus.  Of  clear  appearance. 

Diffusus.  Irregularly  disposed. 

Discretus.  Having  isolated  lesions. 

Disseminatus.  Scattered,  spread  over  a  large  area. 

Erythematosus.  Of  a  pink  or  red  color. 

Essentialis.  Idiopathic. 

Exfoliativus.  Having  a  tendency  toward  scaling  or  epidermal  shedding. 
Exulcerans.  Having  a  tendency  toward  pronounced  ulceration. 

Facialis.  Located  on  the  face  (usually  as  distinguished  from  the  scalp). 

Favosa.  Showing  symptoms  of  favus. 

Febrilis.  Accompanied  by  fever. 

Femoralis.  Occurring  on  the  surface  of  the  thigh. 

Ferox.  Malignant,  severe. 

Fibrosus.  Composed  of  fibrous  tissue. 
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Figuratus.  Having  a  figured  appearance. 

Foliaceus.  Resembling  a  leaf  or  leaves. 

Follicularis.  Concerning  the  follicles. 

Fungoides.  Resembling  a  fungus. 

Furfuraceus.  Exhibiting  fine,  bran-like  scales. 

Guttatus.  Of  the  size  of  a  drop  of  water. 

Gyratus.  Having  a  serpiginous  or  circular  outline,  usually  the  result  of  coalescence 
of  imperfect  circles  or  semicircles. 

Hereditarius.  Transmitted  from  parent  to  offspring. 

Herpetiformis.  Vesicular  in  type. 

Hiemalis.  Occurring  in  the  winter  season. 

Hu  Minus.  Accompanied  by  moisture. 

Hypertropfiicus.  Characterized  by  increase. 

Hystrix.  Having  lesions  projecting  like  quills. 

Imbricatus.  With  crusts  or  scales  overlaid  like  tiles. 

Infantilis.  Occurring  in  infancy. 

Inveterata.  Obstinate,  deep  seated,  long  established. 

Iris.  Occurring  in  more  or  less  distinct  concentric  rings. 

Labialis.  Occurring  upon  the  surface  of  the  lip. 

Lammellaris.  Having  the  nature  of  a  thin  scale  or  plate. 

Lenticularis.  Of  the  size  of  a  small  pea  or  bean. 

Lividus.  Deeply  colored. 

Maculosus.  Discolored. 

Madidans.  Characterized  by  moisture. 

Marginatus.  Having  a  defined  margin. 

Medicamentosus.  Produced  by  internal  medication. 

Melanodes.  Of  blackish  color. 

Miliaris.  Of  the  size  of  a  millet-seed. 

Mitis.  Of  mild,  benign  type  (the  reverse  of  agrius). 

Multiformis.  Exhibiting  several  types  of  elementary  lesions. 

Neonatorum.  Occurring  in  the  newborn. 

Neuriticus.  Having  nervous  association. 

Nigricans.  Of  black  or  blackish  color. 

Nodosus.  With  development  of  nodes  or  tubercles  of  the  surface. 

Nummularis.  Of  the  size  of  small  coins. 

Oleosus.  Accompanied  by  an  oily  secretion. 

Palmaris.  Occurring  on  the  palms. 

Parasiticus.  Produced  by  an  animal  or  vegetable  parasite. 

Phlegmonosus.  Accompanied  by  deep-seated  inflammation. 

Pigmentosus.  Accompanied  by  pigmentation. 

Pilaris.  Related  to  the  hair. 

Plantaris.  Situated  on  the  soles  of  the  feet. 

Planus.  Elat. 

Polymorphous.  The  Greek  equivalent  of  the  Latin  multiform. 

Preputialis.  Situated  upon  the  prepuce. 

Progenitalis.  Situated  upon  the  exposed  mucous  surfaces  of  the  genitalia.. 

Pubis.  Located  upon  the  pubic  region. 

Punctatus.  Occurring  in  dots  or  points. 

Rhagadiformis.  Fissured,  or  tending  to  produce  fissures. 

Rosaceus.  Having  a  rosy  or  pinkish  hue. 

Ruber.  Red,  usually  dark  red  in  color. 

Sebaceus.  Concerning  the  sebaceous  glands  or  their  secretion. 

Senilis.  Occurring  in  advanced  years. 

Serpiginosus.  Extending  in  one  direction  while  healing  in  another. 

Siccus.  Dry,  unaccompanied  by  moisture. 

Symmetricalis.  Similarly  distributed  on  the  two  lateral  halves  of  the  body. 
Toxicus.  Poisonous. 

Uniformis.  Exhibiting  lesions  of  the  same  type. 

Universalis.  Affecting  the  entire  surface  of  the  body. 

Urticatus.  Accompanied  by  wheals. 

Uterinus.  Associated  with  or  pertaining  to  the  uterus. 

Variegatus.  Exhibiting  several  distinct  features. 

Varioliformis.  Resembling  variola. 

Vasculosus.  Accompanied  by  blood-vessels. 

Venenatous.  Poisonous. 

Versicolor.  Exhibiting  several  degrees  of  the  same  color. 

Vulgarts.  The  commonly  observed  form  or  type. 


ETIOLOGY 


The  consideration  of  the  causes  of  disease,  as  they  individualize  the 
dermatoses,  will  be  found  under  their  respective  heads.  At  this  place, 
however,  a  brief  discussion  of  the  more  common  and  important  etiologi¬ 
cal  influences  will  be  given.  Causes  may  be  divided  for  convenience 
into  the  predisposing  which  are  generally  of  an  internal  origin,  and  the 
exciting  or  direct  which  are  of  external  origin.  Predisposing  causes 
include  inherited  conditions  of  the  system  or  acquired  conditions  which 
may  be  manifested  by  the  presence  of  general  or  local  internal  disease. 
Eruptions  arising  under  such  conditions  may  be  incidental  but  they 
are  usually  essential  and  hence  are  called  symptomatic  skin  diseases. 
Among  these  may  be  mentioned  the  exanthemata,  diseases  due  to  con¬ 
stitutional  causes  or  infections  as  syphilis,  leprosy  and  purpura,  or  those 
following  the  ingestion  of  drugs,  drug  eruptions.  These  conditions  are 
symptomatic  of  a  constitutional  agent,  whether  it  be  known  or  unknown, 
bacterial,  chemical  or  toxic.  They  may  be  caused  directly  by  some  un¬ 
derlying  disturbances  or  indirectly  through  some  action  on  the  nervous 
system  or  the  vasomotor  apparatus. 

Exciting  or  direct  causes  are  often  of  external  origin  and  include 
those  agencies  which  act  directly  on  the  skin  itself,  actually  or  ap¬ 
parently.  Diseases  produced  in  this  manner,  together  with  those  orig¬ 
inating  in  or  confined  to  the  skin,  even  if  their  causes  are  not  deter¬ 
mined,  are  designated  idiopathic  skin  diseases.  The  local  parasitic  dis¬ 
eases,  many  hypertrophies  and  dermatitis  venenata  are  examples  of 
this  group.  It  is  well  to  remember,  however,  that  in  many  instances  the 
local  causative  factors  in  idiopathic  diseases  are  influenced  or  even  made 
possible  by  underlying  conditions  of  organic  disturbances.  It  is  also 
possible  that  the  same  disease  at  one  time  may  be  symptomatic  and  at 
another  time,  idiopathic.  The  direct  relation  between  internal  diseases 
and  the  cutaneous  disturbances,  apparently  caused  by  them,  is  often 
difficult  to  explain.  In  a  measure  this  may  be  due  to  the  activity  of  one 
or  many  factors  operating  at  the  same  time  to  produce  diseased  condi¬ 
tions  of  the  system,  of  separate  organs  or  of  parts  not  easily  isolated 
or  defined. 


PREDISPOSING  INFLUENCES 

Climate  and  Seasons  are  well  known  causative  factors.  It  is  prob¬ 
able,  however,  that  they  alone  are  not  so  productive  of  disease  as  their 
combination  with  habits  of  living  and  other  personal  factors.  Never¬ 
theless,  it  is  a  fact  that  prurigo  and  lupus  vulgaris  are  common  in  Aus¬ 
tria,  favus  and  pellagra  in  Italy,  gangosa  in  Guam,  rosacea  in  England 
and  Germany  and  leprosy  in  many  widely  scattered  points.  The  en¬ 
demic  feature  of  many  diseases  is  well  understood.  Warm  weather 
favors  outbreaks  of  urticaria,  miliaria  and  intertrigo,  and  cold  weather 
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aggravates  psoriasis,  seborrhea,  lupus  vulgaris,  ichthyosis  and  pruritus. 
Chilblains  and  many  forms  of  dermatitis  originate  in  cold  weather  while 
furuncles  and  the  erythemata  are  most  frequent  in  the  spring  and  au¬ 
tumn.  Sudden  changes  in  temperature  may  cause  greater  activity  in 
many  existing  eruptions  or  a  fresh  outbreak  of  the  same  condition. 
Diseases  behaving  in  this  manner  are  called  recurrent  when  there  ap¬ 
pears  to  be  some  definite  course. 

Abode  or  Habitation. — If  unhygienic,  these  factors  may  contribute 
their  quota  in  disease-giving  influences.  Thus  the  air  of  houses  and 
rooms,  polluted  with  sewer  gas  and  other  noxious  emanations,  are  fa¬ 
vorable  conditions  for  the  occurrence  of  pemphigus  (in  infants), 
furuncles,  strumous  and  catarrhal  diseases ;  and  associated  with  unclean¬ 
liness  of  the  person,  largely  diminish  the  resistance  of  the  skin  to  the 
invasion  and  multiplication  of  animal  and  vegetable  parasites. 

Heredity. — There  are  only  a  few  diseases  such  as  syphilis  and 
ichthyosis  that  are  actually  transmissible,  but  in  many  persons  there 
exists  a  tissue  weakness  or  predisposition  to  disease  conditions  such  as 
psoriasis,  alopecia  prematura,  lepra,  xanthoma  and  possibly  eczema. 
Many  eruptions,  long  thought  to  be  hereditary,  have  been  traced  to  di¬ 
rect  infection,  and  others  to  the  transmission  of  a  diathesis  not  uni¬ 
formly  productive  of  skin  disease.  Hereditary  tendencies  may  show  a 
marked  preference  for  one  sex  of  a  family  through  succeeding  genera¬ 
tions.  Racial  tendencies  have  been  noted  in  the  various  nationalities, 
constituting  the  different  races.  Thus  favus  remains  with  Italians  and 
Hungarians  even  when  they  settle  in  the  United  States,  while  the 
American-born,  living  in  the  same  localities,  will  show  in  proportion 
an  insignificant  number  of  cases.  The  tendency  that  some  races  have 
to  the  development  of  certain  diseases  has  been  cursorily  mentioned 
under  the  remarks  concerning  endemic  dermatoses.  The  negro  seems 
more  liable  to  keloid,  dermatitis  papillaris  capillitii  and  ainhum  and 
he  seldom  presents  acne  and  the  animal  parasitic  disturbances.  The 
Hebrew  race  seem  more  liable  to  xeroderma  pigmentosum  and  idio¬ 
pathic  multiple  pigmented  sarcoma  while  they  are  less  liable  to  epithelial 
cancers  than  their  Gentile  neighbors. 

Age. — Certain  dermatoses  belong  typically  to  the  different  periods 
of  life.  In  youth  and  early  manhood,  the  more  acute  inflammations 
and  hypertrophies  are  more  apt  to  occur;  in  late  life,  less  acute  inflam¬ 
mations,  atrophies  and  degenerations.  Beginning  with  infancy,  miliaria, 
congenital  syphilis,  ichthyosis,  etc.,  may  appear.  Intertrigo,  impetigo 
contagiosa  and  ringworm  of  the  scalp  are  common  in  childhood,  but 
acne,  seborrhea  and  psoriasis  seldom  develop  before  puberty.  Tinea 
versicolor,  rosacea,  lupus  erythematosus,  etc.,  are  diseases  of  adult  life, 
while  cancer  and  affections  due  to  degenerative  changes  are  usually 
seen  in  late  middle  or  old  age. 

Dentition,  occurring  at  an  age  when  the  skin  as  well  as  other  organs 
are  susceptible  to  influences  of  any  sort,  acts  as  a  disturbing  element. 
Its  specific  action  on  the  skin,  through  the  digestive  and  nervous  sys¬ 
tems,  is  much  exaggerated  but  the  erythemata,  eczema  and  urticaria 
may  be  noted  at  this  period. 
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Vaccination  must  be  considered  as  an  event  in  the  life  of  most  chil¬ 
dren.  While  its  causal  relationship  to  subsequent  disease  is  not  clear, 
there  is  little  doubt  that  such  relation  exists  as  regards  some  skin  dis¬ 
eases.  Probably  its  influence  in  such  instances  is  largely  that  of  stimu¬ 
lating  some  latent  tendency  rather  than  a  direct  effect.  I  have  seen  cases 
of  psoriasis,  eczema,  pemphigus  and  impetigo  which  apparently  origi¬ 
nated  from  vaccination.  Louis  Frank  has  cited  twenty-two  skin  dis¬ 
eases  which  he  classified  as  due  to  the  vaccine  virus  or  to  mixed  inocula¬ 
tion,  and  as  sequelae  of  vaccination  (see  Vaccinal  Eruptions). 

Sex  alone  exerts  little  influence  until  the  period  of  puberty.  There¬ 
after,  the  differences  in  the  habits  of  the  two  sexes  has  a  modifying 
effect  only  less  pronounced  than  the  physiological  differences  of  the 
mature  male  and  female.  These  latter  differences  reach  the  point  of 
exclusion  in  only  two  diseases:  sycosis,  which  does  not  occur  in  the 
female,  and  Paget’s  disease  of  the  nipple,  which  does  not  often  occur  in 
the  male.  As  causal  factors  peculiar  to  women,  the  physiological  crises 
— menstruation,  pregnancy,  lactation  and  the  menopause — require 
mention. 

Menstruation  often  aggravates  existing  eruptions  by  its  regular  and 
recurring  disturbance  of  the  circulatory  or  nervous  systems.  If  exces¬ 
sive,  it  may  lower  nutrition  and  create  a  predisposition  to  cutaneous  dis¬ 
orders.  Such  diseases  as  eczema,  urticaria,  acne  and  rosacea  are  fre¬ 
quently  worse  shortly  before  or  just  after  the  appearance  of  the  menses, 
while  simple  erythema,  herpes  simplex  and  purpura  may  appear  only 
at  the  menstrual  period.  Bloody  sweat  (hematidrosis)  has  been  ob¬ 
served  in  amenorrhea ;  and  excessive  local  or  general  sweating,  with  or 
without  resulting  erythema  or  eczema,  is  not  uncommon. 

Pregnancy  may  be  attended  with  a  distressing  pruritus  vulvse  or 
the  itching  may  be  generalized,  sometimes  associated  with  urticaria. 
Chloasma  and  herpes  simplex  are  common,  dermatitic  herpetiformis  is 
quite  rare  and  impetigo  herpetiformis,  a  fatal  disease,  is  fortunately 
extremely  rare.  With  the  end  of  pregnancy,  most  of  the  eruptions 
incident  thereto  soon  disappear  or  aggravations,  apparently  caused  by 
gestation,  subside. 

Lactation ,  like  the  menstrual  flow,  may  tend  to  aggravate  chronic 
eruptions  rather  than  to  excite  fresh  outbreaks.  This  is  probably  due 
to  a  lack  of  cutaneous  vitality  from  a  lowered  or  perverted  nutrition. 
Thus,  psoriasis,  eczema  or  lichen  planus  which  may  have  subsided  dur¬ 
ing  pregnancy,  are  liable  to  return  during  lactation. 

The  menopause  usually  occurs  at  an  age  when  even  moderate  de¬ 
rangements  of  circulation  or  innervation  are  apt  to  cause  an  aggrava¬ 
tion  of  existing  eruptions  or  contribute  to  the  development  of  new 
ones.  Rosacea,  eczema,  dermatitis  seborrhoica,  and  seborrhea  of  the 
scalp  are  among  the  diseases  which  may  originate  or  become  more  pro¬ 
nounced  at  this  crisis. 

Diatheses;  Visceral  and  Constitutional  Diseases. — Diathesis  may  be 
defined  as  an  underlying  condition  usually  of  some  duration,  affording 
a  tendency  to  definite  forms  of  disease.  Diatheses  may  be  active  or 
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latent,  persistent  in  their  effects  or  transient,  acquired  or  inherited.  The 
tuberculous,  scrofulous  or  strumous  diathesis  may  encourage  the  devel¬ 
opment  of  any  form  of  tuberculosis  cutis,  lupus  erythematosus,  ery¬ 
thema  induratum,  lichen  scrofulosus,  acne  varioliformis,  etc.  The  rheu¬ 
matic,  gouty,  uric  acid  or  arthritic  diathesis  may  lead  to  psoriasis, 
eczema,  pruritus,  erythemata,  purpura,  etc.  The  catarrhal  diathesis 
seems  to  predispose  to  eczema,  seborrhea,  dermatitis  seborrhoica,  etc. 
As  regards  the  relation  of  these  predisposing  conditions  or  diatheses 
to  cutaneous  diseases,  from  the  standpoint  of  the  duration  of  the  latter, 
it  may  be  said  that  they  are  more  noticeable  in  the  chronic  dermatoses, 
less  so  in  the  subacute  and  recurrent  manifestations  and  rarest  in  the 
purely  acute  type. 

Besides  the  constitutional  conditions  just  mentioned,  the  eruptive 
fevers,  syphilis,  pyemia,  septicemia,  scurvy  and  malaria  present  char¬ 
acteristic  cutaneous  eruptions.  Chronic  or  severe  forms  of  malaria 
may  produce  melanotic  staining  of  the  skin,  herpes  and  urticaria ;  less 
often,  erythema  and  purpura;  and  rarely,  furuncles  and  carbuncles. 
The  gastrointestinal  tract  is  the  seat  of  many  digestive  disturbances 
which  develop  ferments  and  toxins.  These  processes  constitute  auto¬ 
intoxication  and  bear  a  direct  causal  relation  to  acne,  rosacea,  seborrhea, 
eczema,  psoriasis,  the  erythemata  and  many  other  reflex  disorders.  The 
relation  of  food  in  quality  and  quantity  to  disorders  of  the  digestive 
system  and  the  resulting  skin  eruptions  is  most  important.  Infant 
foods,  containing  undigested  starch,  are  frequent  sources  of  cutaneous 
eruptions  in  young  children ;  but,  at  any  age,  food  may  be  an  important 
factor.  Individual  idiosyncrasies  in  respect  to  one  or  more  articles  of 
diet  may  also  have  a  direct  causal  relation.  Diabetes  predisposes 
strongly  to  the  formation  of  furuncles,  carbuncles,  cachectic  acne,  urti¬ 
caria  and  erythema.  It  may  produce  a  characteristic  papulopustular 
eruption  (xanthoma  diabeticorum)  without  subjective  symptoms,  but 
which  rapidly  disappears  with  the  relief  of  the  underlying  disease.  Pru¬ 
ritus,  especially  about  the  genital  regions,  is  frequently  caused  by 
diabetes.  Of  rarer  occurrence  are  the  superficial  and  terminal  gangrenes 
of  the  skin,  which  occur  sometimes  in  the  advanced  stages  of  the  same 
disease.  Eczema,  purpura,  urticaria  and  general  pruritus  are  occasion¬ 
ally  observed  in  the  course  of  chronic  nephritis  in  old  people.  In  the 
advanced  stages,  there  sometimes  appears  upon  the  skin  an  erythema, 
which,  at  first,  may  resemble  measles  or  scarlet  fever,  but  the  patches 
of  eruption  soon  coalesce  and  may  become  generally  diffused.  Des¬ 
quamation  in  large  flakes  follows,  leaving  the  skin  infiltrated,  red  and 
sometimes  eczematous.  This  uremic  eruption  is  of  grave  prognostic 
significance  and  resembles  dermatitis  exfoliativa. 

Spasmodic  asthma  is  so  frequently  observed  in  association  with 
eczema,  acne,  urticaria  and  ichthyosis  that  it  may  he  considered  causal. 
Lithemia  and  jaundice  are  common  causes  of  persistent  pruritus,  with 
or  without  a  secondary  dermatitis.  Chronic  jaundice,  from  whatever 
origin,  frequently  stands  in  etiological  relation  to  existing  multiple 
xanthoma;  while  simple  xanthoma  of  the  eyelids,  in  the  majority  of 
cases,  is  secondary  to  migraine.  Incidentally,  this  shows  how  the  same 


EXCITING  INFLUENCES 


43 


pathological  disease  in  different  clinical  forms  may  arise  from  widely 
divergent  causes. 

Chronic  constipation  may  cause  chloasma  or  the  rare  affection,  chro- 
midrosis.  Chloasmatic  patches  occur  not  infrequently  as  above  stated, 
in  pregnancy,  from  uterine  derangements,  and  occasionally  as  symptoms 
of  an  abdominal  cancer  or  a  contracted  liver.  The  general  staining  of 
the  skin  from  Addison’s  disease  or  from  Graves’  disease  (exophthalmic 
goitre)  is  well  known.  Senile  pigmented  patches  are  sometimes  due 
to  degeneration  of  the  skin.  While  neurotic  disturbances  frequently  de¬ 
termine  the  location  and  extent  of  a  cutaneous  eruption,  the  latter  expres¬ 
sion  is  by  no  means  constant,  nor  its  character  uniform,  if  we  except 
the  varieties  of  zoster  which  are  believed  to  be  due  to  an  inflammation 
of  some  part  of  the  nerve  trunk  or  ganglion,  having  terminations  in 
the  affected  area.  Nervous  shocks,  such  as  great  fright,  grief,  etc., 
occasionally  transmit  to  the  trophic  nerve  impressions  powerful  enough 
to  cause  bleaching  of  the  hair,  baldness,  eczema  and  psoriasis.  How¬ 
ever,  all  of  these  diseases  may  follow  other  and  quite  different  causes. 
Marked  variation  in  the  degree  of  nutrition  resulting  in  plethora  or 
anemia,  if  persistent,  may  cause  a  predisposition  to  disease.  Plethora 
tends  to  superficial  congestions  and  inflammations  of  the  skin,  and  is 
apt  to  make  them  less  tractable  to  treatment.  Overfed,  indolent  and 
stagnant  individuals  are  more  liable  to  attacks  of  eczema,  pruritus,  etc., 
from  trivial  causes.  The  debilitated  or  anemic  are  more  prone  to  sebor¬ 
rhea,  furuncles,  carbuncles,  ecthyma  and  impetigo  than  those  who  are 
well  nourished.  Defective  nutrition  and  impaired  functions  of  the  skin 
probably  have  much  to  do  with  the  lodgment  and  growth  of  parasites, 
the  invasion  of  pathogenic  germs  or  the  absorption  of  contagion.  Thus 
some  persons  are  easily  infected  by  contact,  while  others  remain  wholly 
immune  after  exposure.  This  difference  in  the  avoidance  of  disease 
can  only  be  explained  by  general  or  local  loss  of  vigor,  by  some  ana¬ 
tomical  peculiarity  or  by  a  change  in  quantity  or  quality  of  the  protec¬ 
tive  secretions  of  the  skin. 

The  ingestion  of  certain  drugs,  in  small  or  large  doses,  may  pro¬ 
duce  nearlv  all  the  elementary  eruptions  of  the  skin.  With  few  excep¬ 
tions,  drug  eruptions  are  not  a  constant  effect  or  uniformly  characteris¬ 
tic.  Eruptions  caused  by  quinin,  copaiba,  belladonna,  iodin,  bromin, 
chloral  and  many  other  drugs,  will  be  referred  to  in  detail  under  der¬ 
matitis  medicamentosa.  The  element  of  personal  idiosyncrasy  should 
be  constantly  borne  in  mind  when  the  consideration  of  a  drug  eruption 
is  necessary. 


EXCITING  INFLUENCES 

The  etiological  relations  of  climate,  seasons  and  habitation  have 
alreadv  been  briefly  mentioned  but  they  may  be  considered  as  exciting 
factors  in  some  dermatoses  although  for  the  most  part  their  action  is 
upon  the  health  or  nutrition. 

Personal  Hygiene. — Filth  and  uncleanness  are  undoubtedly  exciting 
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factors  in  dermatological  practice  but  when  compared  with  skin  dis¬ 
eases  arising  from  occupation,  over  indulgences  of  all  sorts,  mental  and 
nervous  worry  and  the  manifold  responsibilities  of  modern  life,  they 
are  not  as  frequently  noted  as  supposed.  So  it  happens  that  defects  in 
personal  hygiene  are  not  limited  to  the  poor  and  neglected  but  involve 
the  cleanly  and  well  nourished,  not  to  mention  the  luxurious,  in  as  great 
a  proportion,  although  the  items  of  unhygienic  living  are  those  of  plenty 
rather  than  want.  The  lack  of  soap  and  water  bathing  is  noticeable 
in  the  causation  of  acne,  seborrhea  and  keratosis  pilaris,  while  the  too 
free  use  of  the  same  agents  may  excite  miliaria,  erythema,  intertrigo, 
dermatitis  and  eczema.  The  indiscriminate  use  of  water,  especially 
when  combined  with  impure  soaps  and  vigorous  scrubbing,  is  not  only 
to  be  condemned  for  the  vigorous  but  may  be  expected  to  aggravate 
almost  any  preexisting  skin  eruption.  Clothing  may  assume  an  exciting 
role.  Too  many  or  too  thick  clothes  easily  causes  a  miliaria  in  infants, 
especially  during  hot  weather.  Soiled  underclothing,  long  worn,  favors 
the  development  of  eczema  and  seborrhea  of  the  body.  Too  light  or 
too  coarse  garments,  or  the  presence  of  irritating  dyes  in  clothing,  may 
excite  erythema,  dermatitis,  excoriations  and  pruritus. 

Chemical  and  Mechanical  Factors. — Chemical  substances,  applied  ex¬ 
ternally,  may  excite  irritation,  inflammation  or  destroy  the  superficial 
and  deep  layers  of  the  skin.  The  degree  of  injury  will  depend  upon  the 
nature  of  the  irritant,  the  duration  of  the  application  and  the  sensitive¬ 
ness  of  the  part  involved.  Agents  of  this  class  are  very  numerous ; 
they  include  many  plants  which  contain  an  active  principle  deleterious 
to  the  skin  such  as  arnica,  ivy,  sumac,  mustard,  etc. ;  most  of  the  ethereal 
oils  and  resins;  the  poisons  introduced  into  the  skin  by  the  stings  and 
bites  of  insects  and  reptiles  such  as  bees,  mosquitoes  and  snakes ;  the 
various  antiseptic  preparations,  when  carelessly  or  freely  used,  such  as 
iodoform,  mercuric  chlorid,  phenol  and  creolin ;  substances  used  in  the 
process  of  manufacturing  dyes  as  the  anilin  preparations;  strong  acids 
as  nitric,  muriatic,  sulphuric,  acetic  and  lactic;  the  stronger  alkalies  as 
caustic  potash;  the  effects  of  heat  from  unusual  exposure  to  sun-rays, 
overexposure  to  X-rays,  radiation  from  heaters  or  flames,  or  actual 
contact,  and  also  the  extremes  of  cold.  To  these  might  be  added  the 
effects  of  chemicals  used  in  various  trades,  frequently  unavoidable,  and 
especially  the  many  medicated  applications,  often  unnecessary.  It 
should  always  be  remembered  that  chemical  irritants  may  not  be  lim¬ 
ited  in  their  effects  to  the  area  of  the  skin  directly  acted  upon ;  but, 
through  their  influence  on  innervation,  may  cause  disturbances  at  dis¬ 
tant  points  or,  by  lessening  the  resistance  of  the  skin,  permit  other 
agents  to  act  more  readily.  Regarding  this  relation  of  medicinal  irri¬ 
tants,  Kaposi  has  well  said  that  '‘these  relations  are  altogether  too  little 
known  for,  if  they  were,  physicians  would  not  use  cutaneous  irritants  so 
indiscriminately  A 

Mechanically  acting  agents  are  often  chemical  in  their  action  at  the 
same  time.  They  are  incidental  to  nearly  every  active  employment  of 
mankind  and  may  act  to  produce  changes  in  the  epidermis  or  deeper 
portions  of  the  skin.  In  fact,  the  effects  of  occupation — trade  eruptions, 
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professional  or  occupation  dermatitis — are  quite  common.  Plain  water 
may  cause  a  surface  irritation  if  used  for  long  periods  or  often.  Active 
exercise  which  commonly  promotes  health,  if  too  long  continued  with¬ 
out  protection  of  the  surface,  may  cause  chafing  and  consequent  derma¬ 
titis.  Fissured  eczema  is  common  in  plasterers,  masons  and  wash¬ 
women,  whose  hands  are  frequently  brought  in  contact  with  alkalies. 
Those  who  handle  animals  or  animal  substances,  as  herdsmen,  tanners 
and  butchers,  are  most  liable  to  anthrax  and  ecthyma.  Occupations 
necessitating  exposure  to  heat,  as  with  cooks,  blacksmiths  and  firemen, 
are  favorable  to  attacks  of  erythema,  eczema  and  dermatitis ;  while 
workers  at  oil  refining,  tar  distillation  and  in  aniline  color  making,  etc., 
are  peculiarly  subject  to  dermatitis.  Intermittent  pressure,  incident  to 
the  trade  of  shoemakers,  blacksmiths,  etc.,  produces  thickening  of  the 
corneous  layer  of  the  epidermis,  known  as  callous ;  while  prolonged 
pressure  over  a  point,  as  from  a  tight  shoe,  may  produce  a  corn.  Tight 
bands  and  garters  may  obstruct  the  local  circulation,  causing  swelling 
of  the  skin  or  enlargement  of  the  veins.  Among  the  many  other  un¬ 
mentioned  causes  of  mechanical  irritation,  one  group  needs  special  no¬ 
tice — excoriations  from  scratching  with  the  finger-nails  and  all  sorts 
of  accidental  abrasions,  bruises  and  lacerations  of  the  skin. 

Parasites. — It  is  hardly  necessary  to  mention  the  large  number  of 
diseases  that  might  be  classified  as  parasitic  from  an  etiological  stand¬ 
point.  Parasites  arc  animal  or  vegetable  and  the  diseases  caused  by 
these  factors  may  be  so  grouped.  Affections,  such  as  pediculosis, 
scabies,  ringworm  and  favus,  caused  by  the  grosser  animal  and  vegetable 
parasites  need  no  explanation.  A  large  group  of  diseases,  including  im¬ 
petigo  contagiosa,  leprosy,  tuberculosis  cutis,  etc.,  are  caused  by  lower 
microorganisms,  but  conclusive  proof  of  the  exact  relations  existing 
between  dermatoses  supposedly  due  to  bacteria  and  the  various  cocci, 
bacilli,  etc.,  supposedly  causative,  is  lacking  at  the  present  time.  The 
subject  just  mentioned  offers  a  large  field  of  possibility  in  the  way 
of  future  investigation.  The  subject  of  contagion  naturally  presents 
itself  along  with  the  consideration  of  parasites.  Even  admitting  the 
probable  parasitic  origin  of  many  diseases  and  the  inferential  belief  as 
to  their  communicability,  it  is  a  fact  that  in  many  instances  contagious¬ 
ness  does  not  exist  with  any  regularity  or  certainty.  Probably  the 
normal  and  healthy  skin  does  not  afford  the  proper  soil  for  the  habitat 
of  most  vegetable  or  animal  parasites ;  hence,  some  predisposition  may 
be  the  first  element  in  the  etiology  of  these  diseases.  Converselv,  some 
peculiarity  of  the  skin,  such  as  the  odor  of  its  secretions,  may  serve 
to  protect  an  individual  from  parasitic  attacks. 
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The  proper  treatment  of  cutaneous  diseases  is  dependent  in  a  large 
measure  upon  correct  diagnosis.  Otherwise  the  management  of  the 
case  is  apt  to  be  haphazard  and  unscientific.  It  is  not  sufficient  to 
say  that  the  disease  is  papular,  pustular,  etc.,  but  it  must  be  recognized 
as  a  clinical  entity  which  embraces  not  only  its  initial  manifestations, 
but  all  its  changes,  terminating  in  the  natural  ending  of  the  disease. 
Provided  the  investigator  has  the  proper  amount  of  text-book  knowl¬ 
edge  supplemented  by  the  experience  of  clinical  observation,  he  should 
be  able  to  make  a  correct  diagnosis  in  the  great  majority  of  cases. 
If  he  fails  in  this  particular,  it  is  either  due  to  negligence  in  the  exam¬ 
ination  or  less  often  to  the  rarity  or  peculiarity  of  the  disease  in  ques¬ 
tion.  A  diagnosis  should  never  be  made  without  sufficient  examination 
and  even  the  most  expert  may  require  repeated  examinations  before 
arriving  at  a  definite  conclusion.  An  effort  should  be  made  to  see 
things  as  they  are  and  not  hunt  for  facts  to  fit  a  name,  which  is  the 
last  if  not  the  least  in  importance.  As  sight  and  touch  form  the  chief 
means  of  examination,  the  patient  should  be  seen  in  good  daylight. 
Direct  sunlight  or  artificial  light  modify  color,  especially  the  shades 
of  yellow,  to  such  an  extent  as  to  be  at  times  misleading.  If  possible, 
the  room  should  have  walls  of  neutral  tint  so  as  not  to  reflect  their 
color  upon  the  skin.  The  temperature  of  the  room  should  be  warm 
enough  to  permit  partial  or  entire  exposure  of  the  skin  surface  without 
discomfort  or  injury  to  the  patient.  In  this  particular  it  is  often  best 
to  insist  upon  seeing  the  whole  or  at  least  the  greater  part  of  the  erup¬ 
tion,  because  the  disease  may  be  atypical  in  one  location  and  charac¬ 
teristic  in  another. 

While  the  subject  of  special  diagnosis  will  be  considered  in  connec¬ 
tion  with  separate  diseases,  there  are  general  principles  which  can  be 
studied  profitably,  as  illustrating  the  collecting  and  grouping  of  facts 
for  the  purpose  of  diagnosis.  To  accomplish  this  purpose,  systematic 
work  will  well  repay  the  investigator,  for  the  apparent  ease  with  which 
an  expert  diagnostician  arrives  at  his  conclusions  by  a  seemingly  rapid 
and  superficial  survey  of  the  symptoms  is  only  accomplished  by  long- 
practice,  frequent  opportunity  and  systematic  methods.  Inquiries  that 
enable  the  investigator  to  make  a  diagnosis  can  be  tabulated  on  sheets 
made  for  that  purpose.  Usually  these  records  are  too  complicated  to 
be  appreciated  by  the  student  or  too  detailed  to  be  used  by  the  prac¬ 
titioner  and  only  interest  the  specialist.  In  my  service  at  the  Metro¬ 
politan  Hospital,  I  employ  an  exhaustive  four-page  history  which,  in 
brief,  includes  statistical  data,  hereditary  history,  antecedent  personal 
history,  a  sheet  with  suggestive  procedure  which  is  followed  in  the 
examination  of  the  patient  and  his  eruption,  microscopic  and  bacterio¬ 
logical  examinations,  discharge  or  mortuary  record,  final  or  corrected 
diagnosis  and  resulting  scientific  conclusions.  However,  it  is  not  neces- 
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sary  to  amplify  these  details,  but  rather  to  illustrate  the  relationship 
existing  between  the  various  factors  that  contribute  to  a  knowledge 
of  etiology  and  hence  establish  a  diagnosis.  The  same  facts  which 
enable  the  physician  to  distinguish  one  disease  from  others  furnish 
important  indications  for  treatment,  and  together  with  a  knowledge 
of  the  probable  therapeutic  effect  form  the  basis  for  an  opinion  as  to 
the  probable  course  or  termination  of  the  disease  (prognosis).  Follow¬ 
ing  is  a  graphic  arrangement  (Crocker’s  grouping,  modified)  of  the 
diagnostic  elements  and  their  relation  to  further  essentials  in  practice: 


Patient — Age,  sex,  nationality,  occupation, 
health,  habits  of  living,  family  history. 

Disease — Symptoms  and  their  peculiarities. 


personal 


Causation. 


r 

Diagnosis. 


Treatment. 


Lesions — Character,  evolution,  size,  shape,  color,  dis¬ 
tribution,  effects. 


Prognosis. 

c 


To  explain  the  above,  a  few  words  concerning  the  patient,  his 
disease  and  its  lesions  are  necessary.  Before  proceeding  to  this  brief 
explanation,  it  should  be  remarked  that  patience  and  tact  are  often 
required  to  elicit  the  facts,  because  inaccuracies  of  description  and 
misuse  of  technical  terms  must  be  expected  of  the  layman.  The 
patient’s  family  and  personal  history,  age,  sex,  nationality,  civil  condi¬ 
tion,  occupation,  habits  of  living,  general  appearance  and  systemic  or 
local  disturbances  should  be  noted.  Inasmuch  as  these  items  have  been 
discussed  in  the  chapter  on  etiology,  to  which  the  student  is  referred 
for  particulars,  it  is  only  necessary  to  emphasize  a  few  items.  Hered¬ 
itary  influence  may  be  noted  in  the  family  history  and  particular  atten¬ 
tion  should  be  paid  to  rheumatic,  alcoholic,  nephritic,  diabetic,  cancerous 
and  syphilitic  tendencies  as  well  as  the  matter  of  drug  habits.  The 
question  of  previous  attacks  of  the  same  disease,  as  may  be  noted  in 
psoriasis,  eczema  and  urticaria,  is  suggestive.  Antecedent  personal 
history  should  particularly  disclose  if  the  patient  has  had  any  of  the 
exanthemata,  syphilis,  erysipelas,  gonorrhea,  tuberculosis,  typhoid 
fever,  diabetes  or  pronounced  gastrointestinal  or  mentonervous  dis¬ 
orders.  Habits  of  living  should  be  carefully  investigated  because  they 
frequently  cause  anemic  or  plethoric  conditions  practically  diathetic  in 
nature. 

The  disease  manifests  itself  by  general  or  local  symptoms  which 
may  precede  or  attend  the  eruption.  There  may  be  constitutional 
disturbances  during  syphilis,  leprosy,  etc. ;  pronounced  fever  in  most  of 
the  inflammatory,  contagious  skin  diseases ;  itching  in  eczema  and  the 
parasitic  dermatoses;  burning  or  neuralgic  pains  in  zoster.  Some  of 
these  sensations  are  quite  diagnostic,  added  to  the  clinical  history.  The 
same  may  be  said  of  the  odor  attending  some  eruptions,  mouse-like  in 
favus,  typically  offensive  in  syphilitic,  variolous  and  gangrenous  ulcera¬ 
tions. 

The  duration  of  the  eruption  may  aid  in  diagnosis.  It  is  not  always 
easy  to  arrive  at  the  real  facts  as  regards  the  normal  duration  of 
disease  because  some  conditions  disappear  spontaneously  while  others 
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can  be  relieved  as  quickly  by  the  proper  treatment.  However,  there 
are  some  morbid  conditions  that  are  typically  acute,  subacute  or  chronic. 
Among  the  eruptions  of  short  duration,  rarely  exceeding  a  few  weeks, 
may  be  mentioned  dermatitis  medicamentosa,  dermatitis  venenata, 
ecthyma,  erysipelas,  many  of  the  erythemata,  furunculus,  herpes  zoster, 
impetigo  contagiosa,  miliaria  and  ringworm  of  the  non-hairy  surface. 
Among  the  eruptions  of  moderate  duration,  rarely  exceeding  two 
months,  may  be  mentioned  erythema  multi  forme,  pityriasis  rosea,  pom- 
pholyx,  purpura  and  the  secondary  syphilids.  Many  of  the  so-called 
chronic  diseases  are,  strictly  speaking,  recurrent.  Among  these  may 
be  mentioned  eczema,  psoriasis,  acne,  seborrhea,  tuberculosis  cutis,  lupus 
erythematosus,  tinea  versicolor,  erythrasma  and  many  of  the  new- 
growths  and  neoplasms. 

The  course  of  the  eruption  is  frequently  characteristic.  Thus  it 
may  appear  all  at  once  as  in  herpes ;  in  crops  as  in  varicella  and  pem¬ 
phigus;  continuously  as  in  acne;  by  progressive  spreading  as  in  many 
cases  of  eczema  and  in  parasitic  diseases.  It  is  well  to  notice  the 
change  caused  in  an  eruption  by  scratching  or  by  purely  external  methods 
of  treatment  and  to  note  if  the  present  lesions  are  primary  or  changed 
by  past  and  present  stages  of  evolution.  While  the  collection  of  facts 
relating  to  a  patient  may  be  for  the  purpose  of  making  a  diagnosis, 
frequently  the  cause  of  the  disease  will  be  learned  at  the  same  time. 
It  is  in  this  particular  that  modern  medicine  is  superior,  inasmuch  as 
the  microscope  and  other  instruments  of  precision  enable  the  clinician 
to  examine  in  detail  parasites,  sections  of  living  tissue  or  morbid 
growths,  and  specimens  of  urine,  sputum,  feces,  milk  and  blood.  Bio¬ 
logic  reactions  should  also  be  mentioned  in  this  connection. 

Lesions,  viewed  from  the  standpoint  of  their  peculiarities,  afford 
the  real  basis  for  diagnosis,  but  facts  regarding  the  patient  and  his 
disease  tend  to  sustain  or  modify  this  information.  The  variety  of 
lesion  is  important:  whether  papules,  as  in  lichen  planus  and  prurigo; 
papulopustules,  as  in  acne ;  wheals,  as  in  urticaria ;  or  multiple  lesions, 
as  in  syphilis  and  many  cases  of  eczema.  The  presence  or  absence  of 
induration  in  or  about  the  lesions ;  signs  of  inflammation,  as  heat,  swell¬ 
ing  and  color ;  or  color  due  to  other  pathological  changes,  as  the  yellow 
crusts  of  favus,  the  violet-red  of  lupus  vulgaris,  should  be  noted.  In 
the  earlier  stages  of  an  eruption,  lesions  are  more  likely  to  show  typical 
forms,  unchanged  by  evolution  or  artificial  influences.  Even  when  such 
changes  have  occurred,  the  edges  of  an  active  patch  will  frequently 
exhibit  the  original  form  of  lesion.  Secondary  lesions  may  indicate  the 
primary  form  and  show  pathological  features  and  methods  of  evolu¬ 
tion,  as  the  yellow  crusts  from  previous  pustulation;  the  light  yellow, 
brown  or  blackish  crusts  from  the  drying  of  serous,  seropurulent  and 
bloody  discharges;  or  the  ulcers  from  degeneration  of  infiltrated 
growths  like  syphilis  and  lupus  vulgaris. 

It  may  be  possible  to  inquire  further  and  note  the  effects  of  lesions, 
such  as  the  pigment  stains  remaining  after  syphilis,  lichen  ruber  and 
acne;  the  disfiguring  scars  of  scrofuloderma  and  lupus  vulgaris;  the 
smooth,  delicate  cicatrices  of  superficial  syphilitic  ulcerations.  Care 
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must  be  taken  to  differentiate  lesions  natural  to  the  morbid  process  and 
those  which  result  from  external  influences  such  as  crusts,  excoriations 
and  wheals  from  scratching,  or  from  changes  brought  about  by  sooth¬ 
ing,  stimulating,  destructive  or  surgical  treatment.  Again,  it  should 
be  remembered  that  two  or  more  diseases  may  coexist,  and  one  of  them 
may  more  or  less  completely  mask  the  others ;  thus  eczema  may  be 
engrafted  on  a  lupus  erythematosus,  syphilitic  ulceration  disguised  as 
lupus  vulgaris ;  scabies  complicate  a  psoriasis ;  or  impetigo  change  the 
appearance  of  a  varicella.  Certain  lesions  are  pathognomonic  whenever 
found  in  association  with  other  signs  of  a  disease.  Such  are  the  sulphur- 
yellow  cups  of  favus;  the  broken  stubble  hairs  of  tinea  capitis;  the 
burrows  of  the  itch  mite ;  the  ova  on  the  hairy  parts,  and  the  hemor¬ 
rhagic  points  on  the  non-hairy  parts,  in  pediculosis ;  the  flat,  glistening 
papules  in  lichen  planus;  and  the  apple-jelly  nodules  of  lupus  vulgaris. 

The  evolution  of  a  lesion  may  assist  in  differentiating  it  from  similar 
lesions.  Lesions  may  spread  by  peripheral  extension  and,  at  the  same 
time,  clear  in  the  center  as  seen  in  ringworm  of  the  body  and  some 
types  of  erythema  multiforme,  or  without  tendency  to  clear  centrally, 
as  in  dermatitis  seborrhoica.  When  adjacent  rings  expand  to  meet 
each  other,  the  sections  in  contact  disappear  but  the  free  border  con¬ 
tinues  to  extend,  forming  irregular  curves  and  figures  as  in  some  cases 
of  psoriasis. 

The  distribution  and  extent  of  lesions  may  be  characteristic.  Sym¬ 
metrical  arrangement  of  lesions  is  usually  due  to  constitutional  influ¬ 
ences  or  to  the  presence  in  the  circulation  of  irritants  or  poisons.  The 
lesions  of  the  exanthemata  and  those  from  the  ingestion  of  the  iodin 
salts  are  examples  of  this  feature.  Unsymmetrical  distribution  of 
lesions  is  largely  due  to  agents  primarily  acting  upon  a  local  part  as 
the  local  infection  of  lupus  vulgaris,  or  through  the  nerves  of  a  part 
as  in  zoster.  Universal  and  generalized  distributions  may  be  noted  as 
specified  below.  The  lesions  of  some  skin  diseases  commonly  begin  in 
certain  regions;  for  instance,  dermatitis  seborrhoica  upon  the  scalp, 
psoriasis  upon  the  extensor  aspect  of  the  elbows  and  knees  and  thence 
by  preference  to  the  other  extensor  surfaces.  The  following  table, 
showing  the  tendency  of  cutaneous  diseases  to  develop  in  certain  regions 
of  the  body  surface,  is  included  because  it  is  most  helpful  in  diagnostic 
procedure. 
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Universal. — Erythema  scarlatiniforme,  dermatitis  exfoliativa,  exan¬ 
themata,  lichen  ruber,  eczema,  psoriasis. 

Generalized. — Common:  eczema,  exanthemata,  psoriasis,  urticaria, 
erythema  multiforme,  secondary  syphilids,  pediculosis  corporis,  scabies,, 
pruritus,  drug  eruptions.  Uncommon:  ichthyosis,  miliaria,  sudamen, 
dermatitis  seborrhoica,  dermatitis  herpetiformis,  ivy  poisoning,  lichen 
ruber,  lichen  planus,  mycosis  fungoides,  multiple  pigmented  sarcoma, 
purpura,  scleroderma,  xanthoma  diabeticorum. 
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Scalp. — In  infants  and  young  children:  eczema,  dermatitis  sebor¬ 
rheica,  impetigo  contagiosa,  seborrhea,  alopecia  areata,  ringworm,  favus, 
pediculosis.  In  older  children:  same  diseases  plus  psoriasis,  syphilis, 
furuncle,  cutaneous  abscesses.  In  youths  and  adults:  same  diseases  as 
above  except  ringworm  and  impetigo  contagiosa  which  are  exceptional, 
but  in  addition  steatoma,  lupus  erythematosus  and  epithelioma. 

Face  (in  general). — In  infants  and  young  children:  eczema,  impetigo 
contagiosa,  dermatitis  seborrhoica,  seborrhea,  ringworm,  miliaria,  herpes 
simplex,  herpes  zoster,  milium,  furunculus,  pigmented  and  vascular  nevi, 
syphilis,  lupus  vulgaris.  In  older  children:  same  diseases  as  above 
except  lupus  vulgaris.  Add  scrofuloderma,  lentigo  and  ivy  poisoning 
as  common  diseases,  with  erysipelas  as  occasional.  In  youths  and  adults: 
same  diseases  as  above  except  miliaria,  impetigo  contagiosa,  herpes  sim¬ 
plex  and  ringworm  (less  commonly).  Milium,  seborrhea,  dermatitis 
seborrhoica,  syphilis,  ivy  poisoning  and  erysipelas  are  more  common. 
Comedo,  acne,  rosacea,  leprosy,  epithelioma,  lupus  erythematosus  and 
hydrocystoma  are  also  noted. 

Other  locations  on  the  head. — Forehead :  chloasma,  acne,  acne  vario¬ 
liformis,  syphilis,  psoriasis,  dermatitis  seborrhoica,  herpes  zoster,  epi¬ 
thelioma.  Eyebrows :  seborrhea,  dermatitis  seborrhoica,  alopecia  areata, 
alopecia  syphilitica,  leprosy,  pediculosis.  Eyelids:  milium,  eczema,  pe¬ 
diculosis  (rarely),  xanthoma,  epithelioma  (at  the  inner  canthus). 
Nose  and  cheeks:  rosacea,  lupus  erythematosus,  lupus  vulgaris,  tuber¬ 
cular  syphilid,  epithelioma,  seborrhea,  dermatitis  seborrhoica,  adenitis, \ 
leprosy.  At  the  edge  of  and  within  the  nasal  orifice :  sycosis,  impetigo 
contagiosa,  herpes  simplex,  eczema,  furunculus,  lupus  vulgaris,  syphilis, 
epithelioma,  rhinoscleroma.  Lips:  eczema,  herpes  simplex,  syphilis, 
epithelioma.  Bearded  and  mustache  d  regions  of  the  adult  male:  sycosis, 
alopecia  areata,  dermatitis  seborrhoica  and  tinea  sycosis.  Ears:  eczema, 
dermatitis  seborrhoica,  lupus  erythematosus,  xanthoma,  tubercular  syph¬ 
ilid,  lupus  vulgaris,  epithelioma.  Mucous  membrane  of  mouth:  herpes 
simplex,  syphilis,  measles,  smallpox,  lupus,  leukoplakia,  lichen  planus, 
pemphigus. 

Neck. — In  children:  eczema  intertrigo,  scarlatina,  eczema,  ringworm, 
scrofuloderma.  In  youths  and  adults:  eczema,  acne,  ringworm,  sycosis, 
impetigo  contagiosa,  furunculus,  carbunculus,  herpes  zoster,  dermatitis 
papillaris  capillitii. 

Upper  extremities. — Arms:  eczema,  herpes  zoster,  syphilis,  erysipe¬ 
las,  hypertrichosis.  Extensor  surfaces  (especially  at  the  elbow)  :  psoria¬ 
sis,  ichthyosis,  keratosis  pilaris,  xanthoma.  Flexor  surfaces:  eczema, 
xanthoma.  Forearm  below  elbow  ( flexor  surfaces) :  lichen  planus.  Ex¬ 
tensor  surfaces:  erythema  multiforme,  ringworm.  Hands  (in  gen¬ 
eral)  :  eczema,  pompholyx,  scabies,  dermatitis  repens,  erysipeloid.  Hands 
and  wrists  ( dorsal  surfaces):  erythema  multiforme,  dermatitis  vene¬ 
nata  (especially  ivy  poisoning),  variola,  lichen  planus,  ringworm,  ecze¬ 
ma,  lupus  erythematosus,  postmortem  pustule,  tuberculosis  verrucosa, 
blastomycosis,  tubercular  syphilid,  granuloma  annulare,  epithelioma. 
Palmar  surfaces:  eczema,  pompholyx,  callositas,  keratosis  palmaris, 
erythema  multi  forme,  squamous  syphilid.  Fingers:  eczema,  dermatitis 
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congelationis,  pompholyx.  Nails:  onychomycosis,  onychia,  paronychia, 
onychauxis,  atrophia  unguium. 

Trunk. — Pityriasis  rosea,  tinea  versicolor,  urticaria,  lichen  planus, 
lichen  ruber,  psoriasis,  eczema,  syphilis,  pruritus,  erythemata,  exan¬ 
themata,  animal  parasitic  diseases,  dermatitis  herpetiformis,  pemphigus. 
Axilla:  eczema,  dermatitis  seborrhoica,  ringworm  (eczema  margina¬ 
tum),  furunculus,  scabies,  erythrasma.  Chest:  tinea  versicolor,  pityria¬ 
sis  rosea,  dermatitis  seborrhoica,  keloid,  exanthemata.  Breasts:  keloid, 
eczema.  Beneath  breasts:  dermatitis  seborrhoica,  erythema  intertrigo, 
psoriasis.  Nipple:  eczema,  scabies,  Paget’s  disease.  Upper  back  and 
shoulders:  acne,  pediculosis  corporis,  carbunculus,  tinea  versicolor, 
seborrhea.  Sides  of  trunk:  herpes  zoster,  tubercular  syphilid.  Abdo¬ 
men:  typhoid  and  typhus  eruptions,  scabies,  syphilis,  keloid.  Umbili¬ 
cus:  eczema,  scabies,  erysipelas,  seborrhea,  dermatitis  seborrhoica. 

Genitoanal  region. — About  the  pubes:  pediculosis  pubis.  Nates: 
furunculus,  urticaria,  scabies,  congenital  syphilis,  carbunculus.  Anus: 
pruritus,  eczema,  dermatitis  seborrhoica,  moist  papular  syphilid,  verruca 
acuminata.  Genitocrural  regions:  eczema,  dermatitis  seborrhoica,  pedic¬ 
ulosis  pubis,  ivy  poisoning,  scabies,  ringworm  (eczema  marginatum), 
erythrasma,  erythema  intertrigo.  Scrotum:  eczema,  pruritus,  syphilis, 
elephantiasis,  ringworm,  furunculus.  Penis:  chancre,  chancroid,  scabies, 
eczema,  milium,  herpes  simplex,  epithelioma.  Vulva:  same  as  observed 
in  the  male,  pruritus  and  eczema  being  the  commonest,  also  lupus  vul¬ 
garis  and  kraurosis  vulvae. 

Lower  extremities. — Upper  part  of  the  leg  or  thigh ,  anterior  or  ex¬ 
ternal  aspects:  keratosis  pilaris,  ichthyosis,  pruritus,  psoriasis,  pediculosis 
corporis.  Inner  aspect:  scabies,  eczema.  Popliteal  space:  eczema,  der¬ 
matitis  seborrhoica,  erythema  intertrigo.  On  the  leg  below  the  knee: 
purpura  (less  abundant  above  the  knee).  Tibial  surface:  erythema 
nodosum.  External  and  posterior  aspects:  erythema  induratum.  Lower 
part  of  leg:  traumatic,  varicose  and  syphilitic  ulcers,  eczema  associated 
with  varicosities,  elephantiasis,  lichen  planus,  pruritus,  especially  pru¬ 
ritus  hiemalis  and  bath  pruritus.  Foot  and  ankle:  eczema,  callositas, 
keratosis  plantaris,  pompholyx,  hyperidrosis,  bromidrosis.  Toes:  ec¬ 
zema,  scabies.  Nails:  same  as  in  finger-nails. 
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The  treatment  of  diseases  of  the  skin  differs  in  no  particular  from 
that  of  other  diseases  and  all  that  pertains  to  general  medical  science 
properly  belongs  to  dermal  therapy.  Dermatology  is  a  branch  of  gen¬ 
eral  medicine  and  in  fact  more  closely  approaches  it  than  any  other 
specialty.  The  successful  treatment  of  skin  diseases  necessitates  a 
sound  knowledge  of  general  medicine  and  a  ripe  experience  in  the  treat¬ 
ment  of  general  cases  as  well  as  in  the  diagnostic  methods  employed, 
in  ordinary  practice.  It  should  be  the  aim  of  the  physician  to  treat  the 
individual  rather  than  the  particular  skin  condition.  In  doing  this, 
relief  will  be  afforded  the  local  symptoms  or,  if  relief  is  impossible, 
their  severity  mitigated  and  the  patient  made  more  comfortable. 
Prophylaxis  is  no  doubt  a  more  scientific  achievement  than  the  treat¬ 
ment  of  present  conditions  but  necessarily  it  is  with  the  latter  that  we 
are  most  concerned.  However,  any  advice  that  may  be  given  which 
enables  the  patient  to  protect  himself  from  the  extremes  of  heat  and 
cold,  trauma,  toxic  and  contagious  elements  will  naturally  enable  him 
to  resist  many  of  the  minor  invitations  to  disease.  The  danger  of 
“driving  in”  certain  diseases  of  the  skin  and  the  importance  of  “driv¬ 
ing  out”  others  has  been  much  overestimated.  There  are  few  if  any 
diseases  that  do  not  call  for  relief  as  promptly  as  safety  will  permit. 
Placing  the  skin,  which  is  one  of  the  important  emunctories  of  the  body, 
in  a  healthy  condition  not  only  relieves  the  patient  of  annoying  local 
symptoms  and  produces  a  more  healthy  systemic  condition  but  also 
assists  the  other  eliminative  organs  of  the  body  in  their  effort  to  ac¬ 
complish  an  abnormal  amount  of  work. 

Skin  di  seases,  like  other  morbid  conditions  of  the  body,  may  be  di¬ 
vided  into  three  classes.  The  first  group  includes  all  diseases  which 
run  a  natural  course  ending  in  a  favorable  termination.  These  call  for 
protective  treatment  and  it  is  often  exceedingly  difficult  to  refrain  from 
active  measures.  Such  a  judicious  course  is  really  scientific  but  not 
spectacular.  The  second  class  includes  those  skin  affections  which  are 
hopeless  from  a  remedial  standpoint  or  must  be  expected  to  end  fatally. 
The  relief  from  pain  and  the  correction  of  deformity,  together  with 
the  hope  that  the  physician  can  inspire,  are  all  that  can  be  accomplished. 
These  cases  call  for  an  abundance  of  patience  and  usually  invoke  a  like 
amount  of  censure.  All  affections  not  included  in  the  first  two  groups 
may  be  included  in  the  third  class.  Here  it  is  that  the  most  pronounced 
successes  and  deplorable  failures  of  the  dermatologist  are  seen.  The 
treatment  suggested  will  prolong  or  shorten  the  course  of  a  disease, 
make  it  more  or  less  endurable,  make  it  run  an  acute  or  chronic  course, 
or  allow  it  to  become  inveterate.  The  treatment  of  all  cutaneous  con¬ 
ditions  naturally  divides  itself  into  internal  methods,  whether  they  he 
medical  or  dietetic,  and  external  which  includes  all  varieties  of  local 
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therapeutics.  However,  it  is  probable  that  a  combination  of  these 
methods  is  usually  employed.  For  many  years  the  German  authorities 
have  held  to  the  opinion  that  skin  diseases  were  purely  local  conditions 
and  therefore  controllable  by  external  measures  and  naturally  their 
opinions  have  spread  to  our  country.  However,  at  the  present  time 
most  of  the  English,  French  and  American  writers  take  a  conservative 
view  believing  that,  while  external  remedies  are  essential  in  almost  all 
cases,  constitutional  or  internal  treatment  is  likewise  important  in  many 
diseases. 


INTERNAL  TREATMENT 

Physiological  methods  embrace  all  those  items  which,  when  prop¬ 
erly  used  and  regulated,  contribute  to  the  health.  As  has  been  remarked 
before,  the  skin  plays  a  most  important  part  in  the  physiology  of  the 
system  along  with  the  lungs,  kidneys  and  intestinal  tract.  However, 
the  last  two  chiefly  concern  us  because  functional  deficiency  on  the  part 
of  the  skin  is  compensated  to  a  certain  degree  by  these  organs,  and  the 
opposite  holds  true  as  well.  Thus  when  inflammation  of  the  skin  is 
present,  treatment,  which  increases  the  action  of  the  kidneys  and  in¬ 
testinal  tract  by  causing  a  free  urinary  flow  and  fecal  discharge,  will 
lessen  the  cutaneous  disturbance.  In  this  connection  all  etiological  fac¬ 
tors  must  be  considered  and  the  examinations  of  the  excreta  as  well  as 
a  study  of  the  family  history  and  personal  tendencies  will  often  dis¬ 
close  an  underlying  disease  or  diathesis.  Many  people  want  all  the  pas¬ 
sive  enjoyments  of  life  and  very  few  of  the  active.  It  is  to  regulate  this 
desire  that  proper  food,  hygienic  living,  well-ventilated  sleeping  quar¬ 
ters,  an  out-of-door  life,  exercise,  especially  in  those  of  sedentary  habits, 
rest  in  some  cases  and  diseases  and  often  change  of  scene  and  climate 
may  be  considered  as  important. 

Diet. — Gastrointestinal  influences. — The  regulation  of  food  is  often 
most  important  although  it  is  true  that  purely  local  diseases,  such  as 
verruca,  many  of  the  benign  new-growths  and  parasitic  affections  such 
as  scabies,  do  not  call  for  dietary  regulation.  It  is  as  emphatically  true 
that  many  of  the  generalized  skin  conditions,  in  which  a  diathesis  is 
causative,  must  have  proper  regulation  of  food.  Many  skin  eruptions 
are  simply  surface  manifestations  of  abnormal  systemic  conditions  due 
to  errors  in  diet  or  to  toxemias,  the  result  of  the  absorption  of  abnormal 
products  in  the  digestive  tract.  Thus  the  regulation  of  the  intake  is 
quite  as  important  as  the  observation  of  the  output.  There  are  few  con¬ 
ditions,  except  purely  local  processes,  which  are  not  to  some  extent  the 
result  of  faulty  nutrition  or  delayed  excretion  of  waste  products.  The 
by-products  of  digestion  should  not  be  allowed  to  remain  in  the  system 
long  enough  to  change  the  color  or  condition  of  the  skin.  This  is  well 
shown  in  the  pasty  or  muddy  complexions  of  those  who  possess  hepatic 
derangements.  Gastrointestinal  influences  are  directly  responsible  for 
many  of  the  acute  dermatoses  such  as  urticaria,  miliaria  and  erythema 
multi  forme.  Many  subacute,  recurrent  or  chronic  diseases  such  as  ec- 
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zema,  psoriasis,  lichen  ruber  and  acne  are  expressions  of  the  so-called 
rheumatic  or  gouty  diatheses  which  is  but  another  way  to  express  a 
want  of  balance  between  the  intake  and  the  output.  This  latter  may 
be  in  the  shape  of  faulty  assimilation  or  delayed  excretion  but  the  skin 
manifestations  are  not  necessarily  different.  Doubtless  many  diseases, 
due  to  the  invasion  of  microorganisms,  could  not  thrive  if  it  were  not 
for  systemic  poisoning  from  fecal  or  other  abnormal  absorption. 

The  patient  should  be  consulted  as  regards  his  diet  because  appe¬ 
tites,  idiosyncrasies  and  real  wants  are  not  entirely  imaginary  and  the 
psychic  and  nervous  facts  that  contribute  to  a  good  digestion  must  not 
be  overlooked.  The  diet  need  not  always  be  a  rigid  one  but  rather 
should  be  selected  for  the  individual  case.  Thus  many  patients  with 
eczema,  psoriasis  or  acne  need  a  change  from  a  nitrogenous  to  a  veg¬ 
etarian  diet  or  possibly  meat  once  daily  may  suffice.  In  others  a  pure 
milk  diet  or  a  rice  and  water  regimen  may  be  demanded.  Alcohol  is 
directly  damaging  to  many  inflammatory  conditions  especially  the  ery- 
themata,  eczema  and  acute  psoriasis.  It  cannot  always  be  eliminated 
but  may  be  limited,  depending  upon  the  age  and  habits  of  the  patient. 
In  the  old  and  feeble  it  is  often  necessary.  Tobacco,  tea,  coffee  and 
cocoa  produce  external  flushing  of  the  superficial  vessels  and  increase 
the  congestion  of  the  skin  much  in  the  same  way  as  alcohol  so  that  the 
same  warning  may  be  given  concerning  these.  The  question  of  water¬ 
drinking  is  most  important.  Many  people  drink  too  little  or  it  is  not 
of  the  correct  temperature  or  they  drink  it  at  the  wrong  time.  Water 
should  be  drunk  freely,  apart  from  the  meals  at  a  natural  temperature, 
cooled  but  not  iced.  The  action  of  water  is  to  flush  the  gastrointes¬ 
tinal  tract  thus  relieving  constipation  and  to  stimulate  the  kidneys  thus 
affording  a  diuretic  action.  There  are  many  foods  which  might  be 
deleterious  in  individual  cases  but  in  general  the  following  show  the 
greatest  possibility  of  detrimental  influence.  All  fried  or  greasy  foods, 
pork  in  all  forms,  veal,  shell  fish,  hot  and  fresh  breads,  buckwheat  and 
other  similar  cakes,  waffles,  pastry,  candy,  cake,  sweets  in  general,  rich 
cheese,  dressed  salads,  acid  fruits,  seeded  berries,  condiments,  nuts, 
cereal  foods,  potatoes,  beans,  peas  and  corn  in  excess,  and  cauliflower, 
cabbage,  sprouts  and  onions  in  a  few  instances.  It  will  be  noted  from 
what  has  been  said  that  the  mucous  membranes  rather  than  the  skin 
demand  attention  in  many  diseases  of  cutaneous  interest.  Sedatives 
or  bland  applications  can  contribute  to  the  patient’s  external  comfort 
but  the  gastrointestinal  tract  calls  for  the  real  treatment.  Thus  an 
alveolar  pyorrhea  may  poison  the  system  because  its  products  lodging 
in  the  stomach  set  up  a  gastric  catarrh ;  a  chronic  gastritis  due  to  errors 
in  diet  may  produce  a  catarrhal  condition  which  will  affect  the  liver  as 
well  as  the  small  intestines  and  the  stomach ;  or  fecal  accumulations  in 
the  colon  may  produce  systemic  poisoning  by  gradual  absorption.  The 
fact  that  a  patient  has  a  daily  bowel  movement,  occasionally  more  than 
one,  does  not  signify  that  the  evacuation  is  sufficient.  It  is  the  quan¬ 
tity  rather  than  the  frequency  of  the  movements  that  indicates  the 
proper  result.  Thus  it  will  be  seen  that  the  treatment  of  many  skin 
diseases  is  often  the  scientific  relief  of  chronic  constipation. 
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Physiological  medication  embraces  all  those  remedies,  natural  and 
artificial,  prescribed  purely  on  an  empiric  basis  in  an  effort  to  restore 
the  functions  of  organs  or  tissues  to  a  normal  condition.  It  is  fortu¬ 
nate  that  present-day  teachings  tend  toward  milder  dosage  for  often, 
when  physiological  means  are  indicated,  new  and  milder  methods  are 
just  as  efficacious  and  not  so  harmful  as  the  violent  dosings  of  the  past. 
To  one  who  knows  and  appreciates  the  virtues  of  symptomatic  pre¬ 
scribing,  many  of  the  agents,  about  to  be  mentioned,  are  unnecessary 
and  interfere  with  homeopathic  medication.  However,  in  some  dis¬ 
eases  and  at  times  in  almost  any  disease,  aperients,  diuretics,  tonics 
and  alteratives  may  be  needed. 

Aperients  occupy  a  useful  sphere  in  cutaneous  diseases.  If  pos¬ 
sible  milder  methods  should  be  employed  such  as  dietary  changes  in¬ 
cluding  the  eating  of  laxative  fruits  and  the  drinking  of  water  between 
meals  or  the  use  of  aromatic  liquid  albolene  or  other  oils,  because  these 
simpler  items  have  a  food  value  as  well  as  an  eliminative  virtue. 
Aperients  often  improve  digestion.  In  this  particular  salines  are  use¬ 
ful  except  in  anemic  individuals,  although  they  should  not  be  used 
strong  enough  to  cause  active  purging.  Magnesium  sulphate,  sodium 
sulphate,  sodium  phosphate  and  the  natural  aperient  waters  may  be 
used.  If  liver  or  other  glandular  torpidity  is  suspected,  calomel  in 
Mo-grain  doses  (repeated  at  fifteen-minute  intervals)  may  be  adminis¬ 
tered  to  advantage.  Antacid  magnesia  is  a  valuable  laxative  when  gas¬ 
trointestinal  complications  are  present.  The  extract  or  the  fluid  extract 
of  cascara  is  the  most  useful  of  the  vegetable  laxatives  but  for  infants 
and  young  children  castor  oil  is  frequently  ideal.  Low  or  high  enemata 
with  or  without  soapsuds  or  if  necessary,  containing  a  solvent,  are 
to  be  recommended  if  flushing  of  the  lower  bowel  is  desired.  Rectal 
atony  can  often  be  relieved  by  dilation  of  the  sphincter,  stimulation  by 
the  high-frequency  currents  or  with  soap  or  gluten  suppositories. 

Gastrointestinal  antiseptics  such  as  charcoal,  salol,  sodium  salicylate, 
antacid  magnesia  or  minute  doses  of  calomel  are  valuable  in  urticaria, 
erythema  multi  forme  and  other  diseases  due  to  autointoxication.  I  can 
speak  enthusiastically  about  the  results  accomplished  in  these  conditions 
with  a  culture  of  the  bacillus  Bulgaricus.  This  microorganism  produces 
a  large  percentage  of  lactic  acid,  displaces  the  microorganisms  causing 
intestinal  putrefaction  and  relieves  or  cures  diseases  created  by  intestinal 
autointoxication. 

The  best  diuretic  is  water  which  may  be  drunk  copiously  on  an 
empty  stomach  to  promote  the  free  flow  of  urine.  Among  the  medicinal 
diuretics,  the  salines  such  as  potassium  acetate  and  potassium  bicar¬ 
bonate  are  the  best.  Most  of  these  remedies  are  antirheumatic  or  anti- 
lithemic  in  character,  and  may  be  employed  to  advantage  in  such  dis¬ 
eases  as  eczema,  psoriasis,  acne,  rosacea,  dermatitis  exfoliativa  and 
other  inflammatory  disorders.  Sodium  salicylate,  ammonium  salicylate, 
salophen,  small  doses  of  belladonna  and  other  vegetable  diuretics  may 
occasionally  exert  a  favorable  influence  but  upon  the  whole  it  may  be 
said  that  diuretics  are  less  valuable  in  skin  conditions  than  in  other 
diseases. 
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Tonics  have  a  nutritious  as  well  as  a  stimulating  effect  and  may  be 
indicated  in  many  skin  diseases.  The  most  valuable  nutritional  tonic  is 
cod-liver  oil  but  other  oils  and  emulsions  may  prove  equally  efficient. 
Anemic  conditions  may  call  for  iron,  manganese,  the  hypophosphites, 
quinin,  strychnin  and  small  doses  of  arsenic.  The  ordinary  digestive 
and  bitter  tonics  may  serve  the  same  purpose  as  the  above  by  improving 
the  appetite.  Laxatives  may  be  required  in  connection  with  some  of 
these  tonics. 

Alteratives  are  remedies  that  restore,  often  in  an  unknown  way,  the 
functions  of  an  organ  or  of  the  system.  These  remedies  are  sometimes 
divided  into  general  alteratives  and  special  alteratives  depending  upon 
whether  they  do  or  do  not  possess  the  quality  of  improving  nutrition 
independently  of  any  other  power.  No  doubt  the  alleged  action  of  many 
of  these  drugs  may  be  referred  to  their  germicidal  influence.  Mercury 
is  well  known  for  its  efficient  work  in  the  early  and  late  stages  of  syph¬ 
ilis.  The  choice  of  a  mercurial  and  the  method  of  its  administration 
will  be  considered  in  the  treatment  of  syphilis.  The  iodin  preparations, 
especially  potassium  and  sodium  iodid,  are  useful  in  late  syphilitic  con¬ 
ditions,  strumous  affections,  actinomycosis,  blastomycosis,  psoriasis  and 
other  diseases.  Tar,  phenol  and  phosphorus  have  been  prescribed  inter¬ 
nally  for  psoriasis,  eczema,  lupus  erythematosus  and  lupus  vulgaris. 
Antimony,  turpentin  and  copaiba  have  been  suggested  for  eczema  and 
psoriasis.  Quinin  is  apparently  useful  in  diseases  where  there  is  an  un¬ 
derlying  malarial  taint  such  as  some  cases  of  erythema  multi  forme,  ery¬ 
thema  nodosum,  elephantiasis,  eczema  and  herpes  zoster.  There  are  few 
remedies  given  empirically  like  the  above  which  probably  have  any  direct 
effect  on  the  skin.  If  any  one  might  be  said  to  have  special  cutaneous 
affinities,  it  is  arsenic.  It  is  possible  that  this  drug  acts  both  directly 
and  indirectly  through  the  nervous  system  and  its  chief  value  is  for 
indolent  dermatoses  such  as  psoriasis,  lichen  planus  and  some  dry  ec¬ 
zemas,  as  well  as  neurotic  disturbances  such  as  pemphigus  and  der¬ 
matitis  herpetiformis.  Arsenic  has  been  administered  in  various  forms 
for  many  years  and  its  chief  preparations  are  arsenious  acid  in  the  form 
of  tablet  triturates,  Fowler’s  solution,  Donovan’s  solution,  de  Valangin’s 
solution  and  the  Asiatic  pill.  Many  combinations  of  arsenic  with  other 
medicinal  substances  have  been  in  vogue  recently.  Sodium  cacodylate 
is  an  organic  compound  of  arsenic  often  administered  hypodermically. 
Atoxyl  has  given  good  results  in  the  treatment  of  syphilis  and  other  affec¬ 
tions,  and  salvarsan  and  neosalvarsan  do  not  need  description  here  be¬ 
cause  their  methods  of  administration  are  described  under  syphilis, 
faborandi  or  its  active  principle  pilocarpin  may  be  useful  in  cases  where 
stimulation  of  the  sweat  function  is  desired,  such  as  ichthyosis  and  gen¬ 
eralized  psoriasis. 

It  is  not  probable  that  any  remedy  administered  internally  is  germi¬ 
cidal  but  many  of  those  mentioned  and  some  others  contribute  to  make 
the  tissues  an  unfavorable  home  for  microorganisms,  or  at  least  are  anti¬ 
dotal  in  their  effects.  The  efficiency  of  quinin  in  malaria,  mercury  in 
svphilis  and  potassium  iodid  in  actinomycosis  is  partially  based  upon  the 
germicidal  theory.  Sulphur  probably  exerts  a  similar  influence  in  re- 
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spect  to  many  diseases  of  germ  origin  and  the  action  of  calcium  sulphid 
in  furunculus,  acne  and  seborrhea  is  well  known. 

Animal  extracts ,  especially  the  preparations  of  the  thymus,  thyroid 
and  suprarenal  glands  of  the  larger  animals,  have  been  employed  with 
indifferent  success  in  the  treatment  of  skin  conditions.  Thyroid  extract 
has  proved  its  worth  in  myxedema  and  has  benefited  occasional  cases  of 
ichthyosis,  psoriasis  and  lupus  vulgaris.  Suprarenal  gland  extract  has 
been  urged  for  vitiligo.  Thymus  gland  extract  has  some  virtue  as  a 
remedy  for  dermatoses  with  a  rheumatic  or  lithemic  causation.  It  may 
be  said  that  some  of  these  animal  extracts  have  a  general  alterative  effect 
as  well  as  a  special  alterative  action. 

Vasomotor  constringents  have  been  employed  for  rosacea,  purpura, 
pruritus  and  a  few  other  diseases.  Ergot,  ichthyol,  thiol  and  adrenalin 
chlorid  have  been  variously  suggested  for  their  action  upon  the  cutaneous 
vessels  leading  to  a  contraction  of  the  vessels  themselves  and  the  con¬ 
sequent  reduction  of  hyperemia. 

Analgesics  and  antipruritics  play  a  comparatively  unimportant  part 
in  internal  cutaneous  medication.  They  should  be  avoided  if  possible 
because  they  not  only  often  aggravate  existing  conditions  but  also  may 
cause  pronounced  damage.  While  opium  or  morphin  may  be  indicated 
for  the  pains  of  malignant  disease  or  for  the  neuralgia  of  herpes  zoster, 
they  should  never  be  employed  for  pruritic  diseases,  lest  they  aggravate 
the  itching.  The  bromids,  chloral,  phenacetin,  antipyrin,  lupulin,  bella¬ 
donna  and  gelsemium  may  be  employed  as  sedatives  and  antipruritics 
but  relief  from  itching  is  more  sensibly  obtained  by  local  applications. 

Natural  mineral  waters  have  unquestioned  value  in  the  treatment  of 
dermal  conditions  but  they  are  best  taken  at  the  various  Continental  and 
American  springs  from  which  they  come  because  the  strict  dietary 
regimen,  compulsory  exercise,  relief  from  the  care  and  toil  of  business, 
change  of  climate  and  scene  all  contribute  to  the  success  of  the  cure. 
It  is  questionable  if  the  medicinal  ingredients  of  the  waters  are  of  great 
relative  value.  In  this  connection  it  may  be  said  that  chemical  labora¬ 
tories  are  now  placing  before  the  public  the  constituents  of  most  of  the 
popular  mineral  waters  either  naturally  or  artificially  produced.  Thus 
the  proper  solution  of  the  salts  may  be  made  in  any  pure  water  and  the 
actual  medical  result  would  be  the  same.  No  doubt  the  stronger  mineral 
waters  owe  their  virtue  to  their  laxative  action  while  the  milder  ones, 
usually  taken  at  the  springs  and  in  larger  quantities,  serve  as  diuretics 
as  well  as  laxatives.  When  our  domestic  springs  are  made  attractive, 
well  advertised  and  controlled  by  national,  state  or  local  authorities, 
they  no  doubt  will  compete  in  all  respects  with  the  foreign  establish¬ 
ments  which  now  enjoy  a  greater  reputation,  not  because  of  any  differ¬ 
ent  inherent  value  of  their  waters  but  solely  because  of  the  items  of 
management  which  our  springs  lack. 

Hypodermic  injections  of  arsenic,  mercury,  cocain,  phenol,  alcohol, 
the  various  alkaloids,  toxins  and  antitoxins  have  been  employed  in  the 
treatment  of  skin  diseases  with  varying  success.  The  hypodermic  treat¬ 
ment  of  syphilis  will  receive  due  attention  at  the  proper  time.  Anti¬ 
toxins,  while  useful  in  many  general  diseases,  are  of  comparatively  little 
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effect  in  dermal  conditions.  This  is  due  to  their  uncertain  and  variable 
action,  for  besides  tuberculin,  which  has  been  successfully  used  in  the 
treatment  of  cutaneous  tuberculosis,  they  have  been  practically  aban¬ 
doned  in  dermatological  practice.  The  use  of  thiosinamin  will  be  men¬ 
tioned  in  the  treatment  of  keloid  and  scars. 

Vaccines. — The  theory  of  vaccine  treatment  relates  to  phagocytosis 
and  opsonins  which  are  chemical  substances  in  the  blood,  possessing  the 
power  of  destroying  bacteria.  At  the  present  time,  it  is  not  definitely 
determined  whether  phagocytes  in  the  presence  of  the  opsonins  are  re¬ 
sponsible  for  this  action  or  some  other  combination.  According  to 
Wright,  “vaccines  are  any  substances  that  on  being  inoculated  into  the 
body  will  cause  the  generation  of  a  protective  substance.”  The  chief 
disorders  treated  by  vaccines  are  furunculosis,  carbunculosis,  acne,  sy¬ 
cosis  and  tuberculosis  cutis.  To  successfully  perform  this  treatment 
requires  much  time  and  the  proper  laboratory  facilities.  Briefly  stated 
the  process  consists  in  the  hypodermic  injection  of  definite  quantities  of 
sterilized  cultures  of  bacteria  isolated  from  the  affected  patient.  The 
two  most  difficult  problems,  presented  in  this  method  of  treatment,  are 
the  determination  of  the  proper  dosage  and  the  interval  of  time  between 
the  injections.  Wright  devised  a  method  of  measuring  the  opsonic 
power  of  the  blood  known  as  the  opsonic  index  which  refers  to  the  ratio 
existing  between  the  amount  of  opsonins  in  the  serum  of  the  patient 
with  the  bacterial  infection  and  the  amount  in  the  serum  of  a  normal 
person.  By  this  method  the  proper  dosage  and  frequency  is  approxi¬ 
mately  figured.  It  is  the  continued  study  of  the  opsonic  index  which 
regulates  the  further  treatment  of  the  disease.  But  ordinarily  the  first 
dose  is  the  smallest  and  the  exact  amount  of  the  increase,  as  well  as  the 
frequency  of  succeeding  doses,  is  absolutely  dependent  upon  the  individ¬ 
ual  findings.  Probably  vaccine  treatment  will  be  perfected  in  time  and 
will  be  successfully  used  in  the  treatment  of  many  dermal  conditions 
as  yet  not  reached  by  this  means.  Stock  vaccines,  such  as  are  put  on 
the  market  by  the  various  commercial  drug  houses,  should  not  be  em¬ 
ployed  when  it  is  possible  to  obtain  the  autogenous  variety. 

Symptomatic  medication  includes  all  remedies,  no  matter  what  may 
be  their  nature  or  origin,  that  are  prescribed  according  to  symptoms  pre¬ 
sented  by  the  patient.  This  method  of  treatment  is  based  on  the  same 
principle  wherever  and  whenever  used  but  varies  in  its  application  with 
the  individual.  Thus  in  all  quarters  of  the  globe,  the  homeopathic 
physician  has  the  same  law  of  cure  but  no  two  cases  of  the  same  dis¬ 
ease  necessarily  call  for  the  same  remedy.  While  scientific  explanations 
covering  the  Hahnemannian  theories  may  not  be  wholly  satisfactory, 
they  at  least  have  the  sanction  of  recent  physiological  and  biological  ex¬ 
periments.  As  a  system,  empiric  medicine  with  its  panaceas,  enthroned 
one  day  and  dethroned  the  next,  presents  nothing  attractive  and  has  led 
some  of  the  brightest  minds  in  medicine  to  embrace  therapeutic  nihilism. 

A  prescription  based  on  the  totality  of  symptoms  is  an  ideal  but 
almost  impossible  task  but  an  attempt  should  be  made  to  cover  the  pa¬ 
tient’s  whole  condition  as  well  as  his  skin  manifestations.  It  is  impos¬ 
sible  within  the  scope  of  this  book  to  offer  even  a  condensed  materia 
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medica.  Merely  as  a  suggestion,  a  list  of  remedies  with  potencies  veri¬ 
fied  by  experience,  are  given  in  alphabetical  order.  After  each  remedy 
will  be  found  the  name  of  some  diseases  whose  symptomatology  might 
resemble  the  provings  of  the  drug  in  question.  I  am  well  aware  of  the 
futility  of  any  attempt  to  outline  the  use  of  remedies  by  such  a  scheme 
because  any  individual  with  any  disease  might  demand,  because  of  extra- 
dermal  symptoms,  a  remedy  which  would  not  be  thought  of  in  a  list 
like  the  following: 

Aceticum  acid.  (3x-12x). — Dermatitis  traumatica,  edema  neonatorum,  elephanti¬ 
asis,  sclerema  neonatorum,  scrofuloderma. 

Aconitum  (2x-6x). — -Erythema  multiforme,  exanthemata,  herpes  zoster,  pares¬ 
thesia,  pruritus,  prurigo,  urticaria. 

Adrenalin  chlorid  (2x-6x). — Purpura. 

AEthiops  (2x). — Eczema,  favus,  herpes  zoster,  scrofuloderma,  syphilis. 

AEthusa  (3x-12x). — Erythema  intertrigo,  erythema  multiforme,  pruritus,  urticaria. 

Agaricus  (lx-6x). — Acne,  angioneurotic  edema,  eczema,  erythema  caloricum, 
erythema  multi  forme,  erysipelas,  hvperidrosis,  rosacea,  seborrhea. 

Agnus  castns  (6x). — Eczema,  pruritus,  psoriasis. 

Ailanthus  (2x). — Erythema  scarlatiniforme,  exanthemata. 

Alnus  (0-3x). — Eczema,  herpes  simplex. 

Aloe  (2 x-6x). — Acne,  eczema. 

Alumen  (6x-30x). — Alopecia,  epithelioma. 

Alumina  (6x-30x). — Acne,  anidrosis,  asteatosis,  ichthyosis,  sclerema  neonatorum, 
prurigo. 

Ammonium  carb.  (3x-6x). — Acne,  eczema,  erythema  scarlatiniforme,  exanthe¬ 
mata. 

Ammonium  mur.  (3x). — Erythema  nodosum,  miliaria,  dermatitis  seborrhoica, 
sudamen. 

Anacardium  (0-6x). — Eczema,  lichen  planus. 

Anantherum  (3x). — Bromidrosis,  erysipelas,  furunculus,  herpes  simplex,  pruritus. 

Anthracinum  (30x-200x). — Anthrax,  carbunculus,  furunculus,  erysipelas,  derma¬ 
titis  gangrenosa,  postmortem  pustule,  insect  bites. 

Anthrokokali  (lx-3x). — Eczema,  herpes,  pruritus,  scabies. 

Antimonium  crud.  (6x-12x). — Acne,  acne  varioliformis,  eczema,  hydrocystoma, 
hvperidrosis,  impetigo  contagiosa,  keratosis  palmaris  et  plantaris,  miliaria,  urticaria, 
verruca,  clavus,  callositas. 

Antimonium  tart.  (3x). — Acne,  dermatitis  herpetiformis,  impetigo  herpetiformis, 
impetigo  contagiosa. 

Antipyrin  (2x). — Angioneurotic  edema,  eczema,  erythema  multiforme,  pruritus, 
urticaria,  urticaria  pigmentosa. 

Apis  mel.  (2x-12x). — Angioneurotic  edema,  carbunculus,  erythema  multiforme, 
erythema  nodosum,  erysipelas,  eczema,  exanthemata,  furunculus,  lupus  erythematosus, 
leukoplakia,  insect  bites,  edema  neonatorum,  urticaria,  vaccinal  eruptions. 

Arbutus  (0-3x). — Eczema,  psoriasis. 

Argentum  nit.  (3x-6x). — Acne,  acrodynia,  ecthyma,  pellagra,  syphilis. 

Arnica  (G-6x) .— Acne,  acrodynia,  carbunculus,  dermatalgia,  dermatitis  gangre¬ 
nosa,  eczema,  erythema  hyperemicum,  erythema  multi  forme,  erysipelas,  erysipeloid, 
furunculus,  psoriasis,  purpura,  pellagra. 

Arsenicum  alb.  (lx-30x). — Acne,  eczema,  psoriasis,  dermatitis  exfoliativa,  lichen 
ruber,  lichen  planus,  keratosis  pilaris,  urticaria,  pellagra,  purpura,  exanthemata, 
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rosacea,  herpes  simplex,  herpes  zoster,  dermatitis  gangrenosa,  carbunculus,  sclero¬ 
derma,  lupus  vulgaris,  lepra,  erysipelas,  carcinoma  cutis,  sarcoma  cutis. 

Arsenic  urn  brom.  (2  x-3x). — Acne,  eczema,  psoriasis,  rosacea. 

Arsenicum  iod.  (2x-3x). — Acne,  acne  varioliformis,  eczema,  lichen  planus,  lichen 
scrofulosis,  erythema  induratum,  rosacea,  sycosis,  tuberculosis  cutis,  syphilis,  car¬ 
cinoma  cutis. 

Asafedita  (3x-6x). — Sensory  dermatoneuroses. 

Asimina  (2x). — Acne,  exanthemata. 

Astacus  (3x-6x). — Eczema,  dermatitis  seborrhoica,  miliaria,  urticaria. 

Asterias  rubens  (6x). — Acne,  herpes  zoster,  psoriasis. 

Aurum  metal.,  aurum  mur.  (3x-30x). — Acne  varioliformis,  acanthosis  nigri¬ 
cans,  erythema  induratum,  erythema  nodosum,  lepra,  tuberculosis  cutis,  syphilis. 

Bacillinum  (30x). — Tuberculosis  cutis,  lichen  scrofulosus,  erythema  induratum. 

Baptisia  (0-6x). — Eczema,  exanthemata,  dengue,  typhus  fever,  typhoid  fever, 
lepra. 

Baryta  carb.,  acet.,  iod.,  mur.  (6x-12x). — Acne,  alopecia  prematura,  hyperidrosis, 
keratosis  senilis,  keratosis  palmaris  et  plantaris,  eczema,  lipoma,  colloid  degeneration, 
tuberculosis  cutis,  verruca,  steatoma. 

Belladonna  (2x-6x). — Acne,  erythema  (all  types),  eczema,  dermatitis  exfolia¬ 
tiva,  lichen  ruber,  herpes  zoster,  erysipelas,  exanthemata,  miliaria,  furunculus,  car- 
bunculus. 

Beilis  peren.  (G-6x). — Acne,  furunculus,  purpura. 

Benzinum  (3x). — Hyperidrosis. 

Benzoicum  acid.  (2 x-6x). — Eczema,  erythema  intertrigo. 

Berberis  aquifol.  (2x). — Acne,  eczema,  lichen  planus,  purpura,  rosacea,  urticaria 
pigmentosa. 

Berberis  vulg.  (©-6x). — Furunculus,  eczema. 

Boricum  acid.  (3x). — Erythema  multiforme,  edema. 

Borax  (lx-3x). — Acne,  eczema,  erythema,  erysipelas,  herpes,  plica,  trade  erup¬ 
tions,  pityriasis  rosea,  psoriasis. 

Bovista  (3x-6x). — Acne,  eczema,  acrodynia,  pellagra,  pruritus,  trade  eruptions, 
urticaria. 

Bromium  (lx-3x). — Acne,  furunculus,  scrofuloderma. 

Bryonia  (lx-6x). — Exanthemata,  eczema,  miliaria,  dermatitis  seborrhoica,  pur¬ 
pura,  sclerema  neonatorum,  edema  neonatorum,  scleroderma,  urticaria,  leukoplakia. 

Bufo  (6x). — Pemphigus,  pompholyx,  dermatitis  herpetiformis. 

Cadmium  sulph.  (3x-30x). — Chloasma,  dermatitis  calorica. 

Caladium  (3x). — Pruritus,  rosacea,  urticaria. 

Calcarea  acet.  (3x). — Dermatitis  seborrhoica. 

Calcarea  carb.  (6x-30x). — Alopecia  areata,  eczema,  dermatitis  seborrhoica,  clavus, 
acromegaly,  myxedema,  mycosis  fungoides,  keratosis  pilaris,  verruca,  urticaria,  tu¬ 
berculosis  cutis,  lichen  scrofulosus. 

Calcarea  fluo.  (6x-12x). — Eczema,  psoriasis,  elephantiasis,  keratosis  (all  types), 
ichthyosis,  actinomycosis,  syphilis,  angioma,  myoma,  xanthoma,  neuroma,  fibroma, 
cicatrix,  keloid. 

Calcarea  iod.  (2x-3x). — Scrofuloderma. 

Calcarea  phos.  (lx-3x). — Acne,  eczema,  atrophia  pilorum  (all  types),  keratosis 
(all  types),  pruritus,  prurigo,  rosacea,  tuberculosis  cutis,  lepra,  lentigo,  chloasma,  alo¬ 
pecia,  lymphangioma,  rhinoscleroma. 

Calcarea  sulph.  (2 x-3x). — Acne,  dermatitis  papillaris  capillitii,  conglomerate  sup¬ 
purative  perifolliculitis,  eczema,  dermatitis  seborrhoica,  scabies,  furunculus,  car- 
bunculus,  impetigo  contagiosa,  tuberculosis  cutis. 


INTERNAL  TREATMENT 


6l 

Calendula  (0-3x). — Dermatitis  traumaticum,  cicatrix,  neuroma. 

Calotropis  (0). — Elephantiasis,  lepra,  syphilis. 

C  alt  ha  pal.  (0). — Pemphigus,  pruritus. 

Camphora  (G-2x). — Exanthemata,  typhoid  fever,  typhus  fever,  purpura. 

Cannabis  ind.  (2x-6x). — Pruritus,  scleroderma. 

Cantharis  (2x-3x). — Eczema,  erythema  caloricum,  dermatitis  calorica,  dermatitis 
venenata,  pruritus,  herpes  zoster,  herpes  simplex,  pemphigus,  erysipelas. 

Carbo  anim.  (6x-30x). — Carcinoma  cutis,  erythema  caloricum,  syphilis,  rosacea, 
verruca. 

Carbo  veg.  (3x-6x). — Carbunculus,  eczema,  lymphangioma,  herpes  simplex,  pur¬ 
pura,  rosacea. 

Carbolicum  acid.  (3x-6x). — Eczema,  carcinoma  cutis,  dermatitis  repens,  derma¬ 
titis  herpetiformis,  psoriasis,  rosacea. 

Carboneum  oxy.  (lx). — Anesthesia,  herpes  zoster,  pemphigus. 

Castor  equi.  (6x-12x). — Eczema,  Paget's  disease,  onychauxis. 

Caulophyllum  (3x) . — Chloasma. 

Causticum  (6x-30x)  .—Eczema,  rosacea,  syphilis,  verruca,  cicatrix. 

Cereus  bon.  (3x-6x). — Pruritus. 

Chehdonium  (©-lx). — Acne,  eczema,  dermatitis  seborrhoica,  carcinoma  cutis. 

Chininum  sulph.  (lx-30x). — Erythema,  purpura,  urticaria. 

Chloralum  (3x). — Erythema  multi  forme,  purpura,  urticaria,  exanthemata. 

Chromic  acid.  (3x-6x). — Carcinoma  cutis,  verruca. 

Chrysarobinum  (3x-6x). — Acne,  rosacea,  eczema,  sycosis,  psoriasis. 

Cicuta  virosa  (6x-30). — Eczema,  erythema  multiforme,  impetigo,  impetigo  con¬ 
tagiosa. 

Cinchona  officin.  (G-3x). — Hvperidrosis,  erythema  (toxic),  dermatitis  (toxic), 
erysipelas. 

Cinnabaris  ( lx-3x) . — Syphilis. 

Cistus  can.  (lx-2x). — Herpes  (all  types). 

Citrus  vulg.  (2x). — Pruritus. 

Clematis  crccta  (2x-3x). — Eczema,  herpes  simplex,  dermatitis  herpetiformis,  im¬ 
petigo  herpetiformis. 

Coca  (0-3x). — Anidrosis,  asteatosis. 

Cocain  ( lx-3x) . — Paresthesia. 

Co c cuius  (lx-3x). — Acne,  hyperdrosis,  onychia,  rosacea,  urticaria. 

Colchicum  (lx-3x),  colchicin  (2x-6x). — Acne,  erythema  multiforme,  eczema, 
dermatitis  exfoliativa,  dermatitis  seborrhoica,  herpes  zoster,  pemphigus,  psoriasis, 
pruritus,  rosacea,  urticaria. 

C ommocladia  (lx-30x). — Erythema  (all  types),  eczema,  erysipelas,  exanthemata, 
lepra. 

Condurango  (©). — Carcinoma  cutis,  nevus  (many  forms),  syphilis  verruga. 

Conium  (G-6x). — Chromidrosis,  hvperidrosis,  eczema,  pruritus,  Paget’s  disease, 
syphilis,  urticaria. 

Copaiva  (3x-6x). — Erythema  (many  forms),  exanthemata,  pemphigus,  purpura, 
urticaria. 

Cornus  circ.  (6x).- — Eczema,  herpes  facialis. 

Corydalis  (0). — Syphilis. 

Crotalus  (3x-6x) . — Erythema  caloricum,  erythema  multi  forme,  erysipelas,  acne, 
eczema,  purpura,  vaccinal  eruptions,  exanthemata,  dermatitis  gangrenosa,  insect  bites, 
furunculus,  carbunculus,  anthrax,  postmortem  pustule,  equinia. 


6  2 


TREATMENT 


Croton  tig.  (6x). — Eczema,  herpes  simplex,  herpes  zoster,  dermatitis  herpeti¬ 
formis. 

Cuprum  ars.  (3x-6x). — Eczema,  syphilis,  acne. 

Curare  (2x-6x). — Carbunculus,  lepra,  keratosis  palmaris  et  plantaris,  purpura. 
Cyclamen  (3x-6x). — Acne,  pruritus. 

Cypripedium  (6x). — Dermatitis  venenata. 

Digitalis  (lx-6x). — Acne,  comedo,  erythema,  rosacea. 

Dolichos  (3x-6x). — Eczema,  herpes  zoster,  pruritus. 

Dulcamara  (2 x-3x). — Chromidrosis,  erythema  multiforme,  eczema,  herpes  sim¬ 
plex,  herpes  zoster,  pruritus,  pemphigus,  urticaria. 

Echinacea  (0). — Carbunculus,  furunculus,  erysipelas,  exanthemata,  insect  bites, 
dermatitis  gangrenosa. 

Elaps  coral.  (6x-30x)  .—Eczema,  pruritus. 

Elatcrium  (3x-6x) . — Urticaria. 

Ercchtites  (0). — Dermatitis  venenata. 

Eryngium  aqua.  (0-3x). — Uridrosis. 

Eucalyptus  (0-3x). — Scrofuloderma,  purpura. 

Eugenia  jam.  (lx). — Acne,  comedo,  rosacea. 

Euphorbia  lath.  (3x-6x). — Erysipelas,  dermatitis  venenata. 

Euphorbium  (lx-3x). — Erysipelas,  carcinoma  cutis. 

Fagopyrum  (3x).- — -Eczema,  erythema  multi  forme,  pruritus. 

Fcrrum  iod.  (3x). — Furunculus. 

Ferrum  met.  (3x-6x). — Edema  (all  varieties),  rosacea. 

Fcrrum  pic.  (3x). — Clavus,  verruca. 

Fluoricum  acid.  (6x). — Alopecia  prematura,  alopecia  areata,  atrophia  pilorum, 
hyperidrosis,  dermatitis  papillaris  capillitii,  cicatrix,  keloid,  neuroma,  adenoma,  ony¬ 
chia,  paronychia,  eczema,  lupus  vulgaris,  lupus  erythematosus. 

Formalin  (3x). — Eczema,  hyperidrosis. 

Formica  rufa  (6x-30x). — Carcinoma  cutis,  lupus  vulgaris,  paresthesia,  urticaria. 
Fragaria  (3x).- — Urticaria,  pruritus. 

Fuligo  lig.  (6x). — Eczema,  pruritus. 

F  us  china  (6x) . — Erythema. 

Gclscmium  (lx-3x). — Exanthemata,  erysipelas. 

Graphites  (6x-30x). — Acne,  hyperidrosis,  bromidrosis,  canities,  folliculitis  de- 
calvans,  onychia,  onychauxis,  erythema  traumaticum,  dermatitis  traumatica,  derma¬ 
titis  venenata,  eczema,  herpes  zoster,  scleroderma,  atrophia  cutis,  tuberculosis  cutis, 
sycosis,  tinea  tricophytina,  cicatrix,  fibroma,  keloid. 

Grindelia  (0-6x). — Eczema,  exanthemata,  herpes  zoster,  dermatitis  venenata. 

Guaco  (3x-6x). — Insect  bites,  syphilis,  carcinoma  cutis. 

Guaiacum  (0-6x). — Syphilis,  lepra. 

Hamamclis  (0-6x). — Dermatitis  traumatica,  dermatitis  calorica,  purpura,  eczema. 

Flclleborus  (3x). — Alopecia  generalis,  atrophia  unguium,  angioneurotic  edema. 

Hcpar  sulph.  (2x-30x). — Acne,  rosacea,  eczema,  hyperidrosis,  onychia,  paronychia, 
dermatitis  repens,  urticaria,  herpes  simplex,  herpes  zoster,  pompholyx,  erythema 
(many  forms),  dermatitis  (many  forms),  sycosis,  furunculus,  carbunculus,  syphilis, 
carcinoma  cutis,  tuberculosis  cutis,  actinomycosis. 

Hippozeninum  (30x) . — Erysipelas,  scrofuloderma. 

Hydrastis  flx-3x). — Bromidrosis,  dermatitis  seborrhoica,  eczema,  carcinoma 
cutis,  lupus  erythematosus. 
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Hydrocotyle  (3x-6x) — Eczema,  psoriasis,  lepra,  lupus  vulgaris,  lupus  erythema¬ 
tosus,  keratosis  palmaris  et  plantaris,  miliaria,  acne,  scleroderma,  elephantiasis,  pruri¬ 
tus,  lymphangioma. 

Hyoscyamus  (0-6x). — Erythema  (neurotic),  dermatitis  gangrenosa  (hysterical). 

Hypericum  (lx-3x). — Eczema,  hyperidrosis,  alopecia,  erythema  traumaticum, 
dermatitis  traumatica,  onychauxis,  atrophia  unguium,  herpes  zoster,  urticaria. 

Ichthyolum  (lx-3x). — Eczema,  furunculus,  erysipelas,  psoriasis,  rosacea,  scabies, 
pruritus. 

Ignatia  (lx-6x). — Miliaria,  eczema,  pruritus,  urticaria. 

Iris  versicolor  (3x-6x). — Eczema,  psoriasis,  herpes  zoster,  dermatitis  herpeti¬ 
formis. 

Juglans  cinerea  (0-3x). — Eczema,  erythema  scarlatiniforme,  erythema  nodosum. 

Juglans  regia  (3x-6x). — Acne,  acne  varioliformis,  comedo. 

Kali  ars.  (3x-6x).- — Acne,  eczema,  psoriasis. 

Kali  bich.  (3x-12x). — Eczema,  psoriasis,  ecthyma,  impetigo  contagiosa,  dermatitis 
gangrenosa,  lupus  vulgaris,  syphilis. 

Kali  brom.  (3x-12x). — Acne  (all  varieties),  dermatitis  seborrhoica,  erythema  no¬ 
dosum,  erythema  induratum,  rosacea,  herpes  zoster,  dermatitis  herpetiformis,  pem¬ 
phigus,  actinomycosis,  mycetoma,  mycosis  fungoides,  verruga,  lepra,  tuberculosis  cutis, 
furunculus,  carbunculus. 

Kali  carb.  (3x-12x). — Eczema,  lichen  planus,  lichen  scrofulosus,  favus,  tinea  tri- 
cophytina. 

Kali  iod.  (2x-6x).- — Acne,  eczema,  purpura,  pemphigus,  syphilis,  dermatitis 
herpetiformis,  molluscum  contagiosum. 

Kali  mur.  (6x). — Acne,  seborrhea,  onychia,  paronychia,  erythema  multiforme, 
dermatitis  calorica,  vaccinal  eruptions,  eczema,  sycosis,  lupus  vulgaris,  verruca,  lupus 
erythematosus. 

Kali  phos.  (3x-12x). — Eczema,  dermatitis  calorica,  vaccinal  eruptions,  anthrax, 
carbunculus,  carcinoma  cutis. 

Kali  sulph.  (3x-12x). — Eczema,  seborrhea,  alopecia  prematura,  atrophia  unguium, 
favus,  tinea  versicolor,  erythrasma,  tinea  tricophytina. 

Kalmia  (2x-3x). — Hyperesthesia,  dermatalgia,  herpes  zoster. 

Kreosotum  (2x-12x). — Dermatitis  gangrenosa,  dermatitis  seborrhoica,  exanthe¬ 
mata,  eczema,  canities,  pruritus,  urticaria,  alopecia  prematura,  carcinoma  cutis,  tuber¬ 
culosis  cutis. 

Lachesis  (12 x). — Exanthemata,  erysipelas,  carbunculus,  syphilis,  lepra,  Paget’s 
disease,  pemphigus,  mycosis  fungoides,  verruga,  purpura,  herpes  zoster,  urticaria, 
dermatitis  herpetiformis. 

Lapis  albus  (lx-6x). — Lipoma,  pruritus,  carcinoma  cutis,  sarcoma  cutis. 

Lappa  (0-3x). — Acne,  eczema. 

Lathyrus  (3x) . — Hyperesthesia. 

Ledum  (2 x-6x). — Eczema,  lichen  planus,  insect  bites,  furunculus,  urticaria. 

Lithium  carb.  (lx-3x). — Eczema,  psoriasis,  lichen  ruber. 

Lycopodium  (12x-30x). — Anidrosis,  asteatosis,  acne,  canities,  alopecia,  onychia, 
lentigo,  chloasma,  erythema  (many  varieties),  eczema,  psoriasis,  furunculus,  car¬ 
bunculus,  syphilis,  favus,  fibroma,  verruca,  exanthemata. 

Magnesia  carb.  (3x-30x). — Furunculus,  eczema,  miliaria. 

Magnesia  snip.  (lx-3x). — Acne,  eczema,  erysipelas,  verruca. 

Mancinella  (6x-30x). — Eczema,  ecthyma,  erythema  (many  forms),  pemphigus, 
pompholyx,  erysipelas. 

Manganum  acet.  (6x-30x). — Eczema,  psoriasis,  lichen  planus,  prurigo,  pruritus, 
acne,  rosacea. 

Medusa  (3x). — Urticaria,  miliaria,  eczema,  edema. 
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Mentha  piper.  (3x-6x). — Pruritus,  herpes  zoster. 

Mercurius  ( mercurius  vivus)  (3x-12x). — Alopecia,  atrophia  unguium,  chromi- 
drosis,  eczema,  erythema  (many  forms),  dermatitis  seborrhoica,  dermatitis  repens, 
lichen  planus,  lepra,  syphilis,  sycosis,  psoriasis,  miliaria,  scabies,  mycotic  diseases,  ex¬ 
anthemata. 

Mer  curius  biniod.  (2x-6x). — Eczema,  ecthyma,  frambesia,  sycosis,  tinea  barbae, 
syphilis. 

Mercurius  cor.  (6x). — Ecthyma,  lichen  ruber,  lichen  planus,  syphilis,  carcinoma 
cutis. 

Mercurius  dale.  (3x-6x).- — Syphilis,  tuberculosis  cutis. 

Mezereum  (6x). — Eczema,  ecthyma,  seborrhea,  psoriasis,  pityriasis  rosea,  lichen 
ruber,  pruritus,  herpes  zoster,  favus,  tinea  tricophytina,  syphilis,  tuberculosis  cutis. 

Millefolium  (0-3x). — Purpura,  variola. 

Muriaticum  acid.  (3x-6x). — Eczema,  ecthyma,  lichen  scrofulosus,  carbunculus, 
carcinoma  cutis. 

Myristica  seb.  (lx-Jk). — Onychia,  paronychia. 

Narcissus  (lx). — Erythema  multiforme. 

Natruni  ars.  (3x- 6x).- — Chloasma,  lichen  ruber,  dermatitis  seborrhoica,  psoriasis, 
pityriasis  rosea,  syphilis,  tinea  versicolor. 

Natrum  mur.  (6x-30x). — Hyperidrosis,  dermatitis  seborrhoica,  alopecia  prema¬ 
tura,  onychia,  erythema  multi  forme,  eczema,  lichen  planus,  keratosis  pilaris,  keratosis 
palmaris  et  plantaris,  pruritus,  urticaria,  purpura,  herpes,  dermatitis  herpetiformis, 
favus,  tinea  trichophytina,  furunculus,  clavus,  verruca,  syphilis,  lupus  vulgaris,  lupus 
erythematosus,  exanthemata. 

Natrum  phos.  (6x). — Erythema  intertrigo,  erythema  multiforme,  pruritus,  urti¬ 
caria. 

Natrum  sal.  (3x). — Edema,  eczema,  psoriasis,  pemphigus,  urticaria. 

Natrum  sulph.  (3x-6x). — Hyperidrosis,  impetigo  contagiosa,  onychia,  paronychia, 
pemphigus,  pompholyx,  sycosis,  verruca. 

Niccolum  (3x) . — Pruritus. 

Nitricum  acid.  (6x). — Bromidrosis,  hyperidrosis,  uridrosis,  acne,  comedo,  derma¬ 
titis  seborrhoica,  eczema,  dermatitis  calorica,  alopecia  prematura,  lentigo,  chloasma, 
keloid,  nevus  pigmentosus,  carbunculus,  frambesia,  syphilis,  lepra. 

Nu. r  mos.  (lx-2x).- — Anidrosis,  acne. 

Nux  vom.  (2x-6x). — Acne,  rosacea,  chromidrosis,  lichen  planus,  urticaria. 

CEnanthe  cro.  (3x-6x). — Ichthyosis,  lepra. 

Oleander  (6x). — Eczema,  herpes,  pruritus. 

Opium  (3x-30x). — Atrophia  cutis,  hyperidrosis,  pruritus,  scleroderma,  urticaria. 

Osmium  (6x). — Bromidrosis,  pterygium. 

Oxalicum  acid.  (6x-30x). — Hyperesthesia,  hyperidrosis,  leukoderma. 

Paris  quad.  (lx). — Herpes  zoster. 

Petroleum  (6x-30x). — Acne,  alopecia  (many  forms),  eczema,  psoriasis,  derma¬ 
titis  seborrhoica,  hyperidrosis,  bromidrosis,  comedo,  syphilis,  lepra,  nevus  pigmento¬ 
sus,  verruga,  lymphangioma,  lupus  erythematosus. 

Phosphoricum  acid.  (2x-6x) .— Acne  alopecia  (neurotic),  canities,  onychia,  furun¬ 
culus,  pompholyx,  rosacea,  verruca. 

Phosphorus  (6x). — Bromidrosis,  phosphoridrosis,  dermatitis  seborrhoica,  alopecia 
(all  forms),  lentigo,  chloasma,  urticaria,  acrodynia,  pellagra,  purpura,  dermatitis 
herpetiformis,  pemphigus,  favus,  tinea  tonsurans,  ecthyma,  syphilis,  lepra,  tubercu¬ 
losis  cutis,  verruca,  verruga,  lymphangioma,  mycosis  fungoides. 

Phytolacca  (Q-3x). — Carbunculus,  furunculus,  psoriasis,  tinea  trichophytina,  tu¬ 
berculosis  cutis,  syphilis,  carcinoma  cutis. 

Picricum  acid.  (6x)  .—Furunculus,  carbunculus,  impetigo  contagiosa. 
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Pinus  syl.  (G-3x). — Miliaria,  urticaria,  pruritus,  eczema. 

Piper  meth.  (G-3x). — Dermatitis  exfoliativa,  eczema,  lepra. 

Pix  liq.  (lx-6x). — Eczema. 

Plantago  major  (G-3x).- — Dermatitis  calorica,  dermatitis  venenata,  urticaria. 

Plumbum  met.  (3x-30x). — Scleroderma,  sclerema  neonatorum,  eczema. 

Populus  can.  (2x-3x).- — Anesthesia,  pruritus,  perforating  ulcer  of  the  foot. 

Primus  spin.  (3x-6x). — Herpes  zoster. 

Psorinum  (12x-30x). — Eczema,  scabies,  pediculosis,  ecthyma,  verruca,  psoriasis, 
tuberculosis  cutis. 

Pulsatilla  (2x-6x). — Acne,  hyperidrosis,  eczema,  rosacea. 

Radium  brom.  (12x-30x). — Eczema,  rosacea,  pruritus,  angioma,  erythema  (many 
forms),  dermatitis  (mild  forms). 

Ranunculus  bulb.  (3x-6x). — Eczema,  dermatitis  repens,  herpes  zoster,  dermatitis 
herpetiformis,  pemphigus,  pompholyx. 

Rhododendron  (lx-3x). — Acne,  eczema,  psoriasis,  purpura,  hyperidrosis,  bromi- 
drosis. 

Rhus  tox.  (3x-30x). — Carbunculus,  furunculus,  erysipelas,  exanthemata,  eczema, 
erythema  calorica,  erythema  venenata,  urticaria,  purpura,  rosacea,  herpes  zoster, 
dermatitis  herpetiformis,  erythema  multi  forme,  erythema  nodosum,  pemphigus,  sclero¬ 
derma,  insect  bites,  lepra. 

Rhus  ven.  (6x-30x). — Erysipelas,  dermatitis  venenata,  dermatitis  nodosum,  ec¬ 
zema,  pruritus. 

Rumex  cris.  (6x). — Eczema,  prurigo,  pruritus,  urticaria. 

Sabadilla  (3x-6x). — Onychauxis,  pruritus. 

Sabina  (2x-30x). — Acne,  comedo,  rosacea. 

Salicylicum  acid.  (2x). — Erythema  (many  forms),  hyperidrosis,  urticaria. 

Sanguinaria  (3x-6x). — Erythema  multiforme,  erythema  venenata,  acne. 

Sarracenia  pur.  (3x-6x). — Variola. 

Sarsaparilla  (lx-6x). — Acne,  alopecia  prematura,  onychia. 

Scrophularia  nodosa  (0-lx). — Eczema,  pruritus,  fibroma,  pseudoleukemia  cutis, 
scrofuloderma. 

Secale  (2x-30x). — Ainhum,  anesthesia,  paresthesia,  purpura,  pemphigus,  echthyma, 
carbunculus,  furunculus,  dermatitis  gangrenosa,  sclerema  neonatorum,  edema  neona¬ 
torum,  anthrax,  lepra. 

Selenium  (6x-30x). — Acne,  alopecia  prematura,  comedo,  dermatitis  seborrhoica. 

Sempervivum  tect.  (0). — Herpes  zoster,  carcinoma  cutis,  erysipelas. 

Sepia  (12x). — Alopecia  prematura,  acne,  comedo,  lentigo,  chloasma,  eczema,  der¬ 
matitis  seborrhoica,  hyperidrosis,  bromidrosis,  ichthyosis,  rosacea,  herpes,  dermatitis 
herpetiformis,  syphilis,  lepra,  lupus  erythematosus,  verruca,  carcinoma  cutis. 

Silicea  (lx-30x). — Acne,  hyperidrosis,  bromidrosis,  atrophia  unguium,  onychia, 
vaccinal  eruptions,  eczema,  prurigo,  rosacea,  herpes  zoster,  dermatitis  herpetiformis, 
dermatitis  calorica,  vitiligo,  ecthyma,  furunculus,  carbunculus,  elephantiasis,  scrofulo¬ 
derma,  syphilis,  lepra. 

Skookum-chuck  (3x). — Eczema,  urticaria. 

Solidago  verga  (0-3x). — Erythema  multiforme,  exanthemata. 

Spigelia  (2x-12x). — Elerpes  zoster,  atrophia  unguium. 

Spongia  (0-3x). — Pruritus,  exanthemata. 

Staphisagria  (6x). — Alopecia  prematura,  favus,  bromidrosis,  eczema,  keratosis 
pilaris,  lichen  scrofulosus,  tuberculosis  cutis,  syphilis. 

Stillingia  (G-lx). — Eczema,  scrofuloderma,  syphilis. 

Sulfonal  (3x). — Erythema  (many  forms),  purpura,  pruritus. 
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Sulphur  (3x-30x). — Acne,  alopecia  prematura,  comedo,  dermatitis  seborrhoica, 
hyperidrosis,  bromidrosis,  onychia,  onychauxis,  chloasma,  erythema  (most  forms), 
vaccinal  eruptions,  eczema,  psoriasis,  keratosis  palmaris  et  plantaris,  exanthemata, 
paresthesia,  dermatalgia,  pruritus,  urticaria,  prurigo,  herpes,  atrophia  cutis,  animal 
parasitic  diseases,  furunculus,  syphilis,  clavus,  lymphangioma,  verruca. 

Sulphur  iod.  (3x). — Acne,  eczema,  herpes,  furunculus,  lichen  planus,  tinea  barbae, 
rosacea. 

Sulphuric-urn  acid.  (3x). — Erythema  (many  forms),  dermatitis  (many  forms), 
pruritus,  purpura. 

Tarentula  Cub.  (6x-30x). — Carbunculus,  anthrax,  dermatitis  gangrenosa,  post¬ 
mortem  pustule. 

Taxus  bac.  (0-3x). — Eczema,  ecthyma,  impetigo,  erysipelas,  hyperidrosis. 

Tellurium  (6x-12x). — Eczema,  herpes,  dermatitis  herpetiformis, tinea  tricophytina. 

Terebinthina  (lx-3x). — Herpes,  exanthemata,  purpura,  dermatitis  calorica,  urti¬ 
caria. 

Thuja  (2x-30x). — Acne,  alopecia  prematura,  hyperidrosis,  bromidrosis,  atrophia 
unguium,  vaccinal  and  drug  eruptions,  eczema,  psoriasis,  herpes,  ichthyosis,  pemphi¬ 
gus,  ecthyma,  impetigo  contagiosa,  tuberculosis  cutis,  syphilis,  rhinoscleroma,  verruca, 
verruga,  pellagra. 

Thyroidin  (3x-30x). — Eczema,  psoriasis,  myxedema,  elephantiasis,  scleroderma. 

Tilia  Europ.  (0-6x)  .—Eczema,  urticaria. 

Tuberculinum  (30xT).- — Eczema,  acne,  acne  varioliformis,  erythema  induratum, 
lichen  scrofulosus,  tuberculosis  cutis. 

Urtica  urens  (3x). — Erythema  multiforme,  miliaria,  dermatitis  calorica,  pruritus, 
urticaria,  angioneurotic  edema,  herpes,  exanthemata. 

Ustilago  (0-3x). — Dermatitis  seborrhoica,  eczema,  alopecia,  furunculus,  pruritus, 
pellagra. 

Variolinum  (6x-30x). — Herpes  zoster,  eczema,  variola,  varicella. 

V eratrum  vir.  (lx-6x). — Erythema,  erysipelas. 

Vespa  crab.  (2x-12x). — Furunculus,  urticaria,  erythema  multi  forme,  pruritus. 

Vinca  minor  (lx-3x). — Eczema,  hyperesthesia,  dermatitis  seborrhoica,  plica,  alo¬ 
pecia  (all  forms). 

Viola  trie.  (lx-2x). — Eczema,  impetigo  contagiosa,  sycosis. 

Vipera  (12x). — Anthrax,  erysipelas,  carbunculus,  furunculus,  purpura,  lymphan¬ 
gioma,  eczema. 

Xerophyllum  (6x-12x). — Eczema,  erythema  multiforme,  dermatitis  (many  forms), 
urticaria. 

Zincum  met.  (2 x-6x). — Acne,  eczema,  bromidrosis,  pruritus,  prurigo. 


EXTERNAL  TREATMENT 

External  therapeutic  measures  are  more  essential  for  immediate  re¬ 
lief  than  internal  remedies,  and  in  some  diseases  they  are  the  only  means 
necessary.  The  same  may  be  said  as  regards  internal  measures  for 
some  maladies  but  a  happy  blending  of  the  two  is  the  usual  procedure. 
External  treatment  seeks  to  hasten  repair  when  possible,  to  palliate  when 
necessary,  and  to  absolutely  destroy  if  essential.  It  is  a  general  fact 
that  applications  for  acutely  inflamed  surfaces  should  be  mild,  soothing 
and  protective.  For  subacute  inflammatory  diseases  and  those  present¬ 
ing  slight  infiltration  or  induration,  moderately  stimulating  measures  are 
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necessary.  While  indolent,  thickened  dermatoses  call  for  stimulative 
and  counterirritative  treatment.  The  fact  that  most  of  the  remedies 
used  externally  are  antiseptic  in  some  measure  is  fortunate  because  of 
the  prevalence  of  germ  life  in  the  skin. 

Water. — Baths. — Pure  or  medicated  water  is  applied  to  the  surface 
of  the  skin  in  the  form  of  baths  or  lotions.  As  a  lotion  water  may  be 
used  to  produce  a  sedative  effect  by  the  addition  of  belladonna,  glycerin, 
phenol,  hydrocyanic  acid,  bismuth,  zinc,  mercury,  lead  and  the  various 
alkalines.  It  may  be  made  stimulating  by  the  addition  of  alcohol  or  by 
a  majority  of  the  acids  and  alkalies  used  in  greater  strength  than  em¬ 
ployed  for  sedative  purposes,  and  also  by  a  great  number  of  chemically 
and  mechanically  acting  substances.  The  addition  of  tannin,  lead  and 
other  remedies  will  make  water  astringent  while  its  combination  with 
soaps  and  alkalies  in  varying  proportions  produces  a  solvent  effect  on 
the  normal  or  diseased  skin.  Local  or  general  baths  may  be  given  for  a 
few  moments,  a  few  hours  or  continuously  for  days.  They  may  be 
given  cold,  warm  or  hot  and  boiled  or  rain  water  is  less  irritating  than 
ordinary  water.  It  can  be  safely  said  that  vapor,  steam,  Russian  or 
Turkish  baths  are  less  valuable  in  the  treatment  of  skin  diseases  than 
in  general  disorders.  Ordinarily  water  is  employed  to  remove  the 
products  of  disease  or  for  simple  cleanliness.  However,  it  is  actually 
detrimental  to  many  inflammatory  diseases  such  as  eczema  and  in  these 
cases  some  cleansing  oil  or  grease  must  be  employed.  Thirty  gallons 
comprises  an  ordinary  tub  bath  which  should  be  taken  warm  enough 
so  as  not  to  chill  the  patient  during  immersion  which  may  vary  from 
two  to  thirty  minutes.  The  natural  spring  baths  containing  sulphur, 
arsenic  and  other  mineral  constituents  may  prove  serviceable  when  they 
are  obtainable,  but  usually  a  bath  can  be  artificially  altered  to  suit  the 
case.  Thus  baths  may  be  made  mucilaginous  by  the  addition  of  gelatin 
(y2  to  2  ounces  to  the  gallon),  starch  (1  ounce  to  the  gallon)  or  bran 
( 1  to  2  ounces  to  the  gallon).  These  are  soothing  in  effect,  well  suited 
to  both  acute  and  chronic  diseases  under  certain  circumstances. 

Chronic  scaly  diseases  like  ichthyosis  or  psoriasis  call  for  the  free 
use  of  water,  plain  or  medicated.  Warm  or  hot  baths  are  frequently 
improved  by  the  addition  of  an  alkaline  salt.  For  this  purpose  sodium 
bicarbonate  ( 1  to  2  drams  to  the  gallon),  sodium  borate,  potassium  car¬ 
bonate  or  ammonium  muriate  (1  dram  to  the  gallon)  may  be  employed 
to  lessen  the  irritability  of  the  skin.  When  the  natural  sulphur  baths 
are  not  available,  some  chronic  dermatoses  may  be  benefited  by  the  addi¬ 
tion  of  potassium  sulphid  or  Vleminckx’s  solution  ( 1  dram  to  the  gal¬ 
lon).  For  the  formula  of  the  latter,  see  page  484.  Salt  (3  ounces  to 
the  gallon)  and  marine  baths  are  occasionally  useful  for  their  local 
effect,  but  more  commonly  for  their  general  results  on  surfaces  free 
from  skin  disease.  Tar  baths  are  seldom  used  at  the  present  time.  If 
it  is  desirable  to  employ  them,  the  skin  is  first  anointed  with  a  tarry  sub¬ 
stance  and  the  body  afterward  immersed  in  warm  water.  Antiseptic 
baths  are  more  often  employed  by  the  surgeon.  However,  cutaneous 
affections  may  call  for  local  baths  of  boric  acid  in  hot  or  cold  water,  or 
mercuric  chlorid  in  the  strength  of  1  dram  to  30  gallons.  While  the 
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wet  pack  and  the  cold  shower  or  plunge  occupy  a  small  sphere  in  der¬ 
matology,  they  may  be  often  useful  for  their  general  effects. 

Soaps  are  often  contraindicated  especially  in  such  a  disease  as  acute 
eczema  but  they  are  occasionally  needed  for  cleansing  purposes.  They 
may  be  mild  or  strong.  A  representative  of  the  former  group  is  castile 
soap  which  is  a  soda  combination  useful  for  toilet  purposes.  It  should 
be  used  with  moderation  in  those  possessing  a  thin  or  sensitive  skin,  es¬ 
pecially  on  the  parts  exposed.  Too  violent  and  frequent  washings  con¬ 
tribute  to  many  seborrheic  diseases.  It  is  a  safe  rule  to  advise  the  aver¬ 
age  person,  possessing  a  susceptible  skin,  to  apply  soap  only  upon  retiring. 
The  stronger  or  potash  soaps,  of  which  sapo  viridis  (sapo  mollis;  green 
soap)  is  the  most  typical  example,  are  useful  in  some  cases  of  acne, 
seborrhea  and  psoriasis  to  remove  adherent  scales  and  crusts.  The  form 
commonly  used  is  known  as  tincture  of  green  soap  and  should  not  be 
employed  as  a  toilet  article.  There  are  many  soaps  containing  phenol, 
glycerin,  tar,  creolin,  sulphur,  betanaphthol  and  the  various  oils  which 
are  readily  procurable  and  well  advertised.  The  majority  are  practically 
worthless  from  a  medical  standpoint  because  they  contain  such  a  small 
proportion  of  the  drug  and  it  is  best  to  prescribe  these  medicaments  in 
other  forms  if  needed. 

Powders  are  applied  to  the  surface  of  the  skin  for  drying,  protective, 
astringent  and  antipruritic  effects.  They  have  a  limited  sphere  in 
cutaneous  medicine  but  are  useful  in  the  erythemata,  eczema,  hyper- 
idrosis  and  a  few  other  affections.  They  should  never  be  used  when 
there  is  a  free  discharge  of  a  purulent  character.  To  be  of  any  value 
they  must  be  absolutely  free  from  grittiness.  All  starchy  substances 
form  pasty  rolls  or  cakes  when  they  come  in  contact  with  serum  or 
sweat,  but  lycopodium  and  zinc  stearate  with  acetanilid  are  serviceable 
because  they  do  not  behave  in  this  manner  and  form  a  dressing  im¬ 
pervious  to  moisture.  The  commonly  used  powders  are  starch,  talc, 
magnesium  carbonate  (most  absorbent),  lycopodium,  calamin,  bismuth, 
boric  acid,  the  several  stearates,  camphor,  tannin,  iodoform,  rice,  kaolin, 
orris  root,  salicylic  acid,  aristol  and  europhen. 

Lotions  are  medicinal  solutions  for  external  application.  They  are 
often  more  agreeable  than  ointments  and  very  useful  in  many  diseases 
but  because  of  their  drying  qualities  must  often  be  used  intermittently 
or  conjointly  with  ointments.  Acne,  urticaria,  erysipelas,  pruritus  and 
some  cases  of  eczema  and  erythema  are  benefited  by  lotions.  The  addi¬ 
tion  of  glycerin  (5  to  10  minims  to  the  ounce)  will  often  lessen  the  dry¬ 
ing  effect,  while  alcohol  (5  to  15  minims  to  the  ounce)  may  be  added 
with  advantage  for  the  cooling  sensation  it  produces.  Lotions  vary  in 
their  quality  according  to  the  purpose  desired,  being  known  as  soothing, 
antiseptic,  astringent,  stimulating,  antipruritic,  etc.  Many  of  these  have 
been  mentioned  under  the  heading  of  water,  and  antipruritic  lotions  will 
be  considered  under  the  title  of  antipruritics.  Among  the  extremely 
mild,  soothing  lotions  are  the  well  known  calamin-zinc-oxid  lotion  (see 
formula  on  page  114),  the  lotio  nigra  and  the  boric  acid  lotion  (also 
mildly  antiseptic).  Spraying  the  skin,  especially  with  solutions  of  forma¬ 
lin  for  antiseptic  purposes,  may  be  of  value  in  selected  cases.  Spraying 
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for  the  purpose  of  freezing  a  part,  preparatory  to  an  operation,  is  most 
useful.  Glass  tubes  or  metal  bulbs  containing  ethyl  chloric!  are  used  for 
this  purpose. 

Ointments  or  salves  are  fatty  materials,  generally  containing  a 
medicinal  substance,  employed  for  local  application.  These  are  by  far 
the  most  valuable  preparations  employed  in  dermatology.  Under  the 
subject  of  treatment  of  the  various  diseases,  mentioned  in  the  text,  will 
be  found  particulars  concerning  their  use.  It  is  only  necessary  here  to 
briefly  describe  some  common  characteristics.  Among  the  preparations 
commonly  used  for  ointment  bases  are  prepared  lard  which  is  the  most 
penetrating  but  which  should  always  be  fresh;  petrolatum  or  vaselin 
which,  although  not  so  penetrative,  has  little  tendency  to  change ;  cold 
cream  (unguentum  aquae  rosae),  if  properly  and  carefully  made  may 
be  employed  when  lard  and  vaselin  are  not  suitable;  lanolin  (wool  fat) 
or  a  similar  preparation,  adeps  lanae,  is  a  valuable  addition  in  the  pro¬ 
portion  of  10  to  20  per  cent,  to  other  bases  but  is  most  unsatisfactory 
if  used  alone;  glycerite  of  starch  is  occasionally  used;  and  spermaceti, 
wax,  suet  and  other  fatty  substances  are  often  added  to  an  ointment 
base  when  it  is  necessary  to  make  a  stiffer  consistency  because  of  the 
addition  of  liquid  substances  such  as  lead  water,  adrenalin  chlorid  or 
liquor  carbonis  detergens.  Depending  upon  the  addition  of  some  medi¬ 
cament,  an  ointment  becomes  soothing,  stimulating,  antiseptic,  counter- 
irritative,  caustic  or  actively  destructive.  Among  the  mild  ointments 
may  be  mentioned  cold  cream,  cucumber  ointment  and  zinc-oxid  oint¬ 
ment.  Cocoa-butter  may  be  added  to  any  ointment  in  from  5  to  15  per 
cent,  to  give  it  greater  rigidity.  Mild  salves  containing  such  substances 
as  calamin,  boric  acid  and  bismuth  subnitrate  or  the  diachylon  ointment 
(see  formula  on  page  114)  may  be  applied  by  anointing  or  by  spreading 
on  some  suitable  cloth.  Antiseptic  and  stimulating  ointments  containing 
sulphur,  tar,  one  of  the  mercurials,  resorcin,  salicylic  acid,  etc.,  usually 
need  to  be  well  rubbed  in. 

Pastes  are  soft  sticky  substances,  usually  composed  of  starch  and 
zinc  oxid  with  a  petroleum  fat  as  the  fatty  constituent.  They  are  in 
reality  a  form  of  ointment  suggested  by  Lassar,  Unna  and  others.  Las- 
sar’s  paste  (see  formula  on  page  485)  to  which  is  commonly  added 
salicylic  acid  ( 1  to  2  per  cent.)  or  Duliring’s  formula  (boric  acid  1  part, 
zinc  oxid  and  starch  3  parts  each,  vaselin  12  parts)  are  of  greater  value 
in  some  eczemas  than  ordinarv  ointments  owing  to  their  porosity,  con¬ 
sistency  and  adhesiveness.  They  rapidly  dry  on  the  surface,  making  a 
thin  protective  covering. 

Oils,  such  as  olive,  linseed  and  sweet  almond,  liquid  petrolatum  and 
oil  of  cade,  may  be  used  in  the  place  of  ointments  for  the  removal  of 
crusts  and  scales  or  variously  medicated  for  therapeutic  action.  Oily 
preparations,  except  when  used  as  a  general  or  local  bath,  should  be 
applied  with  a  medicine  dropper  and  then  rubbed  in  with  a  soft  cloth. 

Fixed  dressings  include  plasters  of  all  types,  collodion,  traumaticin, 
varnishes,  glvcogelatins,  poultices  and  salve-pencils.  They  are  prin¬ 
cipally  used  for  chronic  indurated  psoriasis,  eczema,  lichen  planus,  the 
various  keratoses,  callositas,  clavus  and  in  a  few  instances  the  syphilids 
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and  lupus  vulgaris.  Plasters  are  necessarily  consistent,  exerting  a  con¬ 
tinuous  effect  upon  the  skin.  Resin-plasters  are  less  useful  than  lead- 
plasters  because  they  are  more  irritating.  However,  the  irritating  effects 
of  the  resin  are  entirely  overcome  in  a  good  zinc-oxid  adhesive  plaster 
which  serves  admirably  as  a  simple  protection  or  to  retain  other  dressings 
in  place.  Mercuric  plasters  are  occasionally  useful  especially  in  syph¬ 
ilitic  lesions. 

Unna’s  salve-muslins  or  salve-mulls  are  strips  of  muslin  impregnated 
with  medicated  ointments.  They  may  contain  almost  any  desirable  sub¬ 
stance  and  if  they  are  well  made,  they  should  remain  fresh  and  effi¬ 
cacious  for  several  weeks  or  even  months.  They  are  available  in  der¬ 
mal  conditions  affecting  the  extremities  and  are  usually  agreeable  to  the 
patient.  Lima’s  plaster-mulls  or  plaster-muslins  are  thinly  spread  on 
gutta-percha  cloth  and  may  be  variously  medicated.  They  are  less  ser¬ 
viceable  than  the  salve-mulls  but  are  occasionally  used  for  the  protec¬ 
tion  of  parts  exposed  to  friction. 

Collodion  and  traumaticin  (10  per  cent,  gutta-percha  in  chloroform) 
are  applied  to  protect  or  contract  the  surface  or  to  apply  a  remedy  to 
the  skin.  Their  chief  use  lies  in  the  application  of  such  remedies  as 
chrysarobin  (chrysophanic  acid),  pyrogallol  (pyrogallic  acid),  iodin, 
oil  of  cade,  salicylic  acid,  bismuth,  sulphur,  etc.,  to  limited  areas  of  lupus 
erythematosus,  ringworm,  psoriasis,  scleroderma,  eczema,  callositas,. 
clavus  and  other  keratoses. 

Glycogelatins  are  used  for  protection  and  the  exclusion  of  air.  A 
simple  formula  is  made  by  mixing  on  a  hot  water  bath  1  part  of  zinc 
oxid,  2  of  gelatin,  3  of  glycerin  and  4  of  water.  A  greater  proportion 
of  gelatin  makes  it  firmer  and  causes  it  to  dry  more  quickly;  while  a 
larger  percentage  of  glycerin  makes  a  softer  preparation,  more  accept¬ 
able  to  some  skins  but  interferes  with  complete  drying.  Various  anti¬ 
septic  preparations  may  be  added  to  the  glycogelatins  as  needed. 

Varnishes  may  be  serviceable  in  protecting  the  skin.  They  usually 
contain  glycerin  and  a  single  gum  and  are  especially  useful  applications 
for  the  face  because  of  their  transparent  and  inconspicuous  nature.  All 
varnishes  call  for  careful  preparation  and  may  serve  as  a  base  for  de¬ 
sirable  remedies.  Pick’s  formula  is  often  used  and  is  made  of  5  parts 
of  tragacanth,  2  parts  of  glycerin  and  93  parts  of  distilled  water.  El¬ 
liott’s  bassorin  paste  keeps  better  than  the  preparation  just  mentioned 
and  is  composed  as  follows: 


Bassorin, 

Bjss; 

45’ 

Dextrin., 

3yj ; 

24 

Glycerin., 

3ijss ; 

10 

Aqua, 

q.  s.  ad.  Biij ; 

90 

Poultices  are  usually  objectionable,  applied  to  the  skin,  because  they 
macerate  the  epidermis  and  encourage  the  growth  of  microorganisms. 
They  may  however  he  applied  for  the  purpose  of  softening  and  remov¬ 
ing  crusts,  may  be  used  hot  or  cold,  and  may  be  composed  of  potatoes, 
starch,  bread  and  milk,  oatmeal,  cornmeal  or  tobacco.  They  may  be 
made  antiseptic,  if  desired,  by  the  addition  of  boric  acid,  mercuric 
chlorid  or  formalin. 
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S alve- pencils  are  composed  of  fatty  substances  insoluble  in  water 
while  paste-pencils  are  destitute  of  fat  and  soluble  when  moist.  These 
preparations  are  seldom  used  but  may  be  employed  when  it  is  necessary 
to  apply  arsenious  acid,  cocain,  salicylic  acid  or  one  of  the  mercurials  to 
small  areas.  They  are  pencil-sized  crayons  composed  chiefly  of  wax, 
gum  and  starch. 

Antipruritics  will  be  referred  to  in  detail  elsewhere,  especially  un¬ 
der  pruritus,  urticaria  and  eczema.  Alkaline  lotions  of  borax  or  sodium 
bicarbonate  (2  to  20  grains  to  the  JT  pint)  are  the  simplest  prepara¬ 
tions  used,  but  phenol  (carbolic  acid),  resorcin,  boric  acid,  liquor  carbonis 
detergens  and  other  tarry  preparations,  hydrocyanic  acid,  camphor, 
menthol,  chloral-camphor,  phenol-camphor  and  numerous  other  sub¬ 
stances  in  lotions  or  ointments  are  often  useful.  It  is  unnecessary  to 
mention  the  various  strengths  employed  because  their  specific  use,  espe¬ 
cially  that  of  phenol,  will  be  fully  outlined  later. 

Parasiticides  are  employed  to  destroy  the  grosser  animal  and  vege¬ 
table  parasites.  Thus  sulphur  and  its  compounds  and  the  tar  derivatives 
are  used  for  the  destruction  of  vegetable  parasites;  the  mercurials,  pe¬ 
troleum,  and  staphisagria  for  the  extermination  of  lice ;  and  sulphur, 
balsam  of  Peru  and  styrax  for  the  elimination  of  acari.  Numerous  other 
remedies  such  as  iodin,  betanaphthol,  ichthyol,  aristol  and  phenol  are 
likewise  destroyers  of  parasites  as  well  as  admirable  antiseptics. 

Caustics  are  employed  for  their  destructive  effects.  Many  of  the 
substances  so  used  may  be  employed  in  weaker  strengths  for  the  produc¬ 
tion  of  inflammation  and  counterirritation.  Among  these  agents  may 
be  mentioned  the  thermocautery  (Paquelin  knife),  gaRanocautery,  min¬ 
eral  acids  and  alkalies,  argentic  nitrate,  cupric  sulphate,  zinc  chlorid, 
sodium  ethylate  and  several  mercurials.  Arsenic  and  pyrogallol  have  in 
a  sense  an  elective  affinity  for  certain  diseased  areas,  as  shown  in  the 
treatment  of  epithelioma.  Lactic  acid  and  salicylic  acid  have  a  caustic 
action  if  applied  freely  and  continuously,  but  ordinarily  they  are  more 
useful  as  keratolytics.  The  caustic  action  of  solidified  carbon  dioxid  will 
be  mentioned  in  the  next  paragraph. 

Liquid  air  and  solidified  carbon  dioxid. — Refrigeration  by  the  means 
of  liquid  air  was  first  introduced  by  Campbell  White  in  1899.  In  1905 
Juliusberg  in  Breslau  suggested  carbonic  acid  as  a  substitute  for  liquid 
air.  While  his  results  were  good  he  found  it  difficult  to  apply  and  con¬ 
trol  the  spray.  In  the  same  year  Pusey,  upon  seeing  Dade’s  application 
of  liquid  air  in  the  treatment  of  certain  skin  affections,  suggested  the 
use  of  solidified  carbon  dioxid  as  a  substitute.  Pusey  called  this  a^ent 

j  o 

carbon  dioxid  snow  because  of  its  resemblance  to  snow  in  its  solidified 
state.  Liquid  air  and  carbon  dioxid  snow  produce  very  similar  results. 
The  former  has  a  temperature  of  -  418°  F.,  is  a  bluish- white,  clear  liquid 
which  rapidly  evaporates  when  poured  out.  It  is  difficult  to  manipulate, 
measure  and  control,  presents  no  advantages  over  the  solid  article  and 
at  the  present  time  is  not  used  in  dermatological  practice.  Solid  car¬ 
bonic  acid  while  not  as  cold  as  liquid  air,  being  -  no°  F.,  is  cold  enough 
for  all  practical  purposes.  This  substance  is  obtained  by  the  combus¬ 
tion  of  coke  and  is  a  by-product  in  various  industries.  Carbonic  acid  gas 


72 


TREATMENT 


is  changed  into  liquid  form  by  pumping  it  into  steel  cylinders  under  an 
average  pressure  of  950  pounds  to  the  square  inch.  When  this  sub¬ 
stance  is  allowed  to  escape  in  liquid  form,  it  solidifies  as  a  white  snow- 
like  mass  and  soon  evaporates  into  gas  unless  compressed  into  a  firm 
mass.  If  properly  compressed  it  will  keep  intact  for  an  hour  or  two 
wrapped  in  a  poorly  conducting  substance  such  as  lint  or  cotton  wool 
and  if  preserved  in  a  vacuum  bottle,  will  last  for  a  much  longer  period. 
I  have  employed  this  agent  in  the  treatment  of  more  than  1,500  lesions 
and  while  comparisons  with  other  caustic  methods  avail  little,  it  can  be 
safely  said  that  it  is  a  most  valuable  agent  for  many  dermal  conditions. 
Frequent  reference  in  the  text  will  be  made  regarding  its  specific  use. 
Among  the  diseases  that  are  most  favorably  influenced  by  the  use  of 
solidified  carbon  dioxid  are  epitheliomata,  angiomata,  lymphangiomata, 
tuberculosis  cutis,  the  various  nevi,  verrucse,  the  keratoses,  xeroderma 
pigmentosum,  lepra,  lupus  erythematosus,  X-ray  dermatitis,  clavus,  cal- 
lositas,  chloasma,  lentigo,  tattoo  marks,  powder  stains,  keloids,  scars, 
hydrocystoma,  adenoma  sebaceum,  xanthoma,  colloid  milium,  acne, 
psoriasis,  rosacea,  sycosis,  furunculus,  carbunculus  and  many  of  the 
rarer  new-growths.  Its  use  as  a  local  anesthetic,  preliminary  to  minor 
surgical  procedure,  is  well  known. 

Liquid  carbon  dioxid  is  obtained  in  cylinders  of  two  to  forty  pounds 
from  any  soda-water  fountain  supply  company.  When  ready  to  draw 
off  the  carbon  dioxid,  the  cylinder  should  either  be  placed  vertically  with 
the  valve  end  pointing  downward,  or  at  an  angle  with  the  valve  end  at 
a  lower  level  than  the  other,  in  order  that  the  gas  may  come  out  in  a 
liquid  state.  A  great  many  methods  for  collecting,  molding  or  com¬ 
pressing  and  applying  this  agent  have  been  suggested.  Thus  there  are 
differences  in  the  valve,  its  opening  and  the  necessary  key  to  manipulate 
it  with.  Various  receptacles  for  collecting  the  snow  have  been  sug¬ 
gested  such  as  a  piece  of  chamois  which  fits  like  a  bag  with  the  opening 
at  the  valve.  The  chamois  should  be  held  tightly  while  the  key  of  the 
valve  is  manipulated  so  that  the  gas  may  escape  in  rushes  and  not  con- 
tinuously.  The  carbon  dioxid  solidifies  on  the  inner  side  of  the  chamois 
and  when  a  bulging  of  the  latter  can  be  appreciated,  it  should  be  squeezed 
so  as  to  mold  the  snow  together  before  opening  the  bag.  It  is  often 
possible  to  collect  the  snow  in  a  wooden  or  metal  cylinder  fitted  to  the 
valve.  Among  the  outfits  sold  for  the  purpose  of  collecting  and  molding 
solidified  carbon  dioxid  may  be  mentioned  the  Vienna  apparatus  used 
extensively  in  Europe,  the  Prana  and  Hall-Edwards  outfits  used  in  Eng¬ 
land  and  the  Gooseman  apparatus  used  in  America.  The  detailed  man¬ 
agement  of  these  simple  instruments  can  be  easily  appreciated  by  their 
use.  The  necessary  amount  of  snow  having  been  collected,  it  must  be 
handled  by  the  operator  with  a  small  piece  of  chamois  so  as  to  protect 
himself.  It  is  then  applied  directly  to  the  diseased  area  with  slight, 
moderate  or  firm  pressure  for  ten  to  sixty  seconds  or  even  longer,  de¬ 
pending  upon  the  disease  treated  and  the  object  to  be  obtained.  When 
the  snow  is  withdrawn,  the  area  is  frozen  white  and  hard,  decidedly  de¬ 
pressed  with  a  slight  surrounding  erythematous  zone.  In  a  few  minutes 
the  frozen  lesion  thaws  out,  appears  red  and  swollen  and  later  a  vary- 
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ing  amount  of  vesiculation  or  bleb-formation  is  noticeable.  This  last 
development  may  rupture  or  be  punctured  and  in  the  course  of  from 
five  to  ten  days,  thin  crusting  is  usually  noticeable.  In  from  one  to  two 
weeks  the  lesion  is  clean,  leaving  a  whitish  mark  or  possibly  a  super¬ 
ficial  scar,  which  usually  is  not  disfiguring.  Pain  is  an  inconstant  feature, 
rarely  objectionable,  but  of  course  it  varies  with  the  location  and  nature 
of  the  lesion  and  the  peculiarities  of  the  patient.  No  after  treatment  is 
necessary  unless  the  clothing  rubs  the  part  frozen.  Simple  protective 
and  mildly  antiseptic  preparations  like  boric  acid  may  be  applied  in 
powder  or  ointment  if  there  be  a  superficial  abrasion  or  ulcer.  Ulcera¬ 
tion  never  ensues  except  from  long  and  deep  pressure;  even  then  the 
sloughing  is  of  a  dry  character.  Observation  will  show  whether  the 
action  of  one  treatment  is  sufficient.  If  not,  it  may  be  repeated  as  soon 
as  the  area  treated  has  entirely  reacted  from  the  previous  freezing.  It 
is  my  practice  to  allow  at  least  three  weeks  to  intervene  between 
freezings. 

A  few  practical  points  in  the  application  of  solidified  carbon  dioxld 
may  not  be  amiss.  Crusts,  scales  and  horny  surfaces  should  be  removed 
to  allow  a  more  rapid  effect.  The  snow  may  be  molded  or  cut  with  a  knife 
so  as  to  correspond  to  the  shape  and  size  of  the  lesion.  Thin  sheet-lead 
may  be  cut  to  exactly  fit  lesions  of  very  irregular  outline.  This  lead  is 
then  placed  on  the  lesion  and  the  snow  placed  on  it.  It  is  wise  to  pro¬ 
tect  the  surrounding  tissues  by  applying  chamois  or  asbestos  with  an 
opening  just  long  enough  to  expose  the  spot  to  be  treated.  Superficial 
lesions  of  great  extent,  such  as  may  be  seen  in  some  cases  of  lupus  ery¬ 
thematosus,  and  lesions  in  the  mouth  or  interior  of  the  nostrils  may  be 
conveniently  treated  by  dissolving  solidified  carbon  dioxid  in  ether.  This 
semigelatinous  liquid  is  then  painted  on  the  surface  with  a  camel’s  hair 
brush  and  the  frozen  condition  easily  maintained  by  continuous  appli¬ 
cations  of  the  mixture.  Areas  that  have  been  exposed  to  the  X-rays  or 
radium  are  particularly  sensitive  to  refrigeration.  Hence  it  may  be  ad¬ 
vantageous  in  individual  cases  to  give  a  preliminary  treatment  with  the 
X-rays  or  radium  because  thereby  shorter  and  more  superficial  freezing 
is  possible  and  less  scarring  probable.  The  effect  produced  on  the  skin 
by  freezing  varies  with  the  amount  of  pressure  exerted  and  the  dura¬ 
tion  of  the  application.  The  depth  to  which  the  skin  is  frozen  naturally 
depends  directly  upon  the  amount  of  pressure.  If  the  pressure  is  light 
the  freezing  is  superficial;  if  moderate,  a  little  deeper;  or  if  firm,  the 
tissue  may  be  frozen  to  a  depth  of  fig  inch  or  more.  The  degree  of  pres¬ 
sure  must  be  regulated  somewhat  by  the  location  of  the  lesion.  Thus  a 
soft  part  can  easily  stand  deep  pressure  while  skin  over  a  bone  must  re¬ 
ceive  a  much  lighter  treatment.  The  duration  of  the  application  depends 
upon  the  effect  desired  and  should  always  be  timed  with  a  watch.  The 
reaction  varies  with  the  part  frozen  and  is  more  marked  where  the 
blood  supply  is  poorest  such  as  the  toes  and  the  rims  of  the  ears.  Young 
children  show  a  more  intense  reaction  after  applications  than  adults  do 
for  treatments  of  the  same  length.  Horny  lesions  and  new-growths  of 
great  depth  naturally  demand  longer  applications.  The  approximate 
duration  of  refrigeration  will  be  mentioned  in  the  text  under  the  various 
diseases. 
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Counterirritation  may  be  produced  by  the  action  of  blisters,  sinapisms 
or  caustics  over  the  vasomotor  centers,  as  suggested  by  Crocker.  Occa¬ 
sionally  this  method  assists  in  relieving  obstinate  skin  lesions. 

Hyperemic  treatment. — The  production  of  active  or  passive  hyper¬ 
emia  is  useful  in  such  diseases  as  eczema,  psoriasis,  keloid,  scars,  alopecia 
areata,  tuberculosis  cutis,  syphilis  and  the  various  staphylococcus  infec¬ 
tions.  Hyperemia  signifies  an  improved  metabolism  of  the  tissues  due 
to  an  increased  blood  supply  in  the  part,  followed  by  the  active  removal 
of  deleterious  substances  by  the  dilated  veins.  Active  or  arterial  hy¬ 
peremia  is  produced  by  local  hot  air.  The  hot  air  systems  may  be  di¬ 
vided  into  two  classes,  dry  hot  air  represented  by  the  Turkish  bath  and 
moist  hot  air  as  found  in  the  vapor  or  Russian  bath.  Passive  or  venous 
hyperemia  is  produced  by  elastic  bands  or  bandages  which  alter  the  cir¬ 
culation  of  the  part  or  by  suction  glasses  or  exhaustion  apparatus.  In 
dermal  practice  our  interest  is  confined  to  two  methods:  the  first  is 
radiant  heat  which  necessitates  Bier’s  non-luminous  apparatus,  or  Dow- 
sing’s  luminous  form ;  the  second  method  is  by  suction  or  exhaustion 
cups  introduced  a  few  years  ago  by  Bier  who  worked  out  scientifically 
the  relation  existing  between  the  rubber  ball  and  the  glass  cup  which,  in 
various  sizes  and  shapes,  comprises  his  apparatus.  For  the  details  of 
these  processes,  the  student  is  referred  to  any  book  on  hyperemic 
treatment.  Hyperemia  of  the  skin  may  be  produced  by  friction  or  mas¬ 
sage.  This  branch  of  local  treatment  has  been  developed  along  scientific 
lines  in  recent  years  and  often  proves  useful  in  cases  of  dermatitis  re¬ 
sulting  from  stasis  or  faulty  circulation  with  a  tendency  to  local  edema. 
While  hand  manipulations  are  usually  preferable,  vibration  and  mechan¬ 
ical  vibratory  massage  are  occasionally  employed. 

Mechanical  and  operative  measures  are  often  needed  in  the  practice 
of  dermatology.  The  former  includes  bandages,  suspensories,  elastic  and 
inelastic  stockings,  caps,  masks,  gloves  and  mittens  of  various  fabrics 
and  many  less  important  items.  Operations  are  mostly  of  a  minor  na¬ 
ture  and  include  excision,  skin-grafting,  curetting,  incision  or  punctur¬ 
ing,  epilation,  linear,  punctate  and  multiple  scarifications,  extraction  of 
comedones  and  cutaneous  trephining.  Besides  instruments  (many  of 
which  are  illustrated  in  the  text)  needed  for  these  measures,  it  is  neces¬ 
sary  for  the  physician  to  have  the  ordinary  surgical  outfit. 

Electricity  plays  an  important  part  in  present-day  therapeutics,  rela¬ 
tively  more  important  in  cutaneous  treatment  than  in  many  other 
branches  of  medicine.  The  galvano  cautery  and  the  thermocautery 
(Paquelin  cautery  and  a  small  modification,  the  microcautery  of 
Unna)  are  used  for  their  caustic  and  destructive  effect,  especially  in 
lupus  vulgaris  involving  the  mucous  membranes.  Galvanism  has  been 
used  generally  as  a  sedative  and  locally  for  pruritus  and  Raynaud’s  dis¬ 
ease  and  for  the  relief  of  the  pain  in  herpes  zoster.  Faradic  and  static 
electricity  are  not  used  for  specific  purposes  in  dermatology,  but  on  the 
same  indications  that  would  call  for  their  use  in  general  medicine. 

Cat  a  phoresis  ( ionisation  or  ionic  medication )  consists  of  the  intro¬ 
duction  into  the  skin  of  drugs  dissolved  by  the  constant  or  galvanic 
current.  By  this  means  certain  substances,  alone  incapable  of  pene- 
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trating  the  tissues,  are  able  to  do  so  with  the  assistance  of  the  electric 
current  and  at  the  same  time  they  preserve  their  chemical  and  thera¬ 
peutic  properties.  Mention  will  be  made  in  the  text  of  the  cataphoretic 
use  of  such  remedies  as  sodium  chlorid,  potassium  iodid,  iodin,  chlorin, 
mercury,  copper,  zinc  and  cocain  as  they  relate  to  alopecia,  chloasma, 
keloid,  morphea  and  other  diseases. 

Electrolysis  represents  the  application  of  a  galvanic  current  as  a 
cauterizing  or  destructive  agent  and  is  useful  in  the  treatment  of  hyper¬ 
trichosis,  nevi,  warts  and  other  new-growths.  Under  the  discussion  of 
the  treatment  of  the  first  named  disease  will  be  found  a  detailed  descrip¬ 
tion  of  the  technic. 

High-frequency  currents  (also  known  as  high-tension  currents)  were 
first  practically  employed  in  general  therapeutics  by  D’Arsonval  but  it 
was  Oudin  who  gave  us  the  initial  knowledge  of  their  use  for  diseases 
of  the  skin.  There  are  a  number  of  types  known  as  high-frequency 
currents  of  which  the  autocondensation,  the  autoconduction  and  the 
heliocoidal  shunt  of  D’Arsonval,  the  resonator  of  Oudin  and  the  hy¬ 
perstatic  of  Piffard  are  the  most  important.  The  last  two  are  chiefly 
used  for  skin  lesions.  My  personal  experience  has  been  largely  with 
the  Oudin  resonator  and  as  an  adjunct  to  other  measures  in  the  treat¬ 
ment  of  seborrhea,  alopecia  areata  and  prematura,  acne,  rosacea,  urti¬ 
caria,  eczema,  pruritus  and  other  paresthesias,  lichen  planus,  lupus  ery¬ 
thematosus,  lupus  vulgaris,  varicose  ulcers,  etc.,  it  is  most  valuable. 
These  currents  have  a  general  and  local  tonic  effect,  reducing  high 
arterial  tension  in  many  cases  and  improving  metabolism  by  increasing 
the  hemoglobin  in  the  blood.  They  are  applied  by  means  of  different 
electrodes  of  which  the  hammer-shaped  glass  vacuum  is  the  most  used. 
Glass-pointed,  carbon,  brush  metallic  (producing  an  effluve),  solid 
metal  and  pointed  metallic  (known  as  fulguration  or  high-frequency 
sparking,  for  decided  limited  action)  electrodes  may  be  employed  as 
needed.  They  may  be  held  just  far  enough  from  the  skin  to  prevent 
sparking,  in  actual  contact  with  area  treated,  or  at  a  distance  to  insure 
sparking.  If  general  administration  is  desired,  the  patient  lies  on  a  con¬ 
denser  and  holds  an  electrode.  The  so-called  unipolar  X-ray  tube,  con¬ 
nected  with  the  Oudin  resonator,  gives  off  X-rays  when  coming  in  con¬ 
tact  with  the  surface,  and  has  a  limited  sphere  of  usefulness. 

Radiotherapy  ( Rontgen-ray  Treatment ;  X-ray  Treatment)  is  well 
established  as  a  therapeutic  agent  and  nearly  all  dermatoses  have  been 
treated,  at  least  experimentally,  by  this  means.  Freund  and  Schiff  were 
mainly  responsible  for  the  introduction  of  the  X-rays  in  dermatology, 
but  since  that  period  many  investigators  have  added  much  to  the  exact 
knowledge  and  application  of  radiotherapy.  Such  diseases  as  epi¬ 
thelioma,  tuberculosis  cutis,  acne,  rosacea,  sycosis,  ringworm,  favus, 
eczema,  psoriasis,  hypertrichosis,  lupus  erythematosus,  keloid,  sarcoma 
cutis  and  mycosis  fungoides  are  amenable  to  the  X-rays.  They  are  in¬ 
directly  germicidal  through  tissue  reaction,  as  is  shown  by  the  cessation 
of  purulent  discharges  in  eczema  and  cancer  after  their  applications. 
Cells  of  embryonic  type  become  degenerated  without  the  surrounding 
healthy  stroma  being  affected,  and  hence  it  is  possible  for  hair-follicles 
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and  sebaceous  glands  to  become  atrophied  when  subjected  to  the  X-rays. 
For  the  clinical  behavior  and  pathological  action  of  the  Rontgen-rays, 
the  reader  is  referred  to  the  article  on  X-ray  dermatitis. 

Two  forms  of  apparatus  are  in  use;  one  employing  the  static  ma¬ 
chine  and  the  other,  an  induction  coil  with  electric  current  or  storage 
batteries  attached.  The  coil  is  preferable  and  may  have  a  double  or 
triple  winding  in  the  primary,  may  be  connected  in  parallel  or  in  series 
and  should  furnish  a  12-inch  spark.  Of  the  four  interrupters  that  are 
in  use,  known  as  the  turbine,  the  mercury  dip,  the  electrolytic  and  the 
mechanical  (vibratory),  I  prefer  the  last  mentioned.  A  voltmeter,  am¬ 
meter  and  tachometer  may  be  used  to  indicate,  respectively,  voltage, 
amperage  and  frequency  of  interruptions.  Lead  plate  is  usually  placed 
between  the  patient  and  the  tube,  an  opening  being  made  slightly  larger 
than  the  area  which  is  to  be  treated.  Rontgen  discovered  that  sheet-lead 
one-sixteenth  of  an  inch  thick  was  impervious  to  all  rays,  but  in  prac¬ 
tice  one  thirty-second  of  an  inch  is  sufficiently  thick.  The  Friedlander 
shield,  or  similar  hood  or  box,  is  a  convenient  method  of  protection 
when  it  can  be  used.  Aluminum  screens  have  been  advised  in  the  treat¬ 
ment  of  deep  lesions,  so  as  to  intercept  the  superficially  acting  rays, 
which  cause  an  earlv  dermatitis. 

j 

The  question  of  the  condition  of  X-ray  tubes  is  important.  Tubes 
are  known  as  “hard”  and  “soft.”  The  former  shows  marked  resistance 
to  the  passage  of  the  current  because  the  vacuum  is,  relatively,  more  per¬ 
fect.  Its  rays  are  penetrating,  contain  fewer  of  the  superficially  ab¬ 
sorbed  rays  and  hence  the  skin  is  not  affected  quickly,  but  only  after  a 
number  of  exposures.  Naturally  the  characteristics  of  the  soft  tube  are 
the  reverse.  Soft  tubes  are  better  suited  for  fluoroscopic  work,  because 
the  contrast  between  flesh  and  bones  is  more  evident.  When  possible  a 
regulating  device  should  be  attached  to  all  tubes,  because  they  become 
hard  from  use,  while  rest  will  soften  a  hard  tube  to  some  degree.  A 
new  tube  will  give  out  more  X-rays  than  an  older  one.  Regarding  the 
choice  of  tubes,  it  may  be  said  in  general  that  soft  or  moderately  soft 
tubes  are  needed  for  the  treatment  of  superficial  skin  lesions.  How¬ 
ever,  a  reaction  should  be  anticipated  and  the  treatment  stopped,  because 
a  long  continued  raying  is  not  necessary  when  a  soft  tube  is  used.  For 
epithelioma,  while  a  hard  tube  is  preferable,  the  exact  quality  should 
depend  upon  the  duration,  depth  and  extent  of  the  individual  lesion. 

Technic  of  X-raying  hinges  upon  the  choice  of  the  fractional  or 
massive  dose  methods.  The  former  is  largely  used  in  America  while 
the  latter  has  long  been  employed  in  Europe.  While  some  details  con¬ 
cerning  X-ray  technic  will  be  found  scattered  through  the  text,  a  brief 
outline  of  the  differences  in  these  methods  will  not  be  amiss.  Schiff  and 
Freund  early  devised  a  reasonable  regime  for  the  fractional  method, 
without  the  use  of  instruments  of  precision.  They  suggested  that  the 
coil  should  furnish  a  spark  gap  of  30  cm. ;  that  there  should  be  a  pri¬ 
mary  current  of  12  volts  and  1 J/2  amperes,  with  interruptions  of  600  to 
1,000  per  minute;  that  the  tube  should  be  placed  15  cm.  distant  from  the 
lesion  treated,  gradually  reducing  the  distance  to  5  cm. ;  that  the  time 
of  the  first  treatment  should  be  five  minutes,  which  mav  be  increased 
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gradually  to  fifteen  minutes ;  and  that  treatments  should  be  given  once, 
twice  or  three  times  in  a  week. 

Methods  for  measuring  the  quantity  and  quality  of  the  rays  may 
be  divided  into  the  indirect  and  direct.  The  former  depends  largely 
upon  the  operator  and  is  accurate  enough  for  the  fractional  method  but 
not  exact  enough  for  the  more  definite  massive  dose.  The  indirect 
method  employs  a  milliamperemeter  to  ascertain  the  amount  of  current 
going  through  the  tube,  which  is  usually  the  same  for  each  treatment. 
The  spark  gap  is  placed  at  a  uniform,  selected  distance  to  register  the 
resistance  in  the  current  and  the  anode  of  the  tube  is  alwavs  located 

J 

at  the  same  number  of  inches  from  the  surface  to  be  treated.  With 
these  constant  factors,  an  experienced  operator  can  approximately  meas¬ 
ure  the  quality  (penetration)  and  quantity  of  the  administered  ray. 
While  the  direct  method  may  utilize  any  or  all  of  the  factors  just  men¬ 
tioned,  it  calls  for  the  use  of  instruments  which  directly  estimate  the 
quality  and  quantity  and  is  better  suited  for  scientific  work.  Among  the 
best  instruments  for  the  latter  purpose  are  the  Sabouraud-Noire  radio¬ 
meter  and  the  Holzknecht  radiometer.  Among  the  forms  of  apparatus, 
designed  to  judge  the  quality  or  penetration  of  the  ray,  are  the  Benoist 
radiochromometer  and  the  Benoist-Walter  and  Wehnelt  scales.  There 
are  many  other  schemes  devised  for  the  same  purposes  as  the  ones  men¬ 
tioned  and  a  number  of  combinations  will  prove  efficacious  if  properly 
understood.  Specific  references  will  be  found  in  the  text  to  both  the  di¬ 
rect  and  indirect  systems  of  measurement  and  to  the  fractional  and  mas¬ 
sive  dose  methods  but  the  reader  must  have  recourse  to  a  modern  book 
on  the  X-rays  for  the  details  of  radiotherapy. 

Radium  ( radium-therapy )  and  other  radioactive  substances  have 
been  recommended  and  employed  successfully  in  recent  years  in  place 
of  the  X-rays.  Becquerel  rays  is  a  term  employed  to  describe  those 
phenomena  noted  by  Becquerel  in  1896  when  he  demonstrated  the  ra¬ 
diating  power  of  uranium  and  some  of  its  salts.  It  might  include  the 
emanations  and  radiations  given  off  by  radium,  which  the  Curies  sepa¬ 
rated  together  with  polonium  from  pitchblende.  From  radium  and  its 
salts  are  derived  at  least  three  varieties  of  rays,  one  has  bactericidal  and 
slightly  penetrating  properties,  while  the  other  two  seem  similar  to  the 
cathode  and  X-rays  respectively.  The  action  of  radium,  clinically  and 
pathologically,  is  similar  in  many  respects  to  the  Rontgen-rays,  and 
hence  its  use  in  all  of  the  diseases  which  have  been  treated  by  the  latter 
agency.  Brilliant  results  have  been  reported  from  radium-therapy  in 
epithelioma,  tuberculosis  cutis;  eczema,  nevi,  pruritus  and  other  dis¬ 
eases.  I  have  employed  in  the  past  eight  years  specimens  with  a  radio¬ 
activity  varying  from  7,000  to  600,000  units  but  at  the  present  time 
limit  myself  in  office  practice  to  specimens  of  200,000  units  or  more. 
The  weaker  preparations,  being  inexpensive  and  safer,  may  be  entrusted 
to  patients  for  home  use  with  careful  instructions.  Radium  may  be  ap¬ 
plied  in  a  properly  shaped  applicator  or  if  on  the  surface,  the  containing 
glass  or  aluminum  capsule  or  receptacle  may  be  fastened  with  adhesive 
plaster.  The  duration  of  the  treatments  varies  from  20  minutes  to  two 
hours  daily  or  less  often. 
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Actinotherapy  {phototherapy) . — The  bactericidal  properties  of  light 
have  been  known  for  many  years  but  it  remained  for  Finsen  of  Copen¬ 
hagen  in  1896  to  demonstrate  the  practical  use  of  light-therapy  in  cu¬ 
taneous  diseases.  His  method  may  briefly  be  defined  as  the  focusing 
of  concentrated  chemical  rays  of  light,  deprived  of  their  heat  rays,  on  a 
small  area.  Exsanguination  of  the  part  treated  is  necessary  to  insure 
a  deeper  penetration  of  the  light  and  to  facilitate  an  acute  inflammatory 
reaction.  This  is  assured  by  compressors  made  of  two  quartz  lenses, 
held  together  by  a  metal  rim  so  as  to  leave  space  between,  through  which 
cold  water  constantly  circulates  to  prevent  the  heating  of  the  lens.  The 
compressors  are  held  in  place  by  an  attendant  in  Finsen’s  Institute,  but 
mechanical  means  are  usually  employed  elsewhere  to  hold  them  in  place. 
At  first  sunlight  was  used  by  Finsen  but  later  an  arc  light  of  60  to  80 
amperes  and  about  70  volts  was  condensed  by  a  series  of  lenses  in¬ 
closed  in  a  metal  tube  which  was  filled  with  distilled  water  to  absorb  the 
heat  rays.  The  lenses  are  made  of  rock  crystal  and  the  collecting  lenses 
are  7  cm.  in  diameter.  The  rays  are  brought  to  a  focus  about  six  inches 
from  the  lower  end  of  the  tube.  An  outer  compartment  containing  cold 
water  surrounds  the  whole  apparatus,  thus  affording  additional  preven¬ 
tion  from  overheating.  Four  patients  may  be  treated  at  the  same  time 
by  this  lamp  by  placing  a  system  of  condensers  in  each  quadrant  of  the 
circle. 

In  private  work,  the  small  lamp  devised  by  Finsen  and  Reyn,  which 
embraces  the  same  system  of  condensers  but  consists  of  one  lens  of 
shorter  focal  distance,  will  suffice.  In  this  variety  the  arc  is  so  directed 
that  the  strongest  rays  fall  directly  on  the  first  lens,  and  only  20  amperes 
and  55  volts  are  necessary.  In  all  cases  the  light  must  fall  perpendicu¬ 
larly  upon  the  affected  area  which  must  be  constantly  exsanguinated. 
Lenses  of  condensers  and  compressors  must  be  clean,  and  to  this  end 
they  should  be  washed  with  antiseptic  solutions  after  each  treatment. 
Air  bubbles  should  not  be  allowed  on  the  lenses  and  the  distilled  water 
should  be  free  from  dust  and  dirt.  Exposures  vary  from  fifteen  minutes 
to  two  hours,  and  are  repeated  when  the  reaction  has  subsided,  which 
takes  from  one  to  two  weeks.  The  reaction  usually  develops  in  six  to 
twenty- four  hours,  and  may  vary  from  an  erythema  to  a  vesicular  or 
bullous  dermatitis.  Necrosis  of  healthy  tissue  rarely  results,  hence 
scarring  is  absent  or  slight.  Pigmentations  and  dilatation  of  superficial 
blood-vessels  may  persist  beyond  the  ordinary  time  for  resolution.  The 
painlessness  of  actual  treatment  and  the  smooth,  neat  scars  are  points 
to  be  recommended. 

Phototherapy  is  limited  in  its  application.  It  is  sure  to  prove  tedious 
and  expensive  for  extensive  areas  because  only  small  areas  averaging 
less  than  an  inch  in  diameter  can  be  treated  at  one  time.  The  parts  to 
be  treated  must  be  free  from  exudation  and  capable  of  exsanguination. 
Mucous  membranes  are  inaccessible.  Further,  it  must  be  remembered 
the  penetration  of  the  rays  is  limited.  A  thorough  and  careful  technic 
is  essential  to  the  successful  treatment  of  lupus  vulgaris  (for  which  it  is 
especially  effective)  and  some  cases  of  lupus  erythematosus,  alopecia 
areata,  rosacea,  eczema,  nevi,  etc.  In  order  to  decrease  the  expense  and 
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to  obtain  more  rapid  results,  a  number  of  modifications  of  the  Finsen 
apparatus  have  been  put  on  the  market.  While  not  attempting  to  lessen 
the  virtue  of  these  machines  for  some  few  purposes,  I  desire  to  pro¬ 
test  against  the  comparison  of  their  work  with  that  of  the  original  Fin- 
sen  apparatus,  because  such  records  are  not  trustworthy  nor  scientific, 
and  hinder  rather  than  advance  the  progress  of  actinotherapy.  Chief 
among  the  modifications  are  the  Kromayer  quartz,  the  Lortet-Genoud 
and  the  London  Hospital  lamps,  in  which  the  source  of  light  can  be 
brought  within  two  inches  of  the  surface  to  be  treated.  Exsanguination 
is  produced  by  pressing  the  affected  part  firmly  on  the  face  of  the  front 
lens.  An  arc  light  is  employed,  having  carbon  electrodes,  an  amperage 
of  io  to  12  and  a  voltage  of  55.  Many  smaller,  less  reliable  and  less 
expensive  lamps,  using  iron  and  other  metal  electrodes  or  the  high- 
tension  condenser  spark,  are  employed  to  produce  the  ultra-violet  rays 
in  varying  quantity.  These  have  no  penetrating  power,  since  the  rays 
are  absorbed  by  the  epidermis  and  hence  are  suitable  only  for  superficial 
skin  lesions. 
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A  perfectly  satisfactory  classification  of  skin  diseases  has  not  yet 
been  promulgated.  To  exemplify  some  of  the  difficulties  which  must 
be  surmounted,  a  few  references  to  past  endeavors  in  this  line  will 
prove  instructive.  Mercurialis  in  the  sixteenth  century  introduced  a 
regional  classification  by  grouping  skin  diseases  according  to  their 
regional  situation,  without  special  regard  for  the  nature  of  the  lesions 
themselves.  This  arrangement  sufficed  for  more  than  a  hundred  and  fifty 
years,  when  Turner  divided  cutaneous  diseases  into  two  general  classes, — 
of  the  head  and  of  the  body, — each  with  several  divisions  and  sub¬ 
divisions,  intended  to  show  the  differences  of  the  lesions  as  to  shape  and 
other  qualities.  To  eruptions  of  uncertain  location,  he  gave  such  names 
as  svphilides,  psorides,  scrofulides,  ephilides,  etc.,  some  of  which  continue 
in  use  at  the  present  day.  In  1776  Plenck  made  the  first  classification 
based  on  the  objective  character  of  the  primary  and  secondary  lesions  or 
the  parts  involved,  as  follows:  (1)  Macules,  (2)  Pustules,  (3)  Vesicles, 
(4)  Bullae,  (5)  Papules,  (6)  Crusts,  (7)  Scales,  (8)  Callosities,  (9) 
Excrescences,  (10)  Ulcers,  (11)  Wounds,  (12)  Cutaneous  Insects, 
(13)  Diseases  of  the  Nails,  (14)  Diseases  of  the  Hair.  Willan,  and 
subsequently  Bateman,  modified  Plenck ’s  classification,  reducing  the  dif¬ 
ferent  classes  to  nine:  Papules,  Scales,  Exanthemata,  Bullae,  Pustules, 
Vesicles,  Tubercles,  Macules  and  Dermal  Excrescences.  Next  in  im¬ 
portance  came  the  anatomical  classification  of  Erasmus  Wilson  who 
grouped  skin  diseases  according  to  the  part  in  which  they  originated,  as 
(1)  Diseases  of  the  Derma,  (2)  Diseases  of  the  Sudoriparous  Glands, 
(3)  Diseases  of  the  Sebaceous  Glands,  (4)  Diseases  of  Hair  and  Hair- 
follicles.  A  simple  physiological  plan  of  grouping  cutaneous  diseases 


8o 


CLASSIFICATION 


was  formulated  by  Barensprung,  who  suggested  ( i )  Disturbances  of 
Innervation,  (2)  Disturbances  of  Secretion,  (3)  Disturbances  of  Nu¬ 
trition. 

The  best  known  and  most  popular  system  is  that  elaborated  by 
Rokitansky  and  Hebra  in  1845  and  with  modifications,  it  is  still  em¬ 
ployed  as  the  best  framework  for  practical  use.  They  classified  derma¬ 
toses  by  their  pathological  anatomy,  except  one  group,  diseases  caused 
by  parasites,  where  the  etiological  factors  were  recognized.  The  classes 
of  this  system  are  (1)  Hyperemias,  (2)  Anemias,  (3)  Anomalies,  (4) 
Exudations,  (5)  Hemorrhages,  (6)  Hypertrophies,  (7)  Atrophies,  (8) 
Neoplasms,  (9)  Pseudoplasms,  (10)  Ulcerations,  (11)  Neuroses,  (12) 
Diseases  caused  by  parasites.  As  illustrating  real  endeavor  toward  sci¬ 
entific  classification  should  be  mentioned  the  radical  system  of  Auspitz 
(1881),  as  elaborated  by  Bronson  in  1887,  wherein  the  anatomical  seat 
of  the  disease  is  taken  as  the  basis  and  the  pedigree  of  diseases  is  shown 
by  subdivisions  into  orders,  tribes,  families,  genera,  and  species.  While 
undoubtedly  scientific,  this  scheme  is  too  complex  and  detailed  to  serve 
the  student  as  a  basis  for  satisfactory  work. 

Bazin  and  other  French  writers  have  sought  to  classify  skin  dis¬ 
eases  according  to  their  real  or  supposed  causes.  Bazin  suggested  three 
divisions:  (1)  Affections  due  to  external  causes,  (2)  Affections  of  in¬ 
ternal  origin,  including  those  consecutive  to  some  constitutional  disor¬ 
der,  (3)  Cutaneous  deformities,  congenital  or  acquired.  In  the  effort 
to  perfect  this  system,  a  relation  was  assumed  to  exist  between  certain 
constitutional  diseases  and  cutaneous  eruptions,  which  had  little  founda¬ 
tion  in  fact.  An  increasing  knowledge  of  etiology  will,  in  all  prob¬ 
ability,  eventually  permit  a  practical  classification  of  cutaneous  diseases 
according  to  their  principal  etiological  relations.  Unna,  Piffard  and 
others  have  proposed  classifications  in  this  line  but  these  suggestions 
have  not  been  generally  accepted.  Actuated  by  a  desire  to  avoid  the  in¬ 
consistencies  of  these  classifications,  some  of  the  American  and  French 
authors  have  adopted  the  alphabetic  arrangement.  This  may  be  an  easy 
way  out  of  the  difficulty  and  is  satisfactory  in  epitomal  treatises  and 
quiz  compends.  However,  I  believe  that  a  classification,  no  matter  how 
imperfect,  based  on  pathological  and  anatomical  features,  contains 
enough  information  to  the  student  to  warrant  its  adoption.  Hence,  in 
this  book,  I  have  employed  the  Hebra  system  as  modified  by  Crocker  and 
Duhring,  plus  changes  warranted  by  recent  investigations  and  my  own 
experience. 
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CLASS  I.— HYPEREMIAS  AND  INFLAMMATIONS 

The  above  heading  is  selected  for  this  class  because  the  distinction 
between  congestion  and  inflammation  is  one  of  clinical  rather  than  patho¬ 
logical  necessity,  and  no  sharp  line  can  be  drawn  between  the  congestive 
and  inflammatory  dermatoses,  hence  any  separate  classification  is  con¬ 
fusing.  It  is  also  thought  unnecessary  to  specify  a  group  of  anemias, 
which  are  not  diseases  per  se,  but  expressions  of  systemic  disturbances 
shown  in  the  skin  following  a  reduction  in  the  quantity  of,  or  a  change 
in  the  quality  of  the  blood. 


ERYTHEMA 

The  term  erythema,  used  alone,  is  an  indefinite  one,  indicating  a 
hyperemia  or  redness  of  the  skin,  which  may  be  exudative  or  simply 
congestive.  It  is  often  difficult  to  draw  a  distinct  line  between  these 
forms  and  a  true  dermatitis. 

ERYTHEMA  HYPEREMICUM 

✓'N 

( Erythema  simplex ) 

Definition.-  -A  congestive  disorder  of  the  skin,  usually  caused  by 
some  disturbance  of  the  vasomotor  nervous  system  and  characterized 
by  pink  or  red  non-elevated  patches  of  variable  size  and  shape. 

Symptoms. — Redness  of  almost  any  hue,  which  always  disappears 
under  pressure,  no  signs  of  infiltration,  induration  or  elevation,  and 
mild  subjective  symptoms,  such  as  burning,  itching,  stinging  or  biting, 
may  be  noted.  The  irritation  may  be  widely  distributed  or  localized, 
of  almost  any  size,  due  to  the  coalescence  of  smaller  lesions,  but  usually 
of  an  irregularly  rounded  shape. 

Erythema  neonatorum  is  a  diffused,  often  universal  redness  of  the 
skin,  beginning  soon  after  birth,  and  usually  caused  by  friction  from 
washing,  rubbing,  or  the  clothing.  There  is  no  desquamation  and  the 
whole  condition  disappears  within  a  week.  There  may  be  a  change 
from  a  red  to  a  yellowish  color  of  the  skin,  and  occasionally  a  few  hem¬ 
orrhagic  points. 

Erythema  traumaticum  is  the  simplest  irritation  from  pressure,  fric¬ 
tion,  rubbing,  etc.,  such  as  would  develop  from  the  pressure  of  a  truss, 
pad,  tight  garters  or  eye-glasses. 

Erythema  caloricum  is  a  redness  from  exposure  to  the  extremes  of 
temperature,  heat  or  cold.  When  this  erythema  results  from  the  in- 
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fluence  of  the  sun’s  rays,  it  is  called  erythema  solare.  When  due  to 
exposure  to  artificial  heat,  such  as  would  occur  on  the  anterior  surfaces 
of  the  legs  of  cooks,  stokers,  and  kitchen  employees,  it  is  called  erythema 
ab  igne,  and  often  presents  annular  and  gyrate  patches. 

Erythema  venenatum  is  applied  to  the  local  redness  caused  by  the 
superficial  action  of  such  drugs  as  capsicum,  cantharides,  mustard,  bella¬ 
donna,  chloroform,  etc.  Full  discussion  of  this  subject  will  be  found 
under  dermatitis  venenata. 

There  are  a  number  of  conditions,  specific  designations  of  which 
are  confusing,  but  which  must  be  mentioned  for  the  sake  of  complete¬ 
ness;  thus  erythema  paratrimma  denotes  redness  from  pressure  over  a 
bony  prominence,  which  may  presage  a  bed  sore ;  erythema  leve  repre¬ 
sents  the  shining,  tense  redness  seen  on  edematous  extremities ;  erythema 
fugax  is  a  transitory  patchy  urticarial  redness;  erythema  medicamen- 
tosum  will  be  considered  under  dermatitis  medicamentosa ;  erythema 
gangrenosum  will  be  found  under  dermatitis  gangrenosa ;  erythema  per¬ 
nio  ( chilblain )  will  be  described  under  dermatitis  calorica,  and  erythema 
vacciniforme  is  included  among  the  vaccination  eruptions. 

Erythema  intertrigo  ( chafing )  is  the  commonest  form  of  traumatic 
erythema,  occurring  principally  on  those  surfaces  which  are  in  apposi¬ 
tion,  such  as  the  axillary  and  genito-urinary  regions,  beneath  the  breasts, 
and  the  flexures  of  the  neck,  arms  and  legs.  It  commonly  occurs  in 
overheated,  overdressed  and  overfed  individuals,  and  among  young  chil¬ 
dren  because  they  cannot  explain  and  thus  prevent  moist  clothing  and 
irritating  discharges  from  causing  this  condition.  Often  a  true  derma¬ 
titis  or  even  an  eczema  may  develop  from  these  simple  beginnings.  The 
subjective  symptoms  are  those  of  burning,  itching  and  soreness. 

Etiology. — When  not  traceable  to  definite  local  causes,  many  of 
which  have  been  mentioned,  simple  erythema  is  a  toxemia,  frequently 
intestinal  in  origin.  Age  is  a  predisposing  influence  because  children 
are  susceptible  to  gastrointestinal  disorders. 

Prognosis  and  Treatment. — The  former  is  nearly  always  favor¬ 
able,  but  if  the  attacks  are  due  to  personal  idiosyncrasy,  recurrences  may 
be  expected.  Treatment  is  expectant  or  symptomatic  in  character,  and 
because  of  the  prevalence  of  auto-intoxication  as  a  causal  factor,  should 
embrace  careful  examination  of  the  urine  to  discover  conditions  of  hy¬ 
peracidity,  indicanuria  and  oxaluria.  High  saline  enemas,  a  culture  of 
the  bacillus  Bulgaricus  and  laxatives  may  be  essential.  Commonly,  any 
local  irritant  should  be  stopped  if  suspicious  of  its  irritating  qualities. 
Cooling  and  mildly  antiseptic  lotions  of  boric  acid,  weak  carbolic  acid, 
weak  alcoholic,  or  y2  per  cent,  lysol  may  precede  the  use  of  dusting- 
powders.  The  following  may  be  cited  as  useful  formulae: 


Calamin., 

Zinci  oxidi, 

aa  gr.  xxx ; 

2| 

Lanolin., 

3iij  ; 

12i 

Ol.  olivse, 

q.  s.  ad  Ej  : 

30 1 

Calamin., 

gr.  xl; 

2  6 

Zinci  oxidi. 

gr.  xx ; 

113 

Aq.  calcis, 

1 

01.  olivse 

aa  Ess ; 

15 1 
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II 

Pulv.  ac.  borici, 

3j; 

4 

Pulv.  zinci  oxidi, 

3ij; 

8 

Pulv.  talci, 

3v; 

20 

M. 

T 

Phenolis, 

Tilxxx ; 

2 

Acidi  borici, 

3j; 

4 

Glycerini, 

3ij; 

8 

Zinci  oxidi, 

3j; 

4 

Aquae, 

q.  s.  ad 

3vj ; 

180 

M. 

II 

Resorcini, 

Acidi  borici, 

Glycerini, 

aa 

3j; 

4 

Aquae  hamamelidis. 

3j; 

30 

Aquae, 

q.  s.  ad 

3vj ; 

180 

M. 

If  an  active  dermatitis  or  eczema  supervenes,  the  treatment  is  di¬ 
rected  toward  these  conditions.  Among  remedies  suggested  are  Aeon., 
Agar.,  Arn.,  Bell.,  Benz,  acid,  Borax,  CacL,  Canth.,  Caps.,  Carbo.  ani., 
Crotalus,  Graph.,  Hepar.,  Hyper.,  Lycop.,  Merc,  viv.,  Nat.  phos.,  Nit. 
acid,  Nux  vom.,  Rhus  tox.,  and  Sulphur. 

ERYTHEMA  SCARLATINIFORME 

( Erythema  Scarlatinoides ) 

Definition. — This  general  term  represents  a  non-contagious  erup¬ 
tion,  resembling  scarlet  fever  in  its  cutaneous  aspects  but  running  a  dif¬ 
ferent  course. 

Symptoms. — More  or  less  diffused  erythema,  followed  by  partial 
or  complete  exfoliation,  have  been  variously  named,  and  especially 
elaborated  by  the  French  dermatologists,  but  it  seems  unnecessary  to 
differentiate  between  the  different  degrees  of  this  desquamative  ery¬ 
thema.  It  appears  suddenly,  attended  with  a  rising  temperature  from 
ioo°  to  103°  F.,  chill  and  malaise.  The  eruption  may  begin  on  any  part 
of  the  body,  and  often  only  involves  a  small  portion.  It  may  be  puncti- 
form  or  diffuse,  and  the  duration  varies  according  to  its  density,  but 
desquamation  usually  occurs  on  the  third  or  fourth  day,  and  may  be  so 
profuse  that  the  hairs,  nails  and  epidermal  casts  of  the  hands  and  feet 
are  shed.  The  severe  type  of  this  disease  is  apt  to  recur,  more  so  than 
the  mild  form,  and  at  periodic  intervals.  No  doubt  many  of  the  so- 
called  abortive  and  mild  types  of  scarlet  fever  should  be  classed  under 
this  head. 

Etiology  and  Pathology. — While  the  etiology  is  obscure,  idiosyn¬ 
crasy  undoubtedly  plays  a  prominent  part.  Changes  of  season  without 
a  corresponding  change  in  diet,  clothing  or  habits,  or  certain  foods, 
either  fruit,  vegetable,  shell  fish  or  meat,  may  cause  it.  It  is  apt  to 
appear  during  the  course  of  such  diseases  as  typhoid  fever,  malaria, 
diphtheria,  rheumatism,  septicemia,  pyemia,  and  peritonitis,  but  it  is 
distinctly  less  common  since  the  introduction  of  antisepsis.  It  has 
appeared  after  the  external  applications  of  mercury,  iodoform,  and 
other  irritants,  and  has  followed  the  ingestion  of  many  drugs,  especially 
quinin  and  the  coal-tar  derivatives.  The  most  reasonable  theory  ad¬ 
vanced  to  explain  this  eruption  is  that  certain  individuals  possess  an 
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intolerance  of  their  nerve  centers  to  the  presence  of  some  substances, 
either  circulating  in  the  system  or  influencing  it  from  the  outside,  which 
produce  reflexly  a  dilatation  of  the  cutaneous  blood  vessels.  The  con¬ 
dition  is  really  rare,  judging  from  my  own  records  of  nearly  12,000 
cases,  among  which  only  fifteen  cases  have  been  noted. 

Diagnosis. — Some  of  the  many  cases  of  recurrent  scarlet  fever  are  in 
reality  cases  of  erythema  scarlatini forme,  but  its  recognition  is  not  al¬ 
ways  easy,  although  it  is  always  important.  A  comparison  of  the  com¬ 
mon  symptoms  of  the  two  affections  will  usually  determine  the  diag¬ 
nosis.  Thus  while  the  throat  may  be  red  in  erythema,  it  is  not  swollen 


Fig.  6. — Erythema  scarlatiniforme,  showing  stage  of  desquamation  third  day  after 

onset.  Cured  with  Chin,  sulph.  3x. 

as  in  scarlatina;  the  strawberry  tongue  of  the  latter  is  absent;  the  rise 
of  temperature  may  be  considerable,  but  is  not  continuous  as  in  scarlet 
fever;  the  erythema  patches  are  apt  to  be  well  defined  with  areas  of 
clear  skin  between  in  contrast  with  the  less  red  and  diffused  scarlatina 
eruption ;  nephritis  is  not  associated  with  erythema  except  as  a  cause ; 
the  latter  is  non-contagious  and  desquamation  begins  early,  on  the  third 
or  fourth  day;  scarlatina  is  contagious,  and  desquamation  does  not  be¬ 
gin  until  the  ninth  or  tenth  day.  The  latter  difference  will  generally 
clear  up  doubtful  cases,  hut  isolation  is  the  only  safe  course  in  the  inter¬ 
val.  When  an  erythema  resembles  measles,  there  would  not  be  a  history 
of  a  prodromal  coryza  and  fever  with  continued  rise  of  temperature 
after  the  outbreak  of  the  eruption  as  characterizes  the  latter,  neither 
would  the  rash  of  erythema  he  likely  to  begin  upon  the  face.  If  rotheln 
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is  suspected  from  the  appearance  of  the  erythematous  rash,  and  there  is 
no  enlargement  of  the  submaxillary,  sternomastoid  or  occipital  glands 
found,  it  may  be  excluded,  unless  there  is  a  clear  history  of  contagion. 

Prognosis  and  Treatment. — The  former  is  always  favorable, 
though  recurrences  are  frequent.  Any  of  the  formulae  mentioned  in 
the  treatment  of  erythema  hvperemicum  may  be  applied  if  necessary, 
but  commonly  no  local  treatment  is  necessary  beyond  cooling  lotions  or 
dusting  powders,  or  possibly  a  starch  or  bran  bath,  followed  by  applica¬ 
tions  of  noil-medicated  oil  or  fat  if  desquamation  is  a  feature.  The  in¬ 
ternal  remedy  is  all-important,  especially  to  prevent  a  tendency  to  recur¬ 
rence.  See  indications  for  Ailanth.,  Am.  carb.,  Bell.,  Chin,  sulph., 
Colch.,  Hvoscy.,  Juglans  cin.,  Stramon.  and  Terebinth. 


ERYTHEMA  MULTIFORME 

( . Erythema  exudativum  multiforme ) 

Definition.-  -A  common,  acute,  inflammatory  disease  of  the  skin, 
characterized  by  various  elevated  lesions,  diverse  in  size,  shape  and  color. 

Symptoms.- — There  is  usually  a  certain  amount  of  constitutional  dis¬ 
turbance,  such  as  moderate  fever,  malaise  and  scattered  pains.  Erup¬ 
tions  may  be  macular,  papular,  tubercular,  vesicular,  bullous,  or  even 
hemorrhagic,  but  one  or  two  varieties  usually  predominate.  Although 
a  large  or  small  part  of  the  body  may  be  involved,  the  favorite  locations 
are  the  dorsal  aspects  of  the  hands  and  forearms,  the  face  and  the  ex¬ 
tensor  surfaces  of  the  feet  and  legs.  Lesions  often  appear  in  crops,  and 
increasing  in  size  peripherally  or  by  coalescence,  clear  in  the  center. 
They  vary  in  color,  being  pink  or  bright  red  at  the  onset,  later  becoming 
darker,  even  showing  a  bluish  or  violet  tint.  Different  terms  have  been 
applied  to  the  clinical  forms  of  this  disease,  depending  upon  the  predomi¬ 
nation  of  the  individual  lesion,  such  as  erythema  papulatum  when  small 
papules  predominate,  or  erythema  tuberculatum  when  nodules  are  the 
main  feature.  Erythema  iris  ( herpes  iris),  formerly  regarded  as  a  sepa¬ 
rate  disease,  simply  represents  a  manifestation  of  concentric,  erythema¬ 
tous  rings  upon  which  Aresicles  or  blebs  may  occur.  As  many  as  seven 
of  these  distinct  circles,  one  without  the  other,  have  been  noted.  As 
involution  takes  place  in  the  center,  the  patch  spreads  from  the  periphery, 
and  hence  gradations  of  color  are  noted,  from  a  deep,  dusky  red  to  a 
vivid,  bright  red,  thus  giving  rise  to  the  name  iris.  Erythema  margina¬ 
tum  is  the  variety  characterized  by  macular  erythema,  with  sharply  de¬ 
fined  borders.  Erythema  perstans,  while  not  proven  to  be  a  form  of 
erythema  multi  forme,  is  usually  considered  one  of  the  rare  varieties, 
which  may  become  chronic,  persisting  without  change  for  months,  and 
assuming  circulate  or  gyrate  forms.  Subjective  svmptoms  of  erythema 
multiforme  are  not  pronounced,  but  occasionally  range  in  degree  from 
a  simple  burning  to  intense  itching,  the  latter  being  particularly  notice¬ 
able  when  the  urticarial  element  is  present. 

Etiology  and  Pathology. — Some  observers  have  noted  a  close  fam¬ 
ily  relationship  between  erythema  multiforme,  urticaria,  angioneurotic 
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edema  and  purpura.  Some  few  individuals  have  shown  the  recurrent 
type,  having  periodic  outbreaks  at  regular  intervals,  as  occurred  in  one 
of  my  own  cases,  which  showed  five  annual  attacks  in  the  month  of 
May.  Change  of  seasons  in  the  spring  and  autumn  favor  outbreaks,  as 
has  been  seen  in  recurrences  as  well  as  in  first  attacks.  The  influence 


Figs.  7  and  8. — Erythema  multiforme,  generalized  maculopapular  type.  Cured  with 

Antipyrin  3x. 


of  age  is  pronounced,  the  majority  of  cases  occurring  between  the  ages 
of  ten  and  thirty.  I  have  seen  only  one  case  under  one  year  and  only 
two  after  the  fiftieth  year  of  life.  Anemia,  chlorosis,  rheumatism,  gout 
and  other  nutritive  disturbances,  malaria  and  other  endemic  diseases, 
have  all  been  cited  as  predisposing  causes,  and  it  is  questionable  if  the 
relationship  is  any  closer.  Exciting  causes  may  be  exposure,  local  irri¬ 
tants  of  any  sort,  internal  or  external  infections,  ingestion  of  such  drugs 
as  quinin,  chloral,  antipyrin,  copaiba,  arsenic,  the  iodids  and  bromids. 
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Certain  articles  of  diet  may  cause  attacks  in  individuals  susceptibly  in¬ 
clined,  and  I  have  seen  no  less  than  eleven  cases  occurring  in  immigrants 
just  landed,  where  no  doubt  change  of  surroundings,  lack  of  exercise 


Fig.  9. — Erythema  multi  forme,  maculopapular  and  tubercular  types.  Cured  in 

three  weeks  with  Chloral  3x. 


and  unusual  food  on  shipboard  have  been  the  underlying  factors.  Osier 
has  contributed  much  valuable  data  on  the  relation  of  the  erythema  group 
and  visceral  conditions,  claiming  that  the  skin  lesions  are  merely  surface 
reflections  of  visceral  disorders.  If  there  is  any  one  factor  which  seems 
etiological  in  the  majority  of  cases,  it  is  ptomains,  either  introduced  in 
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certain  foodstuffs  or  developed  in  the  digestive  tract.  This  affection  is 
regarded  by  most  observers  as  an  angioneurosis.  The  poisons,  no  mat¬ 
ter  what  their  nature  or  origin,  act  upon  the  nerve  centers  and  cause 


Fig.  10. — Erythema  multiforme.  Front  view  of  Fig.  9. 


the  dermal  manifestations.  A  microscopic  examination  of  the  skin 
shows  nothing  characteristic. 

Diagnosis. — Urticaria  may  resemble  papular  erythema  but  its 
lesions  last  but  a  few  hours,  have  pronounced  stinging  or  itching  sensa¬ 
tions,  are  not  localized  and  usually  include  some  distinct  pink  and 
white  wheals.  Papular  eczema  presents  smaller  papules  which  persist 
longer  and  itch  more  than  those  of  erythema.  They  do  not  enlarge  and 
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may  become  vesicular,  and  the  early  systemic  symptoms  of  erythema  are 
not  present.  Measles  and  rbtheln  should  be  readily  differentiated  but 
the  bullous  erythema  may  simulate  pemphigus  or  dermatitis  herpeti¬ 
formis. 

Prognosis  and  Treatment. — Any  form  is  liable  to  recur.  The 
duration  of  an  ordinary  attack  is  between  ten  days  and  five  weeks.  In 
severe  cases  pigmentation  may  be  persistent,  and  in  complicated  cases 
the  prognosis  must  depend  upon  the  nature  of  the  associated  disease. 


Fig.  11. — Erythema  multi  forme,  papulovesicular  and  circinate  varieties.  Five 

days’  duration.  Cured  with  Rhus  tox.,  6x. 

Being  a  self-limited  disease,  it  would  seem  that  the  treatment  should  be 
largely  causal  in  nature.  Hence  saline  enemas,  intestinal  antiseptics, 
laxatives  or  cultures  of  the  bacillus  Bulgarians  in  some  form  may  be 
necessary  when  intestinal  autoinfection  is  suspected,  or  if  the  causes 
are  external  and  local  they  need  only  to  be  removed.  External  treat¬ 
ment  is  employed  for  its  sedative  and  antipruritic  effect.  The  patho¬ 
genetic  treatment  is  all-important,  and  the  following  remedies  are  sug¬ 
gested:  Aconite,  Agar.,  Apis,  Antipy.,  Arnica,  Bell.,  Chin,  sub,  Chloral, 
Cicuta,  Coca,  Colch.,  Comocl.,  Copaiva,  Dulc.,  Kali  mur.,  Mer.  viv., 
Nat.  mur.,  N.  phos.,  Rhus  tox.,  Sal.  acid,  Sulph.  acid,  Urt.  urens, 
Vespa. 
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ERYTHEMA  NODOSUM 

( D erma titis  contusiformis ) 

Definition. — An  acute  inflammatory  disease  of  the  skin,  character¬ 
ized  by  the  formation  of  nodular  swellings,  chiefly  on  the  tibial  regions. 

Symptoms. — This  affection  is  often  classified  with  erythema  mul¬ 
tiforme  and  may  be  associated  with  other  forms  of  multiforme,  but  clin¬ 
ically  it  is  usually  a  distinct  affection.  Unna  pointed  out  that  the  dif¬ 
ference  between  this  condition  and  erythema  multi  forme  rests  upon 
the  fact  that  the  former  never  widens  concentrically,  never  produces  bul¬ 
lae  and  never  exhibits  annular  vesicles.  The  average  attack  begins  with 
moderate  fever,  articular  pains,  headache  and  malaise,  but  these  symp¬ 
toms  are  not  constant,  except  the  pain  in  the  legs  and  the  tenderness 
over  the  tibia  where  the  eruption  usually  appears  on  the  second  or  third 
day,  although  occasionally  it  may  be  located  on  other  parts.  The  lesions 
occur  in  crops  of  three  or  four  symmetrical,  round  or  oval,  nodular 
swellings  which  may  vary  in  size  from  a  cherry  to  a  hen’s  egg,  and 
merge  in  an  ill-defined  way  into  the  surrounding  tissues  which  may 
appear  somewhat  edematous.  The  nodules  are  firm  but  sore  to  the 
touch,  and  for  one  or  two  days  after  their  advent  are  attended  with 
sensations  of  aching,  burning  or  stinging;  later  they  soften  and  appear 
to  slightly  fluctuate,  but  never  rupture  or  suppurate.  At  first  of  a 
bright  red  or  pink  and  white  color,  they  become  a  dusky  red,  and  pass¬ 
ing  through  the  ordinary  changing  colors  of  a  bruise,  “black  and  blue,” 
they  disappear  in  a  week  to  ten  days.  New  crops  may  prolong  the  whole 
course  for  two  to  five  weeks,  but  unlike  the  other  forms  of  erythema, 
recurrences  are  rare. 

Etiology  and  Pathology. — This  disease  usually  afflicts  those  un¬ 
der  thirty  years  of  age,  principally  youths  and  young  adults,  and  is 
much  more  frequent  in  males.  Many  authorities  believe  that  it  is  a  gen¬ 
uine  rheumatic  process,  but  personally  I  believe  that  erythema  nodosum 
is  a  toxic  affection  produced  by  a  number  of  poisons,  of  which  the  rheu¬ 
matic  infection  is  the  commonest.  Gastrointestinal  disorders,  acute  fe¬ 
vers,  bad  sanitation  and  many  drugs  have  predisposed  toward  it.  Micro¬ 
scopic  examination  reveals  considerable  dilatation  of  the  blood  and 
lymph  vessels  and  some  cell  infiltration.  Serous  exudation  is  present 
throughout  the  entire  cutis ;  even  the  subcutaneous  tissue  will  show  the 
nodes  so  affected. 

Diagnosis. — It  may  be  necessary  to  differentiate  this  condition  from 
a  bruise,  abscess,  syphilitic  gumma  and  erythema  induratum,  but  its 
symmetrical  distribution,  course,  tenderness  and  color  changes  should 
be  diagnostic. 

Prognosis  and  Treatment. — The  former  is  favorable  and  the  latter 
consists  of  rest  with  elevation  of  the  legs,  simple  diet  and  locally  lead 
water  and  laudanum  applications.  Here  again  the  indicated  remedy  is 
far  superior  to  any  antirheumatic  physiological  dosing.  The  following 
may  be  studied:  Am.  mur.,  Apis,  Aurum  mur.,  Bell.,  Juglans  cin.,  Kali 
brom.,  Rhus  tox.,  Sal.  acid,  Sulph.  acid. 
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ERYTHEMA  ELEVATUM  DIUTINUM 

This  is  a  rare  disease,  showing  small,  firm,  pinkish  to  purplish,  pea- 
to  bean-sized  painless  nodules,  to  which  the  above  name  was  applied  by 
Crocker,  Campbell  and  Williams  in  1894.  The  initial  lesions  are  con¬ 
vex,  but  by  coalescence  tend  to  form  elevated,  sharply  defined  infiltra¬ 
tions,  usually  free  from  subjective  sensations.  In  cases  of  unusual  se¬ 
verity  nodular  tumors  may  develop.  The  parts  commonly  affected  are 
the  extensor  surfaces  of  the  legs,  especially  the  elbows,  knees,  fingers  and 
toes,  although  the  lesions  have  been  found  upon  the  palms,  soles,  but¬ 
tocks  and  ears. 

Etiology  and  Pathology. — Females,  especially  children  or  young 
adults,  are  more  commonly  affected.  Gout  and  rheumatism  have  been 
urged  as  etiological  factors.  Pathologically  the  nodules  appear  to  be 
fibromata  of  inflammatory  origin. 

Prognosis  and  Treatment. — This  disease  is  usually  persistent  al¬ 
though  involution  may  ensue.  Treatment  is  unsatisfactory  but  individ¬ 
ual  lesions  have  been  made  to  disappear  by  the  application  of  the  X-rays, 
solidified  carbon  dioxid,  liquor  carbonis  detergens  and  other  more  simple 
external  treatment.  Arsenic  may  be  studied. 


GRANULOMA  ANNULARE 

This  rare  chronic  dermatosis  is  usually  seen  upon  the  dorsal  aspect 
of  the  hands,  especially  over  the  joints.  The  eruption  may  appear  grad¬ 
ually  and  slowly  or  suddenly,  and  begins  as  one  or  more  discrete  nodules, 
as  a  ringed  or  crescentic  group  of  nodules  or  as  a  continuous  nodular 
ring.  The  general  appearance  of  the  lesions  may  be  described  as  smooth, 
glistening,  whitish  or  ivory-like  and  apparently  semitranslucent.  The 
ring-like  formation  is  solid,  deeply  in  as  well  as  above  the  surface  of  the 
skin,  and  varies  in  size  from  to  2  inches  or  more  in  diameter,  with 
an  inclosed  area  of  slightly  atrophied  skin. 

Etiology  and  Pathology. — The  exact  cause  is  unknown.  It  fre¬ 
quently  first  appears  in  the  warm  months  and  afflicts  children  or  young 
adults  of  both  sexes  who  have  tuberculous  antecedents.  Histological 
examinations  do  not  justify  the  term  granuloma,  for  the  process  appears 
to  be  of  a  deep  inflammatory  nature,  situated  around  the  vessels. 

Prognosis  and  Treatment. — This  disease,  while  chronic,  is  benign 
in  character  and  will,  after  a  variable  period,  disappear  spontaneously. 
Salicylic  acid,  sulphur  and  resorcin  in  ointment  and  lotion  have  been  em¬ 
ployed  externally.  Arsenic  and  Hydrocotyle  may  be  studied. 
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PELLAGRA 

Definition. — An  endemic,  chronic,  constitutional  disease,  affecting 
the  digestive,  cerebrospinal  and  cutaneous  systems,  and  usually  termina¬ 
ting  fatally. 

In  1762  Caspar  Casal  applied  the  name  of  “mal  de  la  rosa”  to  a 
disease  that  had  been  known  in  Spain,  since  1735,  and  his  description 
of  the  conditions  now  known  as  pellagra  (so  named  by  Frappoli  in 
1776)  is  still  classical  in  many  particulars.  For  many  years  this  dis¬ 
ease  has  been  endemic  in  certain  sections  of  southern  Europe,  especially 
in  northern  Italy  and  Roumania,  in  Egypt  and  Mexico ;  and  in  addi¬ 
tion  isolated  instances  of  its  occurrence  have  been  noted  in  many  widely 
scattered  sections  of  the  globe.  Although  sporadic  cases  have  been  re¬ 
ported  in  our  country  since  1864,  it  is  only  since  the  report  of  Seavey 
in  1907,  concerning  cases  in  Alabama,  and  the  investigations  of  Drs. 
Babcock  and  Watson  of  Columbia,  S.  C.,  which  culminated  in  their 
trip  to  Italy  in  the  summer  of  1908  to  establish  the  identity  of  the  sus¬ 
pected  American  and  of  the  Italian  types  of  pellagra,  that  a  widespread 
interest  in  the  disease  has  arisen,  not  limited  to  dermatologists  and  alien¬ 
ists,  but  among  general  practitioners  and  health  officials,  especially  of 
the  affected  sections  of  the  Fhiited  States.  This  interest  is  due  no  doubt 
to  the  alarming  increase  in  the  number  of  cases  of  an  almost  acute  epi¬ 
demic  type  which  have  been  found  in  South  and  North  Carolina  and 
Georgia,  as  well  as  in  numerous  well-scattered  sections  of  twenty-two 
States.  It  is  estimated  that  there  are  at  least  10,000  cases  now  present 
in  the  United  States  and  they  are  here  to  stay  and  increase  unless 
prompt  and  efficient  steps  are  taken  to  discover  the  causal  factors. 

Symptoms. — Pellagra  can  present  a  multiplicity  of  symptoms,  some 
of  which  are  fairly  characteristic,  varying  with  the  individual,  and  the 
country  in  which  lie  lives,  but  the  whole  picture  of  the  disease  course, 
extending  over  some  months  or  years,  can  alone  establish  a  sure  diag¬ 
nosis  in  the  absence  of  many  typical  acute  cases  and  the  lack  of  con¬ 
firmatory  diagnostic  factors,  such  as  the  microscope  or  serum  diagnosis. 
Usually  the  gastrointestinal  and  cutaneous  symptoms  precede  the  cere¬ 
bral  and  cerebrospinal  complications.  Despite  the  fact  that  sporadic 
cases  are  being  reported  constantly,  the  endemic  character  of  the  disease 
should  never  be  forgotten.  Essentially  chronic  in  its  course,  it  shows 
periods  of  remission  and  aggravation  in  recurrent  attacks.  There  is 
often  an  indefinitely  described  prodromal  period  covering  several  winters 
preceding  the  spring  during  which  the  disease  blossoms  forth.  The 
prodromata  or  in  some  cases  the  only  apparent  onset,  includes  a  peculiar 
psychic  depression,  headache,  dizziness,  lassitude  and  general  weakness, 
articular  and  rheumatic  pains  of  trunk,  legs,  and  especially  of  hands  and 
feet.  A  coated  tongue,  gaseous  eructations,  tense  abdomen  and  diar¬ 
rhea  and  eye  symptoms  occur  in  a  large  percentage  of  cases.  The  skin 
eruption,  considered  by  itself,  is  rather  harmless  and  quite  unimportant 
as  compared  with  the  graver  gastrointestinal  and  nervous  phenomena, 
but  as  a  diagnostic  feature  it  is  all-important. 
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The  skin  involvement  may  be  primary  or  secondary  and  presents 
characteristic  symmetry  in  location,  more  or  less  typical  color  and  a 
well-defined  and  circumscribed  border,  especially  of  the  lesions  on  the 
neck  and  hands.  Usually  the  areas  exposed  to  the  sun,  as  the  face, 
neck,  upper  chest  and  back,  dorsal  surface  of  hands  and  feet,  lower 


Fig.  12. — Pellagra,  showing  typical  involvement  of  hands  and  lower  forearms. 

(Courtesy  of  Dr.  B.  S.  Tucker.) 

part  of  the  forearms,  or  even  the  elbows  if  exposed,  or,  as  in  the  case 
of  native  Egyptians,  the  entire  body,  and  rarely  unexposed  parts  show 
a  dermatitis  starting  not  unlike  a  ptomain  eruption,  toxic  erythema  or 
sunburn.  The  term  “pellagrous  collar"  or  neck  band  corresponds  to 
the  area  exposed  to  light  and  is  limited  by  the  upper  border  of  the 
shirt.  The  lesions  appear  as  diffuse,  bright,  livid  red  or  dull  brownish- 
red  macules  which  may  become  greatly  swollen  and  itch  when  exposed 
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to  the  sun.  Later  they  become  chocolate-colored  and  gradually  disap¬ 
pear  or  may  continue,  as  in  the  evolution  of  a  typical  dermatitis,  devel¬ 
oping  vesicles,  bullae,  pustules  and  crusts.  Within  from  one  or  three 
weeks  the  subacute  symptoms  disappear  and  olive-brown  pigmentation, 
desquamation,  atrophy  and  superficial  scarring  ensue.  After  a  number 
of  these  attacks,  the  affected  skin  loses  its  elasticity,  is  shining,  tender, 
bronze-brown  in  color  and  markedly  atrophic.  The  epidermis  is  thin 
and  looks  like  silk.  Weakness  and  emaciation  follow,  with  a  dry,  red, 
denuded  tongue,  marked  stomatitis,  painful  swallowing,  an  aggravation 
of  cerebral  symptoms,  delirium,  uncontrollable  diarrhea,  and  death.  In 
some  cases  that  I  have  seen  the  dermal  symptoms  were  the  principal  ones, 
but  in  all  well-developed  types  they  became  minor  in  importance,  but 
enough  has  been  said  to  emphasize  the  gastrointestinal  and  cutaneous 
features  and  their  serious  import,  so  lastly,  a  word  concerning  the  men¬ 
tal  symptoms  which  give  rise  to  the  great  and  necessary  interest  taken 
in  this  disease  by  the  authorities  of  public  insane  asylums  here  and 
abroad.  Melancholia  is  the  common  type,  showing  in  mild  cases  disin¬ 
clination  to  thought  or  action;  later,  refusal  of  food  and  suicidal  ten¬ 
dencies.  Maniacal  symptoms  rarely  develop  but  may  do  so  during  ap¬ 
parent  stupor.  The  sensorimotor  disturbances  are  of  all  degrees,  even 
to  paralysis. 

An  acute  form  of  pellagra,  typhoid  in  character,  has  been  described 
showing  a  rapid  and  violent  febrile  stage  with  delirium,  trismus  and 
opisthotonos,  but  in  many  instances  this  appears  to  be  an  acute  exag¬ 
geration  of  the  chronic  course. 

Etiology  and  Pathology. — While  much  original  research  has  lately 
been  devoted  to  this  subject,  it  may  still  be  said  to  be  sub  judice.  I  be¬ 
lieve  with  Sambon  and  other  investigators  that  pellagra  is  a  protozoan 
disease  transmitted  by  the  sand  fly  (simulium)  or  other  insects.  The 
main  facts  in  favor  of  this  theory  are  its  occurrence  in  rural  districts 
as  compared  to  towns  or  cities,  its  presence  in  the  same  endemic  centers 
in  Italy  for  over  a  hundred  years,  the  coincident  appearance  of  the  sand 
fly  in  these  districts,  that  in  infected  regions  whole  families  are  attacked 
at  the  same  time,  that  the  arrival  of  an  infected  person  in  a  non-infected 
region  does  not  spread  the  disease,  that  children  born  in  an  infected 
region  develop  the  disease  while  those  born  after  removal  to  a  non- 
pellagrous  vicinity  do  not,  and  lastly  pellagra  is  not  hereditary  or  con¬ 
tagious. 

For  many  years  the  belief  that  the  ingestion  of  diseased  or  damaged 
maize  or  corn  produced  pellagra,  was  accepted  as  gospel  largely  due  to 
the  thorough  investigations  of  Lombroso,  of  Turin,  who  claimed  that 
certain  fungi  found  in  maize  when  exposed  to  moisture  produced  in 
the  corn  a  toxin  which  taken  into  the  system  caused  pellagra.  On  the 
other  hand,  many  authenticated  cases  have  developed  who  never  ate 
maize,  and  in  some  regions  where  it  is  largely  grown  and  eaten  there 
are  no  pellagrins.  Various  organisms  have  been  found  by  a  number  of 
investigators,  and  Guertin,  Nicolas  and  Jambon  are  inclined  to  believe 
that  pellagra  is  a  condition  rather  than  a  disease  and  may  be  sympto¬ 
matic  of  very  different  diseases,  due  to  impaired  nutrition.  There  is 
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doubt  even  now  that  all  the  cases  so  widely  scattered  are  identical  dis¬ 
ease  processes,  so  it  would  seem  that  more  than  one  of  the  etiological 
factors  mentioned,  or  modifications  of  them,  might  prove  the  true 
causative  agents.  Crocker’s  alliteration,  ‘'peasant  life,  poverty  and 
polenta  plus  exposure  as  an  exciting  cause,”  is  true  to  a  large  extent  of 
other  countries  as  well  as  Europe.  There  is  no  doubt  that  the  most 
marked  exciting  cause  is  exposure  to  the  sun’s  rays,  but  poverty,  poor 
food  and  faulty  personal  and  general  hygiene  are  contributory.  Women 
are  more  commonly  attacked  and  while  any  age  or  sex  may  be  involved, 
the  commonest  period  is  between  20  and  50  years  of  life,  but  I  have 
seen  over  twenty  cases  in  children  younger  than  12  years.  Blacks  are 
attacked  as  well  as  whites  and  in  our  country  the  disease  does  not  limit 
itself  to  the  poor. 

Postmortem  examinations  have  revealed  sclerosis  of  the  brain  and 
cord,  pachymeningitis,  fatty,  anemic  and  atrophic  conditions  in  the  in¬ 
ternal  organs  and  pigmentary  changes.  It  would  seem  that  the  initial 
changes  were  in  the  central  nervous  system,  although  the  point  of  entry 
may  be  the  stomach  or  intestines.  As  regards  the  blood,  there  is  usually 
found  a  mild  secondary  anemia,  leukocytosis  only  rarely,  and  the  differ¬ 
ential  count  negative. 

Diagnosis  is  not  difficult  if  the  gastrointestinal,  skin  and  mental 
symptoms  are  present  in  sufficient  clearness  with  the  endemic  feature 
added.  The  three  d’s — dermatitis,  diarrhea  and  dementia — are  strik¬ 
ingly  suggestive.  It  may  be  necessary  to  consider  sunburn ,  erythema 
multiforme,  vitiligo  and  eczema,  and  rarely  lepra,  syphilis,  actinomycosis, 
dermatitis  herpetiformis,  acrodynia  or  any  profound  toxemia. 

Prognosis  and  Treatment. — The  former  is  grave  in  all  but  the 
mildest  cases  and  even  these  may  terminate  fatally  after  a  period  of  five 
or  more  years,  if  not  properly  cared  for  and  promptly  diagnosed. 

No  treatment  of  an  epidemic  or  endemic  disease  can  result  success¬ 
fully  that  does  not  attempt  to  isolate  a  causative  factor  and  then  pro¬ 
ceed  to  remove  it.  Hence,  it  is  that  some  of  our  Southern  States  and 
our  National  Government  are  now  actively  engaged  in  research  work 
along  these  lines.  Large  sums  have  been  spent  by  Italy,  Austria,  Spain, 
Portugal  and  Roumania  to  stamp  out  this  disease.  A  more  careful 
supervision  of  the  collection,  storage  and  handling  of  maize  products, 
enforced  improvement  in  the  hygienic  surroundings  of  those  affected, 
different  climatic  conditions  when  possible,  and  even  segregation  are 
advised.  As  regards  individual  cases,  hospital  treatment  should  be  in¬ 
sisted  on  when  possible,  while  tonics,  a  generous  diet,  massage,  galvan¬ 
ism,  the  high-frequency  currents,  alcoholic  and  salt  baths,  together  with 
remedies  variously  demanded,  are  to  be  thought  of.  Saline  solutions, 
atoxyl,  mercury,  arsenic,  thyroid  extract  and  the  various  intestinal  fer¬ 
ments  have  all  had  their  trials  but  the  specific  remedy,  it  may  be  a 
serum,  is  yet  undiscovered.  Most  writers  who  claim  virtue  for  the  in¬ 
dicated  remedy,  have  had  absolutely  no  actual  experience  in  its  use, 
hence  I  am  not  inclined  to  mention  every  remedy  that  might  be  col¬ 
lected  by  repertory  methods  but  only  those  which  I  have  had  an  oppor¬ 
tunity  to  observe.  Arg.  nit.,  Arn.,  Arsen.,  Bovista,  Phosphorus  and 
Ustilago  may  be  studied. 
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ACRODYNIA 

( Epidemic  erythema) 

Definition,- — All  acute,  epidemic  disease,  characterized  by  erythema, 
induration,  desquamation  and  pigmentation  of  the  skin,  and  disorders 
of  the  nervous  system. 

Symptoms.- — Gastrointestinal  irritation  and  a  variety  of  sensory 
disturbances,  pain,  anesthesia,  hyperesthesia,  etc.,  are  always  present 
with  an  erythematous  eruption,  usually  upon  the  face,  hands  and  feet, 
which  in  time  shows  a  thickening  of  the  involved  area  and  later  des¬ 
quamation  and  pigmentation.  The  conjunctiva  may  be  affected  and 
various  spasmodic  and  tetanic  contractions  have  been  reported. 

Etiology  and  Pathology. — Acrodynia  was  first  described  about 
1830,  when  it  occurred  epidemically  in  Paris,  nearly  40,000  persons  be¬ 
ing  affected.  It  is  probably  caused  by  the  action  upon  the  central  nervous 
system  of  some  toxic  substance  and  bears  some  resemblance  to  ergot¬ 
ism  and  pellagra.  It  is,  no  doubt,  contagious  and  has  been  classed 
among  the  exanthemata.  Hence  it  should  be  carefully  differentiated 
from  the  eruptive  fevers. 

Prognosis  and  Treatment, — Most  cases  recover  within  a  few 
weeks,  although  the  severe  type  may  last  three  or  four  months.  Treat¬ 
ment  is  upon  general  principles,  including  counterirritation  over  the 
spine,  rest  in  bed,  liquid  diet,  warm  alkaline  baths  and  the  indicated 
remedy. 


URTICARIA 

(. Nettle  rash;  Hives ) 

Definition. — An  inflammatory  neurosis  of  the  skin,  characterized  by 
evanescent,  pinkish-white  or  reddish  elevations  of  an  edematous  na¬ 
ture,  known  as  wheals,  and  attended  by  burning,  stinging  or  itching. 

Symptoms. — The  eruption  usually  appears  without  any  prodromata, 
although  there  may  be  some  slight  sensation,  such  as  headache,  loss  of 
appetite,  lassitude  and  mild  fever  for  a  few  days.  The  eruption  comes 
suddenly  as  firm,  circumscribed,  pinkish-white,  pea-  to  bean-size  eleva¬ 
tions.  At  first  red,  they  develop  and  become  white  in  the  center,  or  may 
even  stop  at  the  red  stage.  These  wheals  last  for  a  few  minutes  to  a 
few7  hours  and,  upon  disappearing,  are  succeeded  by  others.  They  are 
hard,  semisolid,  roundish  or  oblong,  or  even  irregular  in  shape,  and 
may  involve  any  portion  of  the  cutaneous  surface  or  mucous  membranes. 
Suffocative  effects  are  noticed  when  the  larynx  or  pharynx  is  involved. 
The  distribution  is  general,  asymmetric  and  bilateral.  The  lesions  may 
be  few  or  many  in  number.  Itching  and  stinging  is  pronounced,  and  the 
skin  is  often  so  sensitive  to  all  sorts  of  irritation  that  an  artificial  crop 
may  be  developed  by  some  simple  irritation  ( urticaria  factitia),  and  it 
is  even  possible  to  inscribe  words  or  sentences  ( dermatographism )  on 
the  back  of  such  a  patient  with  a  pointed  instrument.  The  wheals  may 
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be  very  small  and  inclined  to  be  papular  (urticaria  papulosa) ,  which  is 
frequently  noted  in  childhood,  or  the  opposite  condition  may  be  reached, 
when  large  or  giant  wheals  are  seen,  egg-sized  or  larger,  chiefly  situated 
on  the  abdomen  or  buttocks  ( urticaria  gigans,  urticaria  tuberosa) . 
When  hemorrhage  occurs  after  the  wheals,  the  condition  is  called  urti¬ 
caria  hemorrhagica ,  or  if  bullae  develop,  it  is  known  as  urticaria  bul¬ 
losa.  Urticaria  ordinarily  runs  an  acute  course,  many  cases  lasting  but 
a  few  hours,  while  others  subside  in  a  few  days  to  a  week,  although  it 
is  possible  for  a  recurrence  to  cause  an  extension  of  months. 

Etiology  and  Pathology. — Urticaria  may  be  seen  in  all  countries, 
at  all  ages  and  in  both  sexes,  although  most  prevalent  from  early  child¬ 
hood  to  middle  adult  life,  and  slightly  more  common  among  females. 


Fig.  13. — Dermatographism  from  tracing  with  the  blunt  end  of  a  lead-pencil. 

It  may  be  idiopathic  or  symptomatic  in  origin,  always  admitting  the 
existence  of  a  certain  predisposition.  The  causes  of  the  former  variety 
probably  act  directly  or  reflexly  on  the  peripheral  vasomotor  system  of 
nerves,  and  embrace  a  long  list  of  external  irritants,  such  as  the  bites  of 
insects;  contact  with  certain  kinds  of  shell-fish;  with  certain  kinds  of 
plants,  particularly  the  urtica  urens  from  which  the  disease  derives  its 
name ;  exposure  to  cold  air,  or  other  climatic  influences ;  the  contact  of 
too  heavy  or  too  closely  worn  clothing;  mechanical  or  medicinal  appli¬ 
cations,  or  mechanical  or  surgical  traumatisms.  In  many  instances  the 
urticarial  eruption  is  not  limited  to  the  site  of  the  irritation  or  injury, 
but  invades  a  much  larger  area. 

Symptomatic  urticaria  is  due  to  equally  differing  internal  conditions, 
though  it  is  estimated  that  ninety  per  cent,  arise  from  disturbances  in 
the  alimentary  tract,  due  to  overindulgence  in,  or  idiosyncrasy  to  such 
articles  of  food  as  oysters,  lobsters,  eggs,  pork,  sausage,  cheese,  straw¬ 
berries,  dates,  raisins,  figs,  raspberries,  gooseberries,  mushrooms,  salads, 
spinach,  pears,  oatmeal,  beans,  onions,  almonds,  and  other  nuts ;  canned 
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fruits,  vegetables  and  potted  meats;  honey,  confectionery,  tea,  coffee, 
cocoa,  beer,  champagne,  or  other  alcoholic  beverages.  A  similar  idiosyn¬ 
crasy  to  large  or  small  doses  of  such  drugs  as  quinin,  turpentin,  chloral, 
cubebs,  copaiva,  valerian,  arsenic,  opium,  hyoscyamus,  the  salicylates, 
santonin,  the  iodids  and  many  of  the  coal-tar  products,  may  produce 
wheals.  In  children,  intestinal  worms  are  occasionally  the  source  of  an 
attack.  Other  diseases  which  may  be  preceded,  attended,  or  fol¬ 
lowed  by  wheals  are  asthma,  malaria,  rheumatism,  purpura,  pemphigus, 
prurigo,  and  the  eruptive  fevers.  Lithemia,  renal  or  genitourinary 
disorders,  pregnancy,  dentition,  mental  emotions,  such  as  anger  and 
fear,  are  some  of  the  other  causes  which  excite  its  production.  When 
the  susceptibility  is  pronounced  the  effect  is  frequently  marked  from  a 
seemingly  insignificant  cause,  thus  one  strawberry,  a  bit  of  fish,  or  a 
grain  of  quinin  may  be  sufficient,  when  swallowed,  to  induce  an  extensive 
attack  of  urticaria  which  may  recur  with  each  indulgence. 

Pathologically,  the  wheals  of  urticaria  are  produced  by  a  sudden 
edema  and  exudation  in  a  limited  area  of  the  upper  layers  of  the  skin, 
probably  due  to  spasmodic  contraction  of  the  capillaries  from  vasomotor 
influence.  The  resistance  of  the  tissues  of  the  skin  to  the  semisolid 
swelling  being  the  greatest  at  the  center,  an  anemic  point  or  white  spot 
appears  in  contrast  with  the  congested  and  reddish  border.  Most  ob¬ 
servers  agree  that  urticaria  is  an  angioneurosis  similar  to  erythema  mul¬ 
tiforme,  but  a  few  consider  that  the  lesions  are  caused  by  the  action  of 
irritants  upon  the  blood-vessel  walls. 

Diagnosis. — The  patches  of  erythema  simplex  are  larger,  have  not 
developed  from  wheals,  and  are  not  elevated  above  the  surface.  In 
erythema  multiforme ,  the  lesions  are  much  more  persistent,  and  are  un¬ 
attended  with  marked  subjective  sensations.  Moreover,  they  are  apt  to 
be  symmetrical,  and  in  erythema  nodosum  tender  to  pressure. 
Pemphigus  might  be  mistaken  for  urticaria  bullosa,  but  the  latter  will 
show  one  or  more  wheals  and  a  brief  duration.  Erysipelas  presents 
more  diffuse  swelling  and  redness,  is  of  longer  duration,  and  has  marked 
constitutional  symptoms.  Insect  bites  can  usually  be  distinguished  by 
the  minute  puncture  in  the  center  of  the  lesion,  although  it  is  well  to 
remember  that  a  more  or  less  general  urticaria  may  follow  a  single  insect 
wound. 

Prognosis. — It  is  most  favorable  for  the  average  case  if  preventive 
and  curative  measures  are  observed,  but  a  chronic  attack  may  exhaust 
the  entire  therapeutic  domain,  largely  because  the  causal  factors  are 
not  always  easily  discovered. 

Treatment. — Causal  treatment  is  most  important.  If  the  cause  is 
evident,  it  is  easily  removed ;  but,  if  hidden,  a  thorough  examination  of 
the  history  and  the  present  condition  of  the  patient,  including  the  vari¬ 
ous  excretions,  should  be  insisted  upon.  If  it  be  due  to  a  general  or 
localized  disease,  a  continuous,  persistent  physiological  treatment  may 
be  necessary.  Disorders  of  the  kidneys,  uterus,  nervous  system,  respira¬ 
tory  tract,  and  especially  the  alimentary  tract,  or  conditions  due  to  preg¬ 
nancy,  dentition,  or  the  menopause,  general  diseases  like  malaria,  gout 
and  rheumatism,  may  furnish  indications  for  treatment.  If  acute  urti- 
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caria  be  due  to  irritating  contents  of  the  stomach,  an  emetic  such  as 
20  drops  of  ipecac  may  be  given  to  cause  vomiting,  or,  in  some  few 
cases,  if  the  irritation  is  intestinal,  an  effective  cathartic,  such  as  castor 
oil  or  saline  water,  may  be  given  to  remove  the  causal  factor.  In  many 
instances  a  culture  of  the  bacillus  Bulgarians  may  be  used  to  relieve  in¬ 
testinal  fermentation,  but  in  all  cases  the  internal  remedy  should  be 
given,  because  it  not  only  hastens  the  immediate  relief,  but  tends  to  pre¬ 
vent  a  recurrence,  and  may  be  as  effective  in  relieving  the  subjective 
sensations  as  any  form  of  local  treatment.  The  latter,  however,  is  es¬ 
sential  because  immediate  relief  from  the  intolerable  itching  is  de¬ 
manded  and  cannot  be  ignored.  It  is  often  sufficient  to  employ  the  alka¬ 
line  baths  containing  sodium  bicarbonate,  sodium  biborate,  potassium 
bicarbonate,  or  sodium  hyposulphite.  Starch,  gelatin  or  bran  may  be 
added  to  these  baths  or  used  alone.  Carbolic  acid,  tar,  menthol,  cam¬ 
phor,  thymol  and  chloral  may  be  used  in  varying  strength,  or  the  cala- 
min-zinc-oxid  lotion,  liquor  carbonis  detergens  ( i  to  3  ounces  to  a  pint 
of  water)  or  one  of  the  following  formulas: 


F 

Menthol., 

gr.  xxx ; 

2 

Phenol., 

3j; 

4 

Aq.  hamamelidis, 

Bj; 

30 

Zinci  oxidi, 

3ij; 

8 

Glycerini, 

3ij; 

8 

Spirit,  vini  rect., 

Bij ; 

60 

Aquae  camphorae, 

Bij ; 

60 

Aquae, 

q.  s.  ad 

Bviij  ; 

240 

M 

R 

Phenolis, 

3ss ; 

2 

Glycerini, 

3ss ; 

2 

Alcoholis, 

Bj : 

30 

Aquae, 

q.  s.  ad 

Bvnj ; 

240 

M 

R 

Thymolis, 

gr.  xv ; 

1 

Glycerini, 

3ij; 

8 

Alcoholis, 

Bij ; 

60 

Liquor  potassae, 

3j; 

4 

Aquae, 

q.  s.  ad 

Bvnj  ; 

240 

M 

I* 

Menthol., 

gr.  x; 

6 

Phenol., 

gr.  xx ; 

1 

2 

Adipis  benzoat. 

Bj ; 

30 

M 

For  internal  use,  the  following  are  often  indicated:  Apis,  Arsenicum, 
Rhus  tox.,  Antipyrin,  Ledum,  Nat.  mur.,  Copaiva,  and  Urtica  urens. 
See  also  Aeon.,  Ant.  crud.,  Bovista,  Bry.,  Calad.,  Cal.  carb.,  Chinin. 
sulph.,  Chloral,  Coca,  Coc.  inch,  Colch.,  Coni.,  Dulc.,  Hepar.,  Hvper., 
Kreos,  Lach.,  Nat.  phos.,  Opium,  Rumex,  Sul.,  and  Terebinth. 


URTICARIA  PIGMENTOSA 

(X  anthelasmoidea) 

Definition. — An  inflammatory  disease  of  the  skin,  usually  present 
in  the  first  six  months  of  life,  and  characterized  by  persistent,  yellowish- 
brown,  wheel-like  nodules. 

Symptoms. — The  eruption  prefers  the  trunk,  but  may  spread  up 
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the  neck  into  the  scalp,  or  upon  the  extremities,  and  consists  of  yellow¬ 
ish-red  or  brown,  split-pea-sizecl  wheals  or  nodules  surrounded  by  pink¬ 
ish  areolae.  These  lesions  may  persist  for  months  or  years  and  undergo 
a  change  of  color  from  their  original  pink  to  a  brown  and  yellow  and 
having  undergone  involution,  brownish  pigmentations  may  be  noted 
which,  though  persistent,  eventually  disappear.  Itching  may  or  may  not 
be  severe,  or  may  be  entirely  absent. 

Etiology  and  Pathology. — There  is  a  certain  hereditary  tendency 
or  congenital  predisposition,  and,  as  has  been  mentioned,  nearly  all 
cases  begin  in  infancy.  Microscopically,  this  disease  differs  from  ordi¬ 
nary  urticaria  in  that  the  papillary  layer  of  the  corium  is  filled  with 
mast  cells  arranged  in  columns,  which  formation  is  characteristic  of  the 
process.  In  some  instances  these  cells  may  extend  through  the  cutis 
into  the  subcutaneous  tissue. 

Diagnosis. — This  is  made  on  the  following  points :  origin  in  in¬ 
fancy,  persistent  eruption  and  duration  of  the  wheals  or  nodules,  with 
pigmentation  for  many  years,  or  until  after  puberty.  Xanthoma  tubero¬ 
sum  is  about  the  only  disease  that  might  present  a  resemblance. 

Prognosis  and  Treatment. — Although  a  cure  may  take  place  at  an 
early  period,  the  disease  is  very  obstinate  to  treatment,  and  usually  does 
not  disappear  before  the  period  of  puberty.  Physiological  methods  and 
antipruritic  applications  suggested  in  the  treatment  of  urticaria  may  be 
employed  here.  The  following  remedies  are  suggested:  Antipyrin,  Ars., 
Berb.,  Lach.,  Nat.  mur.,  and  Phos. 


ANGIONEUROTIC  EDEMA 

(. Acute  circumscribed  edema;  Quincke's  disease ;  Giant  swelling') 

Definition.  A  comparatively  rare  affection  characterized  by  the 
rapid  appearance  of  one  or  more  large,  circumscribed,  edematous  swell¬ 
ings. 

Symptoms. — The  eruption  chiefly  attacks  the  face,  comes  on  sud¬ 
denly,  developing  within  the  course  of  a  few  minutes  or  hours.  The 
person  attacked  may  retire  in  normal  condition  and  awake  the  next 
morning  with  an  eye  completely  shut,  or  an  ear  twice  its  size,  or  a 
largely  overdeveloped  lip.  Large  areas  or  an  entire  arm  or  leg  may  be 
involved,  and  commonly,  if  the  lesions  are  near  a  mucocutaneous  junc¬ 
tion,  the  mucous  membrane  may  be  attacked,  causing  an  interference 
with  breathing  or  swallowing.  Subjective  symptoms  are  not  so  pro¬ 
nounced  as  in  urticaria,  but  the  objective  symptoms  are,  as  Osier  has 
written,  “urticaria  writ  large.”  As  with  most  angioneurotic  disturbances, 
there  is  a  tendency  to  recurrence,  principally  due,  I  believe,  to  the  inabil¬ 
ity  of  the  patient  or  investigator  to  discover  the  cause  and  hence  pre¬ 
vent  another  attack. 

Etiology  and  Pathology. — The  disease  may  occur  at  any  age,  but 
it  is  most  common  in  adult  life  and  among  men.  It  seems  that  a  pre¬ 
disposition  of  the  nervous  system  to  this  affection  may  be  in  some  cases 
hereditary.  In  general,  the  causes  of  urticaria  and  erythema  multi- 
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forme,  especially  the  formation  of  intestinal  toxins,  seem  to  explain  the 
majority  of  cases.  The  pathology  is  not  clear,  although  there  is  little 
doubt  that  the  acute,  temporary  derangement  in  the  peripheral  circula¬ 
tion  resulting  in  a  sudden  serous  effusion  is  brought  about  through  the 
vasomotor  nervous  system. 

Diagnosis  of  this  disease  may  need  to  be  made  from  giant  urticaria , 
hysterical  edema  and  the  various  forms  of  secondary  edematous  swell¬ 
ings;  but  this  should  not  be  difficult  if  the  characteristics  of  angioneurotic 
edema — absence  of  pitting  on  pressure,  sudden  appearance  and  disap¬ 
pearance,  regions  typically  involved,  history  of  previous  attacks  or 
family  tendency  or  urticarial  outbreaks — can  be  found. 

Prognosis  and  Treatment. — The  former  may  be  said  to  be  good  in 
a  large  majority  of  cases,  and,  although  apt  to  recur  and  prove  most 
annoying,  it  seldom  presents  the  fatal  termination  recorded  in  the  rare 
cases  of  involvement  of  the  larynx  and  glottis.  The  treatment  is  that  of 
urticaria  both  as  regards  general  and  local  measures.  A  diet  based  upon 
the  careful  comparison  of  the  patient’s  food  and  its  elimination  is  neces¬ 
sary,  and  laxatives,  antacids,  anti  ferments  and  intestinal  antiseptics 
may  be  useful.  Pilocarpin  or  atropin  may  be  given  hypodermically  if 
the  acute  swelling  endangers  life.  While  the  indicated  remedy  might 
be  found  among  those  suggested  under  urticaria,  I  have  often  found 
the  following  useful:  Agar.,  Antipy.,  Apis,  Helleb.  nig.,  and  Urtica 
urens. 


ECZEMA 

( Tetter ;  Salt  rheum) 

Definition. — An  acute,  subacute  or  chronic,  non-contagious,  inflam¬ 
matory,  catarrhal  disease  of  the  skin,  characterized  primarily  by  ery¬ 
thema,  papules,  vesicles  and  pustules,  and  secondarily  by  a  variable 
amount  of  infiltration,  thickening,  scaling  and  crusting,  accompanied  by 
pronounced  subjective  sensations. 

Symptoms. — Eczema  is  a  many  sided  disease ;  but  for  purposes  of 
study  four  elementary  varieties,  the  erythematous,  the  papular,  the  vesi¬ 
cular  and  the  pustular  are  recognized.  These  lesions  constitute  the 
peculiar  type  which  may  remain  distinctive,  or  at  least  predominate 
throughout  the  course  of  the  disease,  though  the  secondary  forms,  such 
as  eczema  rubrum,  eczema  squamosum  and  eczema  fissum,  may  de¬ 
velop.  This  technical  division  of  a  disease  which  constitutes  between 
twenty  and  thirty  per  cent,  of  all  skin  diseases,  and  is  met  with  at  all 
ages,  in  all  countries,  in  all  seasons,  in  both  sexes  and  in  all  conditions 
of  life,  is  necessary  for  the  convenience  of  description,  but  it  is  well  to 
again  emphasize  that  even  in  the  mixed  types  one  lesion  usually  pre¬ 
dominates. 

Eczema  erythematosum. — This  variety  occurs  in  the  extremes  of  life, 
in  infancy  and  old  age,  usually  on  the  face,  palms,  toes,  or  genitalia,  and 
while  the  least  common  of  the  primary  forms,  is  very  pronounced.  The 
erythematous  spots  may  remain  isolated  or,  rapidly  spreading  over  a 
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large  surface,  coalesce.  There  may  be  swelling,  or  even  edema,  about 
the  eyes.  There  may  be  rough  scales  or  fissures,  or  a  general  weeping 
of  the  surface  may  appear  whether  vesicles  are  visible  or  not.  If  this 
scaling  persists  to  any  degree,  the  condition  becomes  eczema  squamosum 
or  eczema  exfoliativum.  If  the  eruption  remains  well  defined  in  small 
patches  throughout  its  course,  it  is  called  eczema  circumscriptum.  If 
on  opposing  surfaces,  as  between  the  genital  folds,  it  is  known  as  eczema 
intertrigo  and  is  usually  associated  with  a  mud-form  secretion.  Ery¬ 
thematous  eczema  may  he  associated  with  other  forms,  especially  at  its 
borders.  It  may  be  persistent  or  respond  rapidly  to  treatment,  only  to 
reappear  in  a  short  time.  It  is  always  associated  with  itching  and  burn¬ 
ing,  and  is  nearly  always  worse  from  marked  changes  of  temperature, 
cold  wind  or  excessive  heat. 

Eczema  vesiculosum  is  the  most  typical  catarrhal  inflammation  of 
the  skin,  and  one  of  the  most  common  transitional  forms.  While  it 


Fig.  14. — Eczema  vesiculosum,  acute  localized  type.  Cured  with  the  calamin-zinc- 

oxid  lotion  and  Rhus  tox.  3x. 


may  occur  on  any  surface,  it  is  often  seen  upon  the  faces  of  infants  and 
young  children,  and  upon  the  fingers,  hands,  necks  and  flexor  surfaces 
of  older  people.  Ordinarily  the  eruption  is  preceded  by  sensations  of 
itching  and  burning,  followed  by  a  diffused  local  erythema,  upon  which, 
within  a  short  time,  closely  aggregated  pin-point  to  pin-head-sized  vesi¬ 
cles  appear ;  these  may  enlarge,  coalesce,  or  rupture  spontaneously  or 
from  friction,  but  in  the  end  on  a  sticky  serum  is  exuded  which  stains  and 
stiffens  linen  brought  in  contact  with  it.  The  subjective  sensations  are 
usually  improved  with  the  rupture  of  the  vesicles,  only  to  become  more 
aggravated  when  new  vesicles  are  forming  and  always  at  night  during 
the  entire  course  of  the  eruption.  Scratching  or  rubbing  naturally  in¬ 
creases  the  weeping  so  typical  of  moist  eczema.  If  not  disturbed,  the 
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fluid  exudation  forms  yellowish-brown  crusts  beneath  which  a  moist 
surface  is  evident.  When  the  fluid  ceases  to  exude,  and  scales  take  the 
place  of  crusts,  a  squamous  form  of  eczema  may  persist  for  a  time,  or 
a  severe  form  may  ensue  from  the  increased  inflammation  and  the  dis- 


Fig.  15. — Eczema  pustulosum  with  secondary  crusting,  excited  by  scratching  incident 
to  a  long-standing  pediculosis  corporis  (so-called  parasitic  eczema).  Cured  with 
10  per  cent,  ammoniated  mercury  ointment  and  Sulphur  3x. 

charge,  with  aggravations  from  itching  and  scratching,  and  eczema 
rubrum,  with  its  intense  red  and  angry  appearance,  is  established.  In 
a  great  majority  of  cases  of  vesicular  eczema,  the  vesicular  type  is  per¬ 
manent,  although  the  area  involved  may  be  large,  because  fresh  vesicles 
develop  at  the  margins,  or  because  it  becomes  generalized.  Limited  to 
one  region  it  is  apt  to  run  an  acute  course. 
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Eczema  papulosum  ( Lichen  simplex). — Pin-head-sized  rounded  or 
acuminated,  bright  or  dull  red,  discrete  or  closely  aggregated  papules 
commonly  situated  on  the  flexor  surfaces  of  extremities,  less  often  on 
the  trunk,  or  even  generalized,  but  never  involving  the  scalp,  present 
the  description  of  this  type.  It  was  formerly  thought  a  form  of  lichen 
because  of  its  tendency  to  remain  papular  throughout,  and  the  frequent 
situation  of  the  papules  in  the  hair-follicles.  A  careful  search  may  re¬ 
veal  tiny  vesicles  at  the  apex  of  some  of  these  papules,  but  more  often 
they  are  blood  capped  as  the  result  of  scratching.  Closely  aggregated 
papules  may  develop  into  a  weeping  patch  as  the  result  of  vesiculation, 
or  they  may  become  scaly,  lose  their  papular  character  and  become  a 
squamous  eczema,  which  is  commonly  noted  on  the  dorsal  surface  of 


Fig.  16. — Eczema  rubrum  with  marked  weeping  and  crusting.  The  application  of 
moleskin  straps  to  make  extension  in  the  treatment  of  a  tubercular  hip-joint  was 
the  aggravating  factor.  Cured  with  olive  oil  and  calendula  locally  and  Calc.  fluo. 
6x  internally. 

the  hands  and  on  the  extensor  surfaces  of  the  extremities,  while  the 
rest  of  the  eruption  remains  papular.  Papular  eczema  is  often  refractory 
to  treatment,  frequently  relapses,  and  is  especially  memorable  because 
of  its  intense  itching. 

Eczema  pustulosum  begins  in  the  same  way  as  the  vesicular  form 
with  local  erythema  upon  which  there  appears  closely  aggregated  pus¬ 
tules,  or  there  may  he  an  intermediary  vesicular  state,  or  the  vesicles 
and  pustules  may  commingle  in  varying  proportions,  or  neither  lesion 
may  be  distinct,  and  yellowish  or  brownish  crusts  may  cover  the  whole 
or  part,  of  the  affected  area.  On  the  hairy  surfaces,  such  as  the  bearded 
portion  of  the  faces  of  males,  the  follicles  become  inflamed  and  second¬ 
ary  folliculitis  complicates  the  process,  and  it  may  even  persist  after  the 
eczematous  manifestation  has  ceased.  Pustular  eczema  is  especially 
fond  of  the  strumous,  cachectic  patient,  and  appears  to  favor  children, 
appearing  on  the  face  and  scalp.  In  adults,  it  is  sometimes  found  on  the 
thighs  and  lower  legs  as  well  as  upon  the  beard. 
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Eczema  rubrum  is  a  secondary  form,  and  is  due  to  an  aggravation 
or  modification  of  one  of  the  primary  types,  especially  the  vesicular  or 
pustular  varieties.  Redness,  swelling,  infiltration,  exudation,  bleeding, 
and  consequent  crusting  are  pronounced.  It  is  most  common  on  the 
faces  of  infants,  where  originally  it  may  have  been  a  mere  dermatitis, 
but  neglect  or  irritation  has  caused  this  development,  and  upon  the  legs 


Fig.  17.— Eczema  squamosum,  originally  papular  in  character.  Two  years’  duration. 
Cured  by  simple  oily  applications  externally,  a  rigid  diet  and  Nat.  mur.  6x 
internally. 


of  middle-aged  or  old  adults,  especially  men,  who  suffer  from  marked 
varicosities  and  often  show  the  common  varicose  ulcer.  The  name 
eczema  madidans  has  been  given  to  that  aggravated  form  of  red,  raw 
and  weeping  eczema  in  which  the  moisture  constantly  oozes  from  the 
surface  with  pronounced  burning  and  itching. 
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Eczema  squamosum. — Scaling  and  infiltration  are  the  pronounced 
features  of  this  development  from  the  chronic  erythematous  or  papular 
types.  The  erythematous  eczema  is  especially  apt  to  terminate  in  this 
form,  but  it  is  well  to  remember  that  the  later  stages  of  all  eczemas 
will  show  a  certain  degree  of  scaling.  The  scales  are  usually  grayish- 
white,  thin  and  flaky,  and  are  scantier  and  more  easily  detached  than 
those  of  psoriasis.  They  may  involve  large  areas  or  small  patches,  and 


Fig.  18. — Eczema  squamosum  of  the  heels  with  deep  fissures. 

Two  years’  duration. 


Fig.  19. — The  same  as  Fig.  18,  cured  in  six  weeks  by  rest  in  bed,  olive  oil  immersions 
for  two  hours  daily  and  the  internal  use  of  Petroleum  6x. 

are  frequently  not  typical  of  true  eczema  unless  the  previous  history 
be  known.  In  one  variety  of  this  type,  eczema  tyloticum,  in  which  the 
palms  of  the  hands  and  the  soles  of  the  feet  become  enormously  thick¬ 
ened,  the  horny  appearance  will  lead  one  to  think  of  keratosis  plantaris 
et  palmaris. 

In  any  type  of  eczema  in  which  there  is  much  induration,  or  in  a 
location  where  there  is  a  natural  crease,  there  may  be  a  separation  of  the 
surface  leading  to  the  condition  known  as  eczema  fissum.  A  mild  form 
of  eczema,  usually  of  a  squamous  or  fissured  nature,  is  presented  in  the 


ECZEMA 


107 


condition  known  as  chapping  due  to  cold  winds,  cold  water,  or  any  irri¬ 
tating  substance  even  ordinary  soap  if  too  frequently  used.  If  the  in¬ 
filtration  of  the  skin  is  unaccompanied  by  inflammation,  hut  is  chronic, 
indolent  and  leathery  almost  to  the  degree  of  scleroderma,  it  is  called 
eczema  sclerosum.  If  characterized  by  watery  excrescences,  it  is  known 
as  eczema  verrucosum ,  or  eczema  papillomatosum  if  the  papillary  hy¬ 
pertrophy  is  exaggerated.  The  clinical  features  of  eczema  are  much 
modified  by  location,  due  not  alone  to  anatomical  differences,  but  also 
to  external  influences  such  as  temperature  and  friction  to  which  the  dif¬ 
ferent  portions  of  the  body  are  subject.  To  avoid  repetition,  the  de- 


Fig.  20. — Eczema  sclerosum,  symmetrical  chronic  variety  with  swelling,  infiltration  and 
crusting.  Cured  by  the  application  of  the  high-frequency  currents,  5  per  cent, 
betanaphthol  ointment  and  Hydrastis  3x  internally. 


scription  of  eczema  by  anatomical  location  is  best  left  to  the  considera¬ 
tion  of  the  regional  treatment  of  the  disease. 

Etiology. — There  is  no  one  cause  of  eczema.  It  is  no  respecter  of 
persons  or  age  and  although  more  common  in  the  over  and  under 
nourished,  and  more  frequent  in  the  extremes  of  life,  it  can  occur  in 
any  period,  during  any  season,  and  in  any  land.  It  is  not  a  parasitic 
disease,  although  various  bacteria  may  influence  its  course.  The  differ¬ 
ence  between  a  dermatitis  caused  by  external  irritants  and  an  eczema 
excited  by  the  same  irritants  rests  wholly  in  the  existence  of  a  predis¬ 
position  in  the  latter  condition  and  an  absence  of  the  same  in  the  for¬ 
mer.  Hence  we  consider  that  the  causes  of  eczema  are  two-fold:  con¬ 
stitutional  or  predisposing,  working  from  within,  and  local  or  exciting. 
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working  from  without.  It  is  possible  that  either  one  might  cause  the 
development  of  a  case  of  eczema  independently  of  the  other,  but  usually 
they  are  associated  in  the  causation.  If  the  predisposition  exists,  local 
irritants  which  ordinarily  would  cause  no  damage  might  bring  about  the 
disease. 

For  convenience  the  local  causes  have  been  grouped  as  chemical, 
thermal  and  mechanical.  Chemical  irritants  comprise  a  host  of  medicinal 


Fig.  21. — Eczema  fissum,  so-called  trade  eczema  from  the  constant  use  of  dye-stuffs. 
Soothing  applications  and  Graphites  3x  relieved  the  condition  which  only  affected 
the  palms  and  fingers  but  complete  recovery  did  not  ensue  until  the  patient 
changed  his  occupation. 

agents,  such  as  surgical  antiseptics,  iodin,  arnica,  mustard,  dyestuffs, 
etc.  In  this  class  must  also  be  included  the  trade  eczemas,  seen  in  tan¬ 
ners,  bakers,  washerwomen,  chemical  workers,  cattle-men,  etc.,  or  the 
professional  eczemas,  found  in  dentists,  surgeons,  nurses  and  veterina- 
ries.  Under  the  thermal  group  must  be  included  the  eczemas  from  the 
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natural  sun’s  rays  and  artificial  heat  from  any  source  whatsoever,  hence 
an  eczema  of  firemen  and  stokers  would  be  included  in  this  causal  group. 
W  inds,  especially  a  cold  wind,  are  likewise  an  important  factor.  The 
mechanical  irritants  include  parasites,  friction,  scratching  and  pressure 
from  various  articles  of  clothing  including  human  harness  of  any 
sort. 

The  constitutional  or  predisposing  causes  are  the  most  important, 
and  in  this  connection  abnormalities  of  exercise,  clothing,  bathing  and 
diet  must  be  considered.  The  lack  of  a  proper  ratio  in  the  assimilation 
and  elimination  of  food,  leading  as  it  might  to  absorption  of  toxins 
and  other  poisons,  and  showing  itself  m  the  form  of  constipation,  gas¬ 
trointestinal  indigestion,  or  renal  insufficiency,  is  all  important.  Almost 
any  improper  functional  activity  of  one  or  more  internal  organs  may  be 
a  causative  factor,  but  most  authorities  are  agreed  that  the  gouty,  rheu¬ 
matic  or  catarrhal  diatheses  are  the  most  frequent  constitutional  causes. 
However,  there  are  types  which  are  distinctively  neurotic,  as  may  be 
found  in  cases  of  neurasthenia  or  in  the  secondary  nervous  condition 
resulting  from  anemia.  Among  the  other  predisposing  causes  may  be 
mentioned  nephritis,  diabetes,  utero-ovarian  diseases,  tuberculosis,  acute 
fevers,  dentition,  pregnancy  and  lactation. 

Pathology. — The  connecting  link  between  the  causes  of  eczema  and 
its  pathological  anatomy  is  nearly  always  trophoneurotic  in  character, 
causing  a  catarrhal  inflammation  on  the  skin  very  similar  to  the  catarrhs 
of  the  mucous  membranes.  In  general  it  may  be  said  that  the  blood 
vessels  are  dilated,  that  there  is  a  cellular  exudation  of  the  tissues  with 
round  cell  infiltration  in  the  papillary  layer  of  the  corium.  In  the  papular 
form,  the  changes  take  place  around  the  follicles,  especially  the  hair- 
follicles,  and  the  rete  cells  become  separated  bv  fluid  exudations  and 
swell  up.  In  the  vesicular  form,  there  is  a  further  liquefaction  of  the 
cells,  the  contents  of  which  unite  in  small  accumulations  beneath  the 
corneus  layer,  while  a  pustule  is  formed  by  the  emigration  of  leucocytes 
into  the  cavity  formed  by  the  contents  of  the  liquified  cells.  The  rete 
mucosum  is  exposed  when  the  horny  layer  is  cast  off  without  vesicula- 
tion,  as  occurs  in  eczema  rubrum.  Cell  infiltration  extends  almost  to 
the  subcutaneous  tissue  in  chronic  indurated  eczema,  and  the  papillae 
become  markedly  hypertrophied. 

Diagnosis. — Eczema  is  so  seldom  seen  in  its  primary  or  initial  state 
that  it  may  easily  be  mistaken  for  other  diseases  unless  the  main  points 
of  diagnosis  are  always  borne  in  mind.  These  are  a  varying  degree  of 
redness  (inflammation),  with  the  development  of  vesicles,  papules  or 
pustules ;  a  serous  or  purulent  exudation  sooner  or  later  in  the  course  of 
the  disease;  crusting  and  scaling;  a  tendency  to  coalesce  and  form 
patches,  and  pronounced  subjective  sensations,  such  as  itching  and 
burning. 

Erythematous  eczema,  in  its  early  stages,  might  well  be  confounded 
with  erythema  simplex  or  erysipelas,  while  vesicular  eczema  might  re¬ 
semble  vesicular  erysipelas,  herpes  zoster,  herpes  simplex  or  scabies. 
Pustular  eczema  might  be  mistaken  for  a  pustular  syphilid,  impetigo 
contagiosa,  sycosis  or  favus  of  the  scalp;  the  papular  form  for  a  papular 
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syphilid,  lichen  ruber,  lichen  planus,  or  a  papular  urticaria,  while  the 
squamous  form  might  resemble  tinea  circinata,  psoriasis,  or  a  squamous 
syphilid. 

Erythema  simplex  shows  a  distinctive  hyperemia,  absence  of  inflam¬ 
mation  and  marked  itching.  It  is  short  of  duration  and  has  little 
tendency  to  appear  on  the  face. 

Erysipelas  is  attended  with  a  systemic  fever,  and  the  surface  affected 
is  deep  red,  shiny,  smooth  and  well-defined.  If  vesicles  appear  they 
are  larger  and  not  grouped  as  in  eczema,  and  desquamation  only  occurs 
after  the  inflammation  subsides. 

Herpes  zoster  presents  a  unilateral  distribution  with  neuralgic  pain, 
and  no  constant  itching;  its  vesicles  are  grouped  on  an  inflamed  base, 
the  clusters  following  the  course  of  a  cutaneous  nerve.  The  limited  dis¬ 
tribution  and  short  course  of  the  vesicles  of  herpes  simplex,  together 
with  the  fact  that  a  few  are  grouped  together  on  a  red  base,  and  may 
dry  up  without  rupture,  makes  the  disease  distinctive. 

Scabies  may  become  an  eczematous  dermatitis,  and  its  multiple 
lesions  and  itching  may  closely  resemble  the  vesicopustular  and  crusted 
types  of  eczema,  but  if  the  pathognomonic  “burrow”  be  found,  or  if 
the  acarus  scabiei  can  be  located,  there  is  no  difficulty  in  making  the 
diagnosis.  In  doubtful  cases,  a  few  days  of  antiparasitic  treatment  will 
settle  the  diagnosis,  by  curing  the  scabies  or  conversely  by  aggravating 
the  eczema. 

Pustular  syphilids,  especially  of  the  scalp,  should  not  be  mistaken 
for  eczema,  because  a  syphilitic  history,  the  offensive  odor,  adherent 
crusts,  superficial  ulcers,  scars  and  the  absence  of  itching  are  totally 
unlike  eczema. 

Impetigo  contagiosa  is  an  acute  disease  in  which  the  vesicopustules 
are  larger,  more  isolated,  the  crusts  thicker  and  darker,  and  the  skin  be¬ 
neath  more  normal  than  is  found  in  a  vesicopustular  eczema.  Under 
antiparasitic  treatment  impetigo  will  disappear  in  from  three  to  ten 
days. 

Sycosis  and  the  later  stage  of  follicular  eczema  of  the  beard  are 
nearly  identical,  and  inasmuch  as  the  treatment  is  practically  the  same 
the  diagnosis  is  unnecessary.  It  may  be  said,  however,  that  pustular 
eczema  is  not  limited  to  the  beard  and  mustache,  it  itches  more  and  is  less 
chronic  than  sycosis. 

Favus  with  its  sulphur-yellow,  powdery,  cup-shaped  crusts  and  the 
presence  of  favus  fungi  microscopically,  should  be  easily  differentiated. 

Lichen  ruber  might  be  mistaken  for  papular  eczema,  but  ordinarily 
the  unchanging  pointed  scale-capped  papules  of  lichen  ruber  are  distinct, 
while  its  further  evolutions  are  totally  unlike  eczema. 

Lichen  planus  papules  are  larger,  angular,  flat  and  purplish  in  color, 
as  compared  with  the  small,  round,  bright  red  papules  of  eczema,  which 
also  will  show  excoriations  and  blood  crusts,  which  lichen  does  not. 

Urticaria  papulosa  seldom  occurs  after  childhood,  its  lesions  are 
never  grouped,  and  are  of  short  duration,  while  wheals  or  a  history  of 
their  presence  can  usually  be  found. 

Psoriasis  shows  a  preference  for  the  extensor  surfaces,  pearly  white 
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scales  which  if  removed  show  bleeding  points,  sharply  defined  borders, 
a  tendency  to  clear  in  the  center,  and  little  or  no  itching. 

Tinea  circinata  is  asymmetrical,  may  give  a  history  of  contagion, 
shows  a  sharply  defined  margin  with  central  clearance.  The  microscope 
may  be  needed  to  settle  the  diagnosis. 

Papular  and  squamous  syphilids  will  always  show  other  signs  of 
syphilis,  either  from  history,  or  in  the  way  of  scars  or  recent  lesions, 
and  may  give  a  history  of  infection.  Subjective  sensations  are  absent 
or  not  marked  as  compared  with  eczema. 

Prognosis. — If  left  alone,  eczema  tends  to  continue  indefinitely,  al¬ 
though  there  may  be  spontaneous  recovery,  or,  more  commonly,  recur¬ 
rences.  Nearly  every  case  of  eczema  is  curable  under  judicious,  per¬ 
sistent  treatment ;  but  the  duration,  extent  and  type  of  the  disease 
together  with  the  element  of  neglect  or  the  inability  of  the  patient  to 
follow  directions  should  be  borne  in  mind. 

Treatment. — All  local  or  exciting  causal  elements  should  be  re¬ 
moved  as  soon  as  possible.  If  no  exciting  features  are  apparent,  a 
careful  search  should  be  made  in  every  possible  direction  to  ascertain 
a  possible  systemic  cause  so  that  the  proper  constitutional  treatment 
may  be  instituted.  In  this  particular,  it  it  not  sufficient  to  examine  the 
excreta,  but  a  careful  consideration  of  the  patient’s  bathing,  diet,  exer¬ 
cise  and  sleep,  in  fact  all  details  that  contribute  toward  the  habits  of 
every  day  living  should  be  investigated.  If  the  cause  should  be  some 
underlying  disease,  such  as  rheumatism,  gout  or  diabetes,  the  treatment 
should  be  directed  toward  this.  In  any  case,  the  individual  should  be 
treated  rather  than  the  disease  eczema.  There  is  no  combination  of 
symptoms  found  exactly  alike  in  two  individuals,  hence  it  is  useless  to 
look  for  specifics  in  the  treatment  of  eczema.  There  is  nothing  in  the 
entire  domain  of  therapeutics  that  may  not  be  used  to  relieve  this  con¬ 
dition,  but  the  most  common  measures  will  be  aimed  to  improve  diges¬ 
tion,  relieve  constipation  and  make  the  urinary  excretion  normal. 

The  quantity  and  quality  of  food  is  again  an  individual  question, 
some  patients  requiring  no  restrictions,  in  fact  must  be  urged  to  eat, 
while  others  must  be  placed  upon  a  rigid  diet,  even  to  the  point  of  star¬ 
vation.  A  reduction  in  quality  is  found  just  as  desirable  as  a  reduction 
in  quantity,  and  the  regulation  of  meal  hours  and  sufficient  chewing 
are  important  considerations.  Speaking  broadly,  all  stimulants  should 
be  prohibited,  and  liquids  should  be  indulged  in  sparingly  at  meals,  while 
a  reasonable  amount  of  pure  water  should  be  drunk  between  meals. 
Fresh  articles  of  food,  such  as  the  light  lean  meats,  fowl,  fish,  vegetables, 
salads,  and  unsweetened  fruit  may  be  urged,  while  starchy  and  sugary 
foods,  such  as  candy,  pastry,  pie  and  confections,  and  shell-fish,  salt 
meats,  salt  fish,  dried  or  preserved  foods  of  all  kinds,  and  condiments 
should  be  avoided. 

Diuretics  may  be  needed  in  any  stage  if  the  kidneys  fail  to  act 
properly.  Renal  insufficiency  might  demand  an  alkaline  mineral  water 
or  io  to  20  grain  doses  of  potassium  acetate,  citrate  or  bicarbonate, 
given  a  half  hour  before  meals  but  ordinarily  the  free  use  of  water  be¬ 
tween  meals  will  sufficients  flush  the  kidnevs. 
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If  constipation  can  be  relieved  by  diet,  it  is  the  ideal  method,  but  it 
is  not  always  possible  to  do  so.  It  may  be  necessary  to  urge  the  eating 
of  an  extra  amount  of  fruit,  such  as  prunes  and  figs,  or  to  resort  to 
the  regular  application  of  massage  or  gymnastics  aimed  at  the  stimula¬ 
tion  of  the  abdominal  functions.  Laxatives  are  to  be  preferred  to 
cathartics  in  all  cases,  mild  agents  such  as  olive  oil  and  liquid  albolene 
rather  than  harsher  methods.  Cascara,  aloin  and  a  host  of  other  well 
known  remedies  may  be  used,  but  calomel  is  preferable  if  there  seems 
to  be  torpidity  of  the  liver,  pancreas  or  spleen.  Saline  waters  such  as 
Rubinat,  Hunyadi,  Apenta  or  Carabaha  are  often  efficient,  or  a  natural 
effervescent  salt  such  as  one  of  the  Carlsbad  products  may  be  employed 
with  or  without  the  previous  use  of  calomel.  If  the  inactivity  of  the 
bowels  seems  due  to  muscular  atony,  high  enemas  are  preferable,  or  if 
due  to  rectal  atony,  simple  suppositories  or  dilation  of  the  sphincter 
may  be  advisable. 

Physiological  treatment  further  demands  that  the  patient  have  a 
sufficient  amount  of  bodily  exercise,  especially  if  it  can  be  pleasurable, 
to  further  the  elimination  of  poisonous  accumulations  within  the  sys¬ 
tem  because  retention  of  these  is  supposed  to  be  a  fundamental  cause 
of  eczema.  Often  passive  exercise,  if  not  applied  to  the  surface  in¬ 
volved,  is  the  easiest  means  of  accomplishing  the  object.  Bathing,  like 
many  useful  habits,  must  be  regulated  to  the  needs  of  each  individual 
but  the  ordinary  soaps  should  never  be  employed.  Hot  water  is  best 
employed  both  for  its  cleansing  and  therapeutic  effects,  especially  if 
only  used  for  a  few  minutes,  as  it  will  often  relieve  irritation  and  cause 
a  beneficial  reaction.  The  drying  of  the  skin  should  be  more  in  the 
nature  of  a  patting  than  a  rubbing,  as  irritation  of  all  description  should 
be  avoided.  It  is  seldom  that  the  addition  of  alcohol,  salt,  bran,  starch, 
borax  or  soda  will  benefit,  and  long  contact  with  water  nearly  always 
aggravates  eczema.  Sulphur  baths  made  by  adding  three  ounces  of 
the  liquor  calcis  sulphurata  or  Vleminckx’s  solution  to  thirty  gallons  of 
water  may  benefit  chronic  papular  eczema.  Occasionally  the  subject  of 
fresh  air  and  ventilation,  especially  of  sleeping  rooms,  should  be  inves¬ 
tigated,  and  the  occupation  of  an  individual  may  need  to  be  radically 
changed  to  improve  his  general  hygiene.  Clothing  should  be  selected 
with  care  so  as  not  to  be  too  warm,  too  thin  or  too  irritating.  Flannel 
or  wool  invariably  irritates  an  eczematous  surface,  although  they  may 
be  worn  over  linen  or  cotton. 

External  Treatment. — The  local  treatment  of  eczema  has  in  view 
cleanliness,  protection,  relief  of  itching,  burning  or  other  sensations, 
and  stimulation  or  counter  irritation  of  indurated  patches.  Ordinarily 
mechanical  protection  may  be  given  by  applications  of  non-medicated 
powders,  oils,  ointments,  pastes,  varnishes,  bandaging,  etc.  When  ad- 
Adsable,  a  weak,  non-irritating  antiseptic  or  anti  parasitic,  such  as  am- 
moniated  mercury,  can  be  incorporated  in  the  protective  prescription. 
It  is  most  important  that  a  patient  be  made  comfortable,  not  only  be¬ 
cause  the  itching  will  cause  scratching  and  consequent  aggravation,  but 
because  the  mentonervous  state  of  the  patient  contributes  largely  to  the 
course  of  the  attack.  Carbolic  acid,  calamin,  tar,  mercury,  menthol  and 
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camphor  may  be  mentioned  as  antipruritics.  Masks,  gloves,  bandages 
and  even  immobilization  of  various  parts  may  aid  to  prevent  scratching. 

When  local  treatment  is  not  specifically  employed  for  protection 
or  for  the  relief  of  itching,  it  aims  to  improve  the  local  circulation  by 
stimulation  or  by  counterirritation  if  necessary.  The  stage  of  acute  in¬ 
flammation  having  passed,  the  external  treatment  must  be  more  stimu¬ 
lating,  and  for  this  purpose  the  antipruritics  already  mentioned  may  be 
employed  in  greater  strength.  When  the  skin  becomes  thick  and  infil¬ 
trated,  the  stimulating  remedy  must  promote  absorption  of  the  exudate 
and  restore  the  skin  to  its  normal  condition,  and  hence  may  be  classed 
as  a  counterirritant.  Keratolvtic  substances  may  be  needed  to  remove 
a  hard  horny  epidermis ;  tar,  salicylic  acid,  ichthyol,  soft  soap,  iodin, 
chrysarobin  or  pyrogallol  are  commonly  used  for  these  purposes.  What¬ 
ever  local  application  may  be  used  in  treating  eczema,  it  should  be  for 
a  definite  purpose,  and  when  that  is  attained  a  recourse  to  simple  pro¬ 
tective  methods  will  usually  bring  about  the  best  results. 

In  this  place  it  is  wise  to  note  that  powders  are  principally  used  for 
acute  erythematous  and  papular  forms  and  between  opposing  surfaces, 
that  lotions  are  especially  useful  in  moist  eczema  of  the  acute  or  sub¬ 
acute  stage  and  that  ointments  are  more  useful  in  the  subacute  and 
chronic  forms  and  in  the  dry  fissured  and  leathery  types.  However, 
there  is  no  fast  rule  as  to  the  form  of  the  appropriate  vehicle,  and  no 
one  can  affirm  that  any  given  formula  will  be  the  correct  one  in  every 
case  of  similar  eczema.  The  following  therapeutic  hints  are  conveniently 
grouped  as  they  are  typically  used  for  acute,  subacute  or  chronic  eczema, 
without  regard  to  the  location  of  the  lesions. 

In  acute  or  actively  inflammatory  cases  of  any  type  without  infiltra¬ 
tion  or  thickening,  mild  applications  are  absolutely  necessary.  Among 
the  useful  powders  may  be  mentioned  talcum,  lycopodium,  starch,  rice 
flour,  bismuth  subnitrate,  magnesium  carbonate  (most  absorbent),  zinc 
oxid,  calamin,  boric  acid  and  kaolin.  The  following  combinations  are 
useful : 


II 

Acid,  boric., 

3ij; 

8 

Talc., 

3vj; 

24 

01.  ros., 

Lij ; 

12 

M 

II 

Talci  venet., 

Zinci  oxidi, 

aa  3iv  • 

15 

Amyli, 

5j; 

30 

M 

II 

Bismuth,  subnitrat., 

Acidi  borici, 

aa  3ij  • 

8 

Amyli, 

3iv ; 

15 

M 

11 

Acid,  boric., 

3ij; 

8! 

Zinc,  stearat., 

3ij ; 

8 

Talc., 

3ss ; 

15 

01.  amygdal.  arnar., 

q.  s. 

M. 

Fiat  posta  mollis. 

Lotions  may  be  sedative,  antipruritic,  astringent  and  stimulating 
and  usually  embrace  carbolic  acid,  calamin,  resorcin,  hydrocyanic  acid 
and  glycerin  in  some  combination  like  the  following: 
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P  Calamin., 

Bij; 

8 

Glycerini, 

3ss ; 

2 

Aq.  rosse. 

Bss ; 

15 

Lac.  magnesia, 

q.  s.  ad 

5iv ; 

120 

M.  Sig. — Apply  after  bathing 

parts  with  hot  water. 

P  Liniment,  calcis., 

Biv ; 

120 

Acid,  hydrocyanic,  dil. , 

Bj; 

4 

Liq.  plumbi  subacet.  dil., 

Bij; 

8 

Glycerini, 

Bij; 

8 

Aq.  rosae, 

q.  s.  ad 

Bvnj ; 

240 

M.  Sig. — Cream,  and  apply  on 

strips  of  soft 

linen. 

P  Calamin., 

Zinci  oxidi, 

aa 

Bij; 

8 

Liquor,  calcis, 

Bij ; 

60 

Aquae,  vel  solut.  ac.  boric,  satur.,  q.  s.  ad. 

Oss ; 

240 

M. 

P  Acid,  borici, 

Bij ; 

8 

Phenolis, 

3ss ; 

2 

Glycerini, 

3ss ; 

2 

Aquae, 

q.  s.  ad 

Oss ; 

240 

M. 

P  Resorcini, 

Acidi  borici, 

aa 

Bj ; 

4 

Glycerini, 

Bj; 

4 

Zinci  oxidi, 

Bij; 

8 

Aquae 

q.  s.  ad 

Bvj ; 

180 

M. 

P  Zinci  oxidi, 

Bij; 

8 

Phenolis, 

3ss ; 

2 

Mucilag.  acaciae, 

Bij; 

8 

Emuls.  amygdalae, 

Bij ; 

60 

Aquae, 

q.  s.  ad 

Bvilj  ; 

240 

M. 

Liquor  carbonis  detergens 

one  to  five 

per  cent,  in  water,  black  wash 

(lotio  nigra)  pure  or  diluted  with  equal  parts  of  lime 

water  and  an 

aqueous  saturated  solution  of  boric  acid 

may  also  be  recommended. 

Soothing  ointments  are 

sometimes  well  borne;  such  as  Lassar’s 

paste: 

P  Zinci  oxidi, 

Amyli, 

aa 

Bij; 

8 

Petrolati, 

oiv ; 

16 

M. 

or  Hebra’s  diachylon: 

P  01.  olivae, 

Bxv ; 

450 

Lithargyri, 

Bv; 

150 

Aquae, 

q.  s. 

Sig. — Coq.  et  ft.  ung. 

Salicylic  acid,  carbolic  acid,  resorcin 

or  thymol  may  be  added  to 

the  above  in  one  to  three  per 

cent,  streng 

ths  if  desired. 

The  following 

O 

are  also  recommended: 

P  Calamin., 

Zinci  oxidi, 

aa 

gr.  xl; 

216 

Amyli, 

Bj; 

4 

Ac.  salicylici, 

gr.  x ; 

6 

Petrolati, 

q.  s.  ad 

Bj ; 

30 

M. 

P  Gelatin,  alb., 

Zinc,  oxicb, 

aa 

Bj; 

30 

Glycerin., 

B  j  ss ; 

45 

Aq.  destil., 

Biij ; 

90 

M. 
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In  the  subacute  or  moderately  inflammatory  eczemas  the  methods 
suggested  for  acute  eczema  are  the  best  to  start  with  although  stronger 
formulas  are  often  eventually  needed,  such  as  the  following: 


R 

Tinct.  picis  liquidse, 

3iv ; 

15 

Glvcerini, 

3jss; 

6 

Zinci  oxidi. 

3ij ; 

8 

Ext.  hamamelidis 

Bj ; 

30 

Aquse, 

q.  s.  ad 

Bvj ; 

180 

M 

R 

Menthol., 

gr.  xv ; 

1 

Phenol., 

gr.  xxx ; 

O 

Tinct.  picis  mineralis, 

Bj ; 

30! 

Ext.  hamamelidis, 

Bj; 

30  i 

Glycerini, 

3jss; 

2 

Aquse, 

q.  s.  ad 

Bvj ; 

1801 

M 

R 

Potassii  sozoiodol., 

gr.  v; 

3 

Potassii  hyposulphiti, 

gr.  v; 

3 

Gallanol., 

gr.  v; 

3 

Ac.  salicylici, 

gr.  xv ; 

1 

Ichthyol., 

gr.  ij  ; 

12 

01.  Rusci, 

gr.  x; 

6 

01.  Cadini, 

gr.  x; 

6 

Zinci  oxidi, 

3j; 

4 

Hydrarg.  naphtholat., 

or  v  * 

3 

Lanolin., 

3ij ; 

8 

Petrolati, 

q.  s.  ad 

Bj: 

30 

M 

R 

Acidi  salicylici, 

gr.  xv; 

1 

Acidi  tannici, 

3j; 

4 

Phenolis, 

hxx ; 

1 

2 

Ichthyolis, 

3j; 

4 

Zinci  oxidi, 

3ss ; 

15 

Petrolati, 

q.  s.  ad 

Bij  ; 

60 

M 

R 

Phenolis, 

gr.  x; 

6 

Hydrargyri  chloridi  mitis 

gr.  xv ; 

1 

Pulv.  amyli, 

Pulv.  zinci  oxidi, 

aa 

3ij ; 

8 

Yaselini, 

3iv  ; 

15 

M 

R 

Acidi  salicylici, 

gr.  xv ; 

1 

Emplastri  plumbi, 

3  i  j  s  s 

10 

Emplastri  saponis. 

3ijss 

10 

Petrolati, 

3iij  ; 

12 

M. 

(Klotz.) 

T 

Hydrargyri  ammoniati  seu 

hydrargyri 

chloridi  mitis, 

gr.  x ; 

6 

Phenolis, 

gr.  x ; 

6 

Ungt.  zinci  oxidi, 

Bj; 

30 

F 

Liquor,  carbonis  deterg., 

3ij; 

8 

Ungt.  zinci  oxidi, 

q.  s.  ad 

Bj ; 

30 

M 

R 

LTngt.  picis  liquidse, 

3j; 

4 

Ungt.  zinci  oxidi, 

q.  s.  ad 

Bj ; 

30 

M 

In  the  treatment  of  chronic  sluggish  eczema,  more  than  stimulation 
is  needed.  Often  counterirritation  and  the  actual  removal  of  hardened 
tissue  are  desired.  Tar,  ichthyol,  salicylic  acid,  resorcin,  tincture  of 
iodin,  guaiacol,  soft  soap  and  hot  water,  and  liquor  potassse  are  useful. 
For  small  patches  of  chronic  infiltration  on  covered  parts,  five  to  ten 
per  cent,  of  chrysarobin  or  pyrogallol  in  traumaticine  may  he  found  a 
convenient  and  serviceable  agent  painted  every  three  days.  Salicylic 
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acid  is  especially  useful  in  the  form  of  ointments,  pastes  and  plasters. 
Resorcin  may  be  substituted  for  salicylic  acid  in  the  following: 


It  Emplast.  saponis, 

Bnj ; 

90 

Olei  olivae  opt., 

3ij  ; 

8 

Acid,  salicylici, 

3ss ; 

2 

M. 

For  a  5  per  cent,  plaster  (Flyde)  : 

ft  Emplast.  saponis, 

Bj; 

30 

Olei  olivae, 

atxxiv ; 

1 

6 

Acid,  salicylici, 

gr.  xxiv ; 

1 

6  M. 

For  a  io  per  cent,  plaster: 

It  Emplast.  saponis, 

Bj; 

30 

Acid,  salicylici, 

gr.  xlv ; 

3 

M. 

For  a  20  per  cent,  plaster: 

It  Emplast.  plumbi, 

Bj ; 

30 

Cerae  flavae, 

gr.  xlv; 

3 

Acid,  salicylici, 

gr.  xc; 

6 

M. 

Tar  in  some  form  is  a  valuable  remedy  but  the 

weaker  prepara- 

tions  should  always  be  employed  at  first, 

or  a  mild  ointment  alternated 

The  following  will  illustrate: 

It  Picis  liquidae, 

Bj ; 

30 

Sapon.  virid., 

ojss ; 

45 

Glycerin., 

Bj; 

30 

Spt.  vin.  recti  f., 

Bvnj  ; 

240 

01.  rosmarin., 

3ss ; 

2 

M.  Sig. — To  be  rubbed  gently  into  the  skin 

with  a  flannel 

rag. 

It  01.  rusci  (vel  cadini), 

3iij  ; 

12 

Potass,  bicarbonat., 

3ss ; 

2 

Unguent,  aq.  ros., 

Bj;' 

30 

M.  Ft.  ungt. 

Bulkley’s  “liquor  picis  alkalinus”  is  as 

follows: 

It  Picis  liquidae, 

Bij ; 

60 

Potassae  causticae, 

Bj; 

30 

Aq.  destillat., 

Bv; 

150 

M.  Sigv — Dissolve  the  potash  in  the  water,  and  add  slowly  to  the  tar  in  a  mortar 
with  friction. 


If  used  as  a  lotion,  dissolve  one  dram  of  this  solution  in  a  pint  of 
water,  or  if  an  ointment  is  desired,  the  same  amount  is  added  to  an 
ounce  of  cold  cream  or  other  fatty  base. 


Special  External  Treatment  of  Regional  Eczema 

Eczema  of  the  scalp  in  children  may  demand  that  the  hair  be  cut 
short,  but  this  is  not  necessary  if  the  lesions  are  small  or  few  in  num¬ 
ber.  The  scales  or  crusts  must  be  softened  with  applications  of  fresh 
lard  or  oil,  and  a  close-fitting  cap  or  handkerchief  tied  about  the  head 
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for  several  hours.  Then,  after  the  crust  has  been  removed  with  a 
coarse  comb,  the  whole  head  may  be  cleansed  with  a  mild,  warm  solu¬ 
tion  of  borax.  After  drying  of  the  surface,  some  simple  oil  or  fat, 
such  as  one  part  of  lanolin  to  four  of  sweet  almond  oil  may  be  applied, 
and  this  application  should  be  repeated  once  or  twice  daily.  If  pediculi 
complicate  the  local  disorder,  they  should  be  destroyed  first.  Occasion¬ 
ally  lathering  the  scalp  with  a  mild  antiseptic  soap  (boric  acid  5  per 
cent.)  and  washing  it  off  in  hot  water  may  suffice.  The  object,  how¬ 
ever,  is  not  so  much  the  removal  of  the  oily  application  as  it  is  the  re¬ 
moval  of  the  accumulated  exudations  of  the  disease.  Even  wiping  off 
the  old  application  with  gauze  and  renewing  with  fresh  oil  will  often 
suffice  for  days  after  the  first  dressing.  In  squamous  eczema,  oxid  of 
zinc  ointment,  which  may  be  diluted  with  a  fourth  part  of  sweet  almond 
oil,  makes  a  good  protective  dressing.  Disastrous  effects  have  followed 
the  indiscriminate  use  of  medicinal  applications  on  the  scalp  of  chil¬ 
dren.  Hence,  I  prefer  simple,  non-medicated  applications,  except  in 
some  few  cases  of  adult  eczema  of  the  scalp.  The  latter  is  seldom  acute 
or  exudative.  When  needed,  the  hair  over  the  patches  may  be  sepa¬ 
rated,  the  crust  or  scales  loosened  by  friction  with  any  bland  oil  or  fat, 
and,  after  being  washed  or  wiped  off,  the  following  application  may  be 


used : 

it 

Boroglycerini  (50%), 

Cera,  alb., 

3ij; 

8 

Lanolin., 

aa  3j  ; 

4 

Adipis, 

Sjss; 

45 

M. 

This  may  be  repeated  once  or  twice  daily,  as  required,  the  prelimi¬ 
nary  frictions  with  oil  being  omitted.  Another  excellent  application, 
recommended  by  Piffard,  is  as  follows: 

fi  Ol.  ricini,  3ss ;  60 

Spts.  vin.  rect.,  3 i  j  s s  ;  10 

01.  eucalypti,  3jss;  6|  M. 

A  small  oil-can  may  be  employed  to  deposit  a  drop  in  the  parting  of 
the  hair  over  the  patch,  which  is  well  rubbed  in  with  the  finger;  then 
another  parting  of  the  hair  made  and  treated  as  before,  until  the  whole 
patch  has  been  covered.  In  this  way  only  so  much  oil  as  is  needed  is 
used,  and  the  hair  away  from  the  patch  is  not  impregnated  with  it. 
Either  of  the  foregoing  can  be  used  less  and  less  frequently,  as  im¬ 
provement  goes  on.  If  much  fluid  exudation  is  present  or  intervenes, 
the  application  should  be  discontinued  and  protection  given  to  the  part 
in  the  manner  suggested  for  similar  cases  in  children. 

Eczema  of  the  face. —  In  children,  the  protection  of  the  surface  by 
a  simple  ointment  or  Lassar’s  paste  is  demanded.  When  severe  or  ex¬ 
tensive,  the  wearing  of  a  linen  or  cotton  mask  may  be  necessary.  If  the 
ears  are  affected,  the  mask  should  cover  them,  and  it  is  well  to  sterilize 
the  surface  of  the  ears  with  a  solution  of  peroxid  of  hydrogen  before 
applying  an  oleaginous  protection.  When  the  auditory  canal  is  involved, 
small  tampons  smeared  with  the  necessary  ointment  can  be  left  in  the 
canal.  When  the  eyelids  are  affected,  special  care  in  removing  and 
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softening  the  crusts  with  bland  oil,  followed  by  a  light  application  of 
benzoated  lard  with  or  without  one  per  cent,  of  resorcin  or  the  yellow 
oxid  of  mercury,  five  grains  to  an  ounce  of  vaselin,  will  often  prove 
beneficial.  If  the  nostrils  are  affected  a  boric  acid  or  weak  citrin  oint¬ 
ment  may  be  employed  as  well  as  the  remedies  just  mentioned.  The 
treatment  of  the  conjunctiva,  or  of  the  eye  proper,  or  of  the  inner  por¬ 
tion  of  the  nostrils  is  based  on  the  cleansing  and  stimulating  basis.  When 
the  lips  are  affected,  a  tendency  to  crack  may  be  averted  by  frequent 
applications  of  bland  oil,  cold  cream  or  equal  parts  of  benzoin,  alcohol 
and  glycerin  and  the  same  applications  may  be  made  to  the  outer  borders. 

In  adults,  acute  moist  eczema  of  the  face  is  treated  in  the  same 
general  way  as  with  children.  Erythematous  eczema  of  the  face  and 
neck  may  call  for  the  use  of  alcohol  5  to  20  per  cent,  instead  of  water 
in  the  bathing  of  the  face,  and  the  application  at  night  of  a  simple  oint¬ 
ment  with  the  addition  of  an  antipruritic,  such  as  carbolic  acid,  1  to  5 
per  cent.  Eczema  of  the  bearded  part  of  the  face  must  be  treated  as  a 
true  folliculitis.  The  pustules  should  be  opened,  the  hairs  extracted, 
shaving  insisted  upon,  and  hydrogen  peroxid,  hot  borax  solution  or 
dilute  electrozone  used  as  a  cleanser.  During  the  day  the  patient  may 
apply  a  boric  acid,  starch  or  compound  stearate  of  zinc  powder  to  the 
surface,  but  upon  retiring  a  5  to  10  per  cent,  ammoniated  mercury  oint¬ 
ment  should  be  applied.  It  may  even  be  necessarv  to  X-ray  the  affected 
area.  The  methods  mentioned  for  the  treatment  of  eczema  of  the  eye¬ 
lids,  nostrils,  ears  and  lips  in  children  may  be  used  in  the  case  of  adults, 
although  the  relative  strength  of  the  medicaments  are  usually  increased. 

Eczema  of  the  male  genitals  is  most  often  seen  in  the  chronic  form, 
with  much  induration  of  the  scrotum.  Warmth,  moisture,  and  the  de¬ 
pendent  position  of  the  parts  serve  to  perpetuate  it.  Careful  cleansing, 
the  application  of  a  hygroscopic  powder  and  the  use  of  a  suspensory 
bandage  are  to  be  employed.  Later,  a  protecting  ointment,  covered 
with  a  few  layers  of  antiseptic  gauze,  all  within  the  supporting  bandage, 
may  be  serviceable.  For  local  pathogenetic  use,  iodin,  soft  soap,  diachy¬ 
lon,  carbolic  or  mercurial  ointments,  a  1  per  cent,  solution  of  formalin, 
or  the  high-frequency  currents,  may  be  used  until  the  counterirritation 
is  developed,  when  the  soothing  application  is  applied  but  the  patient 
should  always  be  advised  of  this  proposed  course,  and  his  assent  ob¬ 
tained.  If  the  penis  is  involved,  the  inflammation  is  usually  milder 
than  on  the  scrotum,  often  seborrheic  in  character ;  hence,  resorcin 
may  be  used  in  a  simple  basic  ointment.  Shaving  is  often  necessary  if 
the  pubic  region  is  affected  before  lotions  or  ointments  can  be  applied. 
In  acute  forms,  rest  in  bed  is  often  essential,  and  the  application  of  hot 
boric  acid  water,  as  hot  as  it  can  be  borne,  for  a  minute  or  two  at  a 
time,  followed  by  boric  ointment,  may  give  relief.  If  the  itching  is 
severe,  3  to  6  per  cent,  of  carbolic  acid  in  glycerin  and  water,  calamin, 
hydrocyanic  acid  or  other  agents  mentioned  in  the  treatment  of  acute 
and  subacute  eczema  may  be  needed. 

Eczema  of  the  female  genitals  is  rarer  and  less  severe  than  in  males 
and  ordinarily  ointments  should  not  be  used.  Equal  parts  of  alcohol 
and  rose  water,  or  weak  solutions  of  hydrogen  peroxid,  electrozone  or 
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potassium  permanganate  will  be  found  effective  and  more  convenient. 
If  necessary  any  of  the  formulas  mentioned  in  the  previous  paragraphs 
may  be  used.  A  T-bandage  or  simple  napkin  may  be  useful  in  some 
cases.  The  X-rays  and  radium  have  effected  brilliant  cures  and  in  my 
opinion  are  more  apt  to  relieve  itching  and  promote  healing  in  the  female 
sufferers  than  in  the  male  cases. 

Persistent  eczema  of  the  genitals  in  either  sex  should  lead  to  ex¬ 
amination  of  the  urine  to  determine  the  presence  of  glycosuria  or  other 
irritating  qualities  of  the  secretion.  Dribbling  of  urine  from  the  blad¬ 
der,  or  discharges  from  any  of  the  mucous  outlets  may  prove  causative. 
Many  genital  eczemas  in  both  sexes  follow  pruritus  and  are  due  to  re¬ 
peated  and  too  vigorous  scratching. 

Eczema  of  the  nipples  and  breasts  occurs  usually  in  nursing  women, 
and  the  reddened,  thickened,  fissured  and  weeping  surface  makes 


Fig.  22. — Eczema  squamosum  presenting  a  thickened  and  horny  surface  similar  to 
keratosis  palmaris.  This  type  is  often  known  as  eczema  tyloticum.  Cured  with  a 
10  per  cent,  salicylic  acid  ointment  and  Antimon.  crud.  6x. 


nursing  very  painful;  in  fact,  impossible  in  extreme  cases.  If  nursing 
is  continued,  poisonous  applications  must  not  be  employed  even  between 
the  periods  of  active  use.  Any  mild  soothing  lotion  or  ointment  may 
be  applied,  such  as  zinc  oxid,  bismuth,  ichthyol  (one  dram  to  the  ounce 
of  water)  or  a  weak  solution  of  liquor  carbonis  detergens,  but  these 
should  be  carefully  removed  before  nursing  with  sweet  oil  or  by  a  lotion 
of  boric  acid  and  glycerin. 

Eczema  of  the  anus  will  often  show  marked  induration  of  the  parts 
affected,  with  fissures  and  pronounced,  itching.  For  the  pruritus,  the 
carbolic,  calamin  or  hydrocyanic  solutions  may  be  used.  The  X-rays 
and  radium  have  likewise  diminished  the  itching,  while  the  high-fre¬ 
quency  currents  are  best  used  to  stimulate  the  induration.  For  the  thick 
puckered  eczemas  with  concealed  fissures,  no  local  measures  have  proved 
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so  beneficial  in  my  practice  as,  immediately  after  the  application  of 
peroxid,  snipping  the  edges  of  the  fissures  or  folds  with  fine  pointed 
scissors,  and  then  packing  the  same  with  aristol  or  orthoform  on  ab¬ 
sorbent  cotton,  held  in  place  with  a  T -bandage.  This  procedure  is  not 
painful,  although  cocain  may  be  used  before  the  cutting.  It  should 
be  repeated  every  four  or  five  days,  if  necessary.  Dilatation  of  the 
sphincter  has  been  urged. 

Eczema  of  the  palms  and  soles  presents  features  different  from 
other  parts  due  to  thickness  of  the  skin  on  these  surfaces  and  their 


Fig.  23. — Eczema  squamosum — eczema  tyloticum.  The  palms  depicted  in  Pig,  22  and 
these  soles  belong  to  the  same  patient  and  were  the  only  areas  affected. 

constant  exposure  to  pressure  and  friction,  hence,  induration  and  fis¬ 
sures  are  often  seen.  The  fissures  may  be  treated  in  the  same  manner 
as  fissures  of  the  rectum,  and  a  25  per  cent,  salicylic  acid  plaster  may 
be  applied  to  the  horny  thickened  skin,  or  carbolic  acid,  resorcin,  salicy¬ 
lic  acid  (5  to  10  per  cent.),  diachylon  and  other  similar  ointments  may 
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suffice.  Picric  acid,  i  per  cent,  solution,  and  adrenalin  chlorid  (i :  1000) 
may  be  used  for  the  itching.  It  may  be  necessary  to  use  rubber  gloves  on 
the  palms,  although  cotton  gloves  should  be  worn  at  night.  The  high- 
frequency  currents  are  best  indicated  for  stimulation  and  the  X-rays 
are  often  curative  in  cases  of  vesicular  eczema  of  the  hands  and  feet  if 
used  in  conjunction  with  the  proper  ointment.  Chapping  of  the  hands 
is  really  a  form  of  dermatitis,  and  can  usually  be  relieved  bv  the  appli¬ 
cation  of  vaselin,  cold  cream,  or  equal  parts  of  tincture  of  benzoin, 
glycerin  and  alcohol.  The  latter  may  be  also  used  as  a  preventive. 

Eczema  of  the  nails  needs  only  a  protective  application,  but  oleate 
of  tin,  io  per  cent,  in  a  simple  ointment  may  improve  the  appearance  of 
the  nail.  A  weak  salicylic  acid  ointment  may  be  applied  several  times 
a  day,  as  convenient,  and  I  have  often  seen  mild  X-raying  restore  the 
integrity  of  the  nails  after  three  to  five  treatments. 

Eczema  of  the  extremities  may  differ  in  no  way  from  the  same  dis¬ 
ease  elsewhere  but  there  are  a  few  details  of  treatment  that  are  dis¬ 
tinctive.  Papular  eczema  requires  the  ordinary  antipruritics.  Acute 
moist  forms  require  rest,  applications  of  a  dilute  solution  of  hydrogen 
peroxid  followed  by  simple  ointment  and  covering  with  loose  absorbent 
gauze  or  bandage  which  may  be  renewed  as  demanded  by  the  patient’s 
comfort.  Chronic  types  of  eczema  of  the  arms  may  be  occasionally 
treated  with  stronger  solutions  of  hydrogen  peroxid,  subsequent  pro¬ 
tection  with  boric  acid  or  calendula  ointment  and  as  many  turns  of  a 
gauze  bandage  as  needed  to  completely  protect  and  support  the  parts. 
The  bandage  should  be  constantly  worn  as  a  rule,  but  renewed  with 
the  whole  method  of  dressing  as  often  as  may  be  required.  Many  cases 
of  eczema  of  the  legs  can  be  managed  in  the  same  way  as  indicated  for 
the  arms.  On  the  lower  legs,  eczema  may  be  kept  up  by  varicosis,  and 
rest  in  the  horizontal  position  is  of  very  great  assistance.  In  most  cases, 
however,  prolonged  rest  cannot  be  carried  out,  and  support  as  well  as 
protection  may  be  given  by  a  firm  ordinary  or  woven  elastic  bandage 
after  applications  of  peroxid  and  simple  ointment.  Several  layers  of 
sheet  lint  or  gauze  can  be  placed  under  the  bandage  if  there  is  much 
exudation.  Liquor  carbonis  detergens  i  to  3  per  cent,  solution,  is  a 
safe  and  useful  lotion  for  eczemas  involving  large  areas,  especially  of 
the  extremities.  The  treatment  of  varicose  ulceration  is  a  separate  sub¬ 
ject  and  will  not  be  touched  upon  beyond  saying  that  any  internal  medi¬ 
cation  of  an  associated  eczema  should  always  take  cognizance  of  the 
varicose  condition. 

Eczema  of  the  umbilicus  is  usually  seborrheic  in  origin  and  is  more 
properly  considered  under  seborrheic  dermatitis. 

While  galvanism  and  static  electricity  have  served  a  minor  part  in 
the  stimulatory  treatment  of  eczema,  the  high-frequency  currents  ap¬ 
plied  through  the  vacuum  electrodes  at  a  distance  of  34  to  34  of  an 
inch  from  the  eczematous  surface,  from  one  to  five  minutes,  twice 
weekly,  have  given  a  much  more  practical  and  efficient  mode  of  stimu¬ 
lation.  Their  action  is  not  only  stimulatory  but  antipruritic  and  germi¬ 
cidal.  In  the  treatment  of  three  hundred  and  thirty-two  cases  of  sub¬ 
acute,  recurrent  or  chronic  eczema  with  currents  of  high  tension  and 
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frequency  I  have  often  seen  cures  result  with  no  additional  local  treat¬ 
ment.  Acute  eczema  does  not  call  for  electrotherapeutic  treatment. 
Cautious  use  of  the  X-ray  has  given  relief  from  itching  when  all  other 
methods  have  failed,  and  as  a  resolvent  in  the  sclerotic  and  verrucose 
types  of  eczema  has  accomplished  more  than  the  strongest  ointment. 
The  unipolar  X-ray,  solidified  carbon  dioxid  and  mild  fulguration  are 
particularly  well  suited  to  some  small  persistent  areas  of  eczema,  espe¬ 
cially  on  the  hands  and  face.  Phototherapy  and  radium,  with  the  ex¬ 
ception  of  the  relief  of  pruritus  accomplished  by  the  latter,  do  not  offer 
anything  superior  to  the  physical  methods  mentioned  above. 

Internal  pathogenetic  treatment  is  considered  last  in  conformity  with 


Fig.  24. — Eczema  rubrum  with  varicose  ulcers.  The  edematous  condition  is  plainly 
shown  by  the  markings  left  by  the  supporting  bandages.  Cured  by  rest  in  a  re¬ 
cumbent  position,  antiseptic  dressings  for  the  ulcerations  and  Calc.  fluo.  6x 
internally. 


the  general  plan  of  this  book,  but,  if  any  one  particular  item  of  treat¬ 
ment  is  important  in  eczema,  it  is  the  application  of  a  single  remedy 
corresponding  as  closely  as  possible  to  the  totality  of  symptoms  pre¬ 
sented  by  the  individual.  In  many  cases  where  the  acute  causative  fac¬ 
tor  is  not  present  or  is  unimportant,  the  indicated  remedy  is  all  that  is 
necessary.  The  condensed  repertory  for  eczema  which  follows  is  largely 
based  upon  personal  verification  and  is  added  as  a  guide  from  which 
to  select  a  possible  remedy  although  I  thoroughly  appreciate  the  fact 
that  any  remedy  may  be  indicated  and  may  not  be  included  in  the  fol¬ 
lowing  list  because  symptoms  other  than  those  of  the  skin,  are  often  so 
important  as  to  totally  change  the  symptom-picture. 
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CONDENSED  REPERTORY  FOR  ECZEMA 

LESIONS 

Erythema. — Am.  carb.,  Apis,  Antipyrin,  Bell.,  Benz,  acid,  Colch.,  Comocladia, 
Crotal.,  Crot.  tig.,  Dulc.,  Fago.,  Hyds.,  Jug.  cin.,  Kali  bich.,  K.  iod.,  Led.,  Lyc.,  Merc., 
Mez.,  Nit.  acid,  Puls.,  Rhus  tox.,  Sib,  Thuja,  Zinc. 

Papules. — Anacard.,  Ant.  tart.,  Antipyrin,  Ars.  iod.,  Benz,  acid,  Bov.,  Bry.,  Carbol. 
acid,  Caust.,  Clem.,  Comocl.,  Coni.,  Dulc.,  Fago.,  Graph.,  Hepar.,  Hyds.,  Jug.  cin.,  Kali 
bich.,  K.  carb.,  K.  iod.,  Kreos.,  Led.,  Lyc.,  Mangan,  Merc.,  Mez.,  Mur.  acid,  Nat.  mur., 
Nit.  acid,  Nux  vom.,  Olean.,  Pet.,  Puis.,  Rhus  tox.,  Rumex,  Sepia,  Sib,  Staph.,  Sub, 
Teb,  Thuja,  Zinc. 

Vesicles. — Aeon.,  Bov.,  Bry.,  Cab  carb.,  Canth.,  Caust.,  Cheb,  Clem.,  Coni.,  Corn, 
circ.,  Crotal.,  Crot.  tig.,  Dulc.,  Graph.,  Kali  iod.,  Kreos.,  Lyc.,  Mangan.,  Merc.,  Mez., 
Mur.  acid,  Nat.  mur.,  Nit.  acid,  Oleand.,  Oxal.  acid,  Pet.,  Psor.,  Puls.,  Rhus  tox., 
Sepia,  Sib,  Staph.,  Sub,  Teb,  Thuja,  Zinc. 

Pustules. — Ant.  crud.,  Arg.  nit.,  Ars.  iod.,  Bov.,  Cab  carb.,  C.  sulph.,  Clem.,  Colch., 
Coni.,  Crotal.,  Crot.  tig.,  Graph.,  Hyds.,  Iris  ver.,  Kali  bichrom.,  K.  iod.,  Lyc.,  Mez., 
Mur.  acid,  Nat.  mur.,  Nit.  acid,  Nux  vom.,  Oleand.,  Pet.,  Psor.,  Puls.,  Rhus  tox.,  Sib, 
Staph.,  Sub,  Thuja,  Zinc. 

Erythemat o-vesicular . — Apis,  Arnica,  Rhus  tox. 

Papulo-vesicular. — Arnica,  Am.  carb.,  Ars.  iod.,  Baryta  carb.,  Carbolic  acid,  Led., 
Kreos.,  Rhus  tox. 

Papulo-pustular. — Anacard.,  Baryta  mur.,  Berb.,  Cab  fluor.,  Carbolic  acid,  Caust., 
Cheb,  Hepar,  Kali  iod.,  Merc,  biniod.,  Rumex. 

Vesico-pustular. — Cab  fluor.,  Kali  mur.,  K.  sulph.,  Psor.,  Viola  trie. 

Squamous. — Aluminia,  Ars.,  Cab  fluor,  Cup.  ars.,  Graph.,  Hydrocot.,  Kali  carb., 
Kali  phos.,  Kreos.,  Merc.,  Mez.,  Nat.  mur.,  Rhus  tox.,  Sub,  Thuja. 

Crusted. — Cab  fluor.,  C.  sulph.,  Clem.,  Dulc.,  Graph.,  Merc.,  M.  biniod.,  Mez.,  Nat. 
mur..  Nit.  acid,  Pet.,  Psor.,  Rhus  tox.,  Sub,  Viola  trie. 

Fissured. — Graph.,  Kreos.,  Nat.  mur.,  Nit.  acid,  Pet.,  Rhus  ven.,  Ruta. 

Ulcerative. — Arg.  nit.,  Kali  bich.,  Merc.,  Mur.  acid,  Nat.  mur.,  Nit.  acid,  Sib 

Warty  or  fungoid. — Colch.,  Kali  iod.,  Nit.  acid,  Staph.,  Thuja. 

Gangrenous. — Conium,  Crotalus,  Lachesis. 


COURSE  OR  TYPE 

Acute. — Aeon.,  Am.  carb..  Apis,  Ars.,  Bell.,  Canth.,  Crot.  tig.,  Jug.  cin.,  Puls., 
Rhus  tox.,  Thuja. 

Chronic. — Alumin.,  Ars.,  A.  iod.,  Cab  fluo.,  Crotal.,  Hydras.,  Hydrocot.,  Kali  carb., 
K.  mur.,  K.  sulph.,  Lycop.,  Mang.  met.,  Nat.  mur.,  Petrol.,  Psor.,  Sib,  Sub 


LOCATION 

Generalized  or  not  characteristic.- — Antipyrin,  Anacard.,  Ars.  iod.,  Baryta  carb., 
Colch.,  Fago.,  Lyc.,  Psor.,  Puls.,  Rhus  tox.,  Sib,  Sub,  Thuja,  Zinc. 

Face ,  Ears  and  Plead. — Aeon.,  Am  carb.,  Ant.  crud.,  Ars.  iod.,  Bov.,  Cab  carb., 
C.  phos.,  C.  sulph.,  Canth.,  Carbol.  acid,  Cheb,  Clem.,  Comocl.,  Coni.,  Corn,  circ.,  Crot. 
tig.,  Dulc.,  Graph.,  Hepar,  Hydras.,  Hyperic.,  Iris  ver.,  Kali  carb.,  K.  iod..  Kreos., 
Merc.,  Mez.,  Nat.  mur.,  Nux  vom.,  Oleand.,  Pet.,  Puls.,  Sepia,  Staph.,  Tell.,  Vinca 
min.,  Viola  trie. 

Mouth  and  Nose. — Am.  crud.,  Caust.,  Mur.  acid.,  Nit.  acid. 

Neck  and  Shoulders. — Carbol.  acid,  Clem.,  Hepar,  Hydras.,  Kali  iod.,  Kreos.,  Nit. 
acid,  Nux  vom.,  Puls.,  Staph. 

Arms. — Arn.,  Dulc.,  Graph.,  Hydras.,  Kali  iod.,  Mez.,  Nat.  mur.,  Nux  vom., 
Staph.,  Tell. 

Hands  and  Wrists. — Berb.,  Bov.,  Cab  carb.,  C.  phos.,  Canth.,  Coni.,  Cup.  ars., 
Dulc.,  Graph.,  Hydras.,  Hyper.,  Kreos.,  Mez.,  Nit.  acid,  Pet.,  Sepia. 

Breasts. — Caust.,  Kali  carb. 

Umbilicus. — Merc,  biniod. 

Trunk. — Comocl.,  Kali  iod.,  Mez.,  Nit.  acid,  Nux  vom. 

Genitals. — Arn.,  Ars.  iod..  Benzoic  acid,  Canth.,  Cheb,  Coni.,  Croton  tig.,  Graph., 
Hepar,  Hydras.,  Kali  iod.,  Merc.,  Staph. 

Anus. — Aloes,  Berb.,  Cab  fluor,  Merc,  biniod. 
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Thighs. — Hepar,  Merc.,  Nux  vom. 

Legs. — Arn.,  Chel.,  Comocl.,  Kali  carb.,  Mez.,  Nat.  mur.,  Rumex,  Staph.,  Tell. 
Feet  and  Ankles. — Arn.,  Mur.  acid,  Nat.  mur.,  Pet. 

Joint  Flexures  and  folds  of  skin. — -Caust.,  Hepar.,  Merc.,  M.  biniod.,  Nat.  mur., 
Petrol.,  Sepia,  Zinc. 


CONDITIONS  AND  SENSATIONS 

AGGRAVATIONS 

Evening  and  night. — Alum.,  Anacard.,  Ars.,  Cal.  carb.,  Carb.  acid,  Caust.,  Como., 
Coni.,  Crot.  tig.,  Hepar,  Hyds.,  Kali  iod.,  K.  sulph.,  Kreos.,  Led.,  Lyc.,  Merc.,  Mez.,  Nat. 
mur.,  Nit.  acid,  Pet.,  Ranunc.,  Rhus,  Sepia,  Staph.,  Tell.,  Thuja,  Viola,  Zinc. 

Morning  and  day. — Aloe,  Anacard.,  Arn.,  Bary.  c.,  Bov.,  Cal.  carb.,  Chel.,  Como., 
Crot.  tig.,  Dulc.,  Hepar,  Hyper.,  Lyc.,  Nat.  mur.,  Nit.  acid.,  Nux  vom.,  Pet.,  Sepia,  Sib, 
Sul.,  Thuja. 

Changes  of  temperature. — Bell.,  Bry.,  Cal.  phos.,  Hyds.,  Ranunc.,  Rumex. 

Cold  and  cold  weather. — Ars.,  Cal.  carb.,  Hepar,  Merc.,  Pet.,  Rhus,  Rumex,  Tel., 
Thuja. 

Dampness  and  damp  weather. — Aloe,  Cal.  fluor.,  Cal.  phos.,  Merc.,  Mez.,  Nit.  acid, 
Ruta,  Rhus. 

Warmth  and  warm  weather.- — Alum.,  Aloe,  Anacard.,  Bell.,  Berb.,  Canth.,  Caust., 
Clem.,  Como.,  Dulc.,  Graph.,  Iris,  Jug.  cin.,  Kali  bich.,  K.  carb.,  K.  sulph.,  Led.,  Lyc., 
Merc.,  Mez.,  Mur.  acid,  Nux  vom.,  Psor.,  Puls.,  Sul. 

Cold  water,  zvashing. — Ant.  carb.,  Ars.  iod.,  Bary.  carb.,  Bov.,  Cal.  carb.,  Clem., 
Coni.,  Crot.  tig.,  Nat.  mur.,  Sul.,  Thuja. 

Touch. — Bell.,  Berb.,  Carb.  acid,  Como.,  Crot.  tig.,  Fago.,  Lyc.,  Mez.,  Mur.  acid, 
Nit.  acid,  Staph. 

Open  air. — Caust.,  Crot.  tig.,  Kali  carb.,  Nat.  mur.,  Psor.,  Zinc. 

Scratching.- — Kerb.,  Como.,  Coni.,  Graph.,  Fago.,  Hyper.,  Oleand.,  Pet.,  Ranunc., 
Tel.,  Zinc. 

Walking. — Aloe,  Berb.,  Iris,  Jug.  cin.,  Merc.,  Mez.,  Psor. 

Rest. — Am.  carb.,  Bary.  c.,  Chel.,  Como.,  Coni.,  Kali  mur.,  Mur.  acid,  Oleand., 
Rhus,  Tel.,  Thuja. 

Pressure. — Chel.,  Iris,  Kali  bich.,  Kreos.,  Mangan.  met. 

Excessive  eating. — Aloe,  Am.  carb.,  Dulc.,  Nux  vom.,  Puls.,  Sepia,  Sulphur. 

AMELIORATIONS 

Evening  and  night. — Hyper.,  Kali  bich.,  Lyc.,  Nux  vom. 

Morning  and  day. — Merc.,  Psor.,  Sulphur. 

Cold  application  and  bathing. — Berb.,  Canth.,  Dulc.,  Graph.,  Kali  carb.,  Nit.  acid, 
Rhus,  Sepia. 

Cold  weather. — Borax,  Kali  bich. 

Dry  weather. — Am,  carb.,  Dulc.,  Rhus. 

Warm  applications. — Ars.,  Bry.,  Cal.  carb.,  Nit.  acid,  Rumex,  Sil.,  Thuja. 

Open  air. — Bary.  carb.,  Como.,  Kali  sub,  Lyc.,  Mez.,  Puls.,  Sepia,  Thuja. 

Motion  or  exercise. — Chel.,  Como.,  Kali  phos.,  Rhus,  Sub 

Scratching  or  rubbing. — Carb.  acid,  Canth.,  Colch.,  Hyds.,  Kali  iod.,  Kali  phos., 
Kreos.,  Led.,  Lyc.,  Mangan.,  Mur.  acid,  Nit.  acid,  Nux  vom.,  Rumex,  Staph.,  Sub,  Zinc. 

Eating. — Chel.,  Kreos.,  Zinc. 

Pressure. — Hyper.,  Kali  carb.,  Rhus,  Sepia,  Zinc. 

Rest. — Bry.,  Colch.,  Ledum,  Merc.,  Psor. 

Lying  down. — Cab  fluor.,  C.  phos.,  Canth.,  Puls. 


PSORIASIS 

Definition. — A  chronic,  dry,  inflammatory  disease  of  the  skin  char¬ 
acterized  by  variously  sized,  reddish,  sharply  defined  patches  covered 
with  abundant,  sil  very- white,  adherent  scales. 

Symptoms. — Psoriasis  is  one  of  the  common  diseases,  constituting 
three  to  four  per  cent,  of  all  dermatological  cases,  but  this  is  owing  more 
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to  its  persistency  and  tendency  to  recur  than  to  the  number  of  actual 
new  cases.  It  shows  its  systemic  origin  by  occurring  symmetrically, 
and  its  probable  connection  with  some  internal  derangement  by  beginning 
on  the  surfaces  where  the  circulation  is  less  active;  namely,  the  extensor 
surfaces.  Without  prodromal  signs  of  any  kind,  psoriasis  makes  its 
appearance  in  pin-head-sized  reddish  flat  or  acuminated  papules  which, 
within  a  few  hours,  become  capped  with  a  whitish  scale  ( psoriasis  punc¬ 
tata)  .  The  spots  gradually  enlarge  peripherally  until,  when  they  are 
about  one-quarter  of  an  inch  across,  with  thickened  scales,  they  look 
like  drops  of  mortar  ( psoriasis  guttata).  When  they  reach  the  size  of 
familiar  coins,  they  are  known  as  psoriasis  nummularis.  When  they 
continue  to  spread,  two  or  more  patches  may  coalesce,  forming  an 
irregular  shaped  lesion,  or  resolution  may  occur  in  the  center  of  a 
patch,  leaving  a  ring-like  patch  ( psoriasis  annulata).  If  two  or  more 
of  these  lesions  join,  as  the  points  of  contact  melt  away,  one  or  two 
lines  are  left  ( psoriasis  gyrata).  While  these  forms  are  transitional, 
and  are  slow  in  their  evolution,  and  while  it  is  possible  that  they  may 
be  arrested  at  any  stage,  it  is  common  to  find  more  than  a  single  form 
existing  at  the  same  time.  The  union  of  patches  may  go  on  until  a  wide 
extent  of  surface  is  involved  ( psoriasis  diffusa).  Rarely  it  may  be 
so  widely  distributed  that  it  has  been  called  psoriasis  universalis,  or  if 
there  is  induration  of  the  skin,  fissures  may  develop,  and  adherent  scales 
form,  then  it  has  been  termed  psoriasis  inveterata.  When  there  is  a 
tendency  to  the  heaping  of  scales,  it  has  been  termed  psoriasis  rupioides 
or  psoriasis  ostreacea,  and  rarely  when  papillary  hypertrophy  is  noted, 
psoriasis  vern tco sa. 

The  scaling,  while  a  pronounced  feature  of  psoriasis,  varies  in  dif¬ 
ferent  cases,  in  different  spots  and  at  different  times.  Though  they  are 
always  adherent,  they  can  readily  be  removed  and  minute  bleeding 
points  appear  at  the  point  of  removal.  The  eruption  is  dry  from  begin¬ 
ning  to  end,  whether  of  short  or  long  duration.  Untreated,  the  disease 
tends  to  continue  although  spontaneous  remissions  are  likely  to  occur, 
especially  in  the  summer  time.  Some  cases  go  through  a  lifetime  with¬ 
out  a  complete  disappearance  of  the  eruption,  at  the  same  time  without 
any  disturbance  of  the  general  health.  Others  may  show  temporary 
disturbance  of  nutrition  or  some  constitutional  defect.  There  may  be 
more  or  less  persistent  pigmentation,  especially  on  the  legs  after  the 
eruption  has  disappeared.  This  is  more  apt  to  follow  treatment  with 
full  doses  of  arsenic. 

Many  cases  of  psoriasis  will  show  lesions  only  of  the  scalp  and 
extensor  surfaces  of  the  extremities,  particularly  the  elbows  and  knees, 
but  they  may  be  found  anywhere  even  on  the  palms  and  soles.  It  never 
develops,  however,  in  the  last  named  locations  without  first  appearing 
elsewhere  on  the  surface  of  the  skin,  and,  indeed,  Crocker  has  asserted 
that  the  majority  of  cases  of  so-called  palmar  or  plantar  psoriasis  are 
of  syphilitic  origin,  or  else  are  eczema.  While  psoriasis  never  attacks 
the  mucous  membranes,  it  may  extend  to  the  glans  penis.  On  the 
scrotum,  it  will  lead  to  considerable  thickening  and  Assuring  of  the 
skin,  and  occasionally  a  thin  exudation.  The  nails  may  be  affected 
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but  present  nothing  characteristic.  There  may  be  a  slight  depression 
or  the  nail  only,  or  any  degree  of  hypertrophy,  but  the  presence  of  the 
disease  elsewhere  must  be  relied  upon  to  determine  its  nature.  While 
psoriasis  often  occurs  in  the  scalp,  and  may  remain  there  for  months 
or  years  before  becoming  generalized,  it  rarely  interferes  with  the 
growth  of  the  hair.  A  red  line  or  strip  may  be  seen  as  it  advances 


Fig.  25. — Psoriasis  of  the  punctate,  guttate  and  nummular  variety.  Thirteen  years’ 
duration.  Cured  in  three  months  by  Phytolacca  2x  without  local  treatment. 


to  the  hair  border,  resembling  the  corona  of  eczema  or  seborrheic  der¬ 
matitis,  but  it  is  never  moist. 

Psoriasis  is  a  disease  of  all  ages  and  conditions  of  life.  It  begins 
primarily  in  early  life,  my  own  experience  being  that  two-thirds  of 
the  cases  first  appear  between  the  ages  of  ten  and  twenty-five,  while 
Bulklev  gives  fifty-five  per  cent,  as  occurring  between  ten  and  twenty- 
five  years  of  age.  A  few  cases  have  been  reported  as  occurring  in  the 
first  year  of  life  and  a  few  others  after  the  fiftieth  year.  In  this  con¬ 
nection  I  have  recently  seen  one  appearing  before  the  fourth  month 
and  another  initial  appearance  in  a  man  seventy-nine  years  of  age. 
While  eczema  and  syphilis  usually  have  no  effect  on  an  already  present 
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psoriasis,  the  acute  fevers,  especially  the  exanthemata,  may  cause  it 
to  disappear,  only  to  return  again  with  the  restoration  of  normal  health. 
On  the  other  hand,  scrofula,  gout,  parturition  and  lactation  tend  to 
aggravate  the  disease.  Pruritus,  which  is  never  present  in  simple  cases, 
may  result  from  pus  infection  or  from  eczematous,  ecthymatous,  or 
seborrheic  complications.  As  has  already  been  noted,  persistent  pig¬ 
mentation  may  attend  or  follow  psoriasis,  and  very  rarely  superficial 
scarring  has  been  noted  as  a  sequence. 

Etiology  and  Pathology. — Modern  views  as  to  the  nature  and 
origin  of  tuberculosis  and  leprosy  would  suggest  a  possible  parasitic 
etiology,  especially  in  cases  occurring  in  the  same  family,  quite  as 


Fig.  26. — Psoriasis  nummulata  of  ten  years’  duration,  showing  typical  location 
and  sharply  defined,  variously  sized  patches  with  silvery  white  scales. 

reasonably  as  the  theory  of  heredity.  But,  despite  the  fact  that  from 
ten  to  twenty-five  per  cent,  of  all  cases  give  some  variety  of  hereditary 
influence,  no  specific  microorganism  has  yet  been  found,  and  such 
evidence  as  has  been  presented  to  establish  a  specific  microbe  is  not 
convincing.  It  is  barely  possible  that  the  cutaneous  manifestations  are 
produced  by  a  parasite,  but  there  is  no  question  that  the  underlying 
causes  are  internal  and  constitutional.  I  believe  that  the  theory  of  the 
nervous  origin  of  psoriasis  presents  many  elements  of  truth  and  explains 
some  of  the  vagaries  of  the  disease.  It  has  been  claimed  that  syphilis, 
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rheumatism,  gout,  struma  and  tuberculosis  stand  in  etiological  relation 
to  psoriasis,  but  scientific  proof  is  wanting,  although  I  have  noted  the 
presence  of  a  pronounced  uric  acid  diathesis  in  nearly  fifty  per  cent, 
of  the  cases  of  long  standing,  inveterate  psoriasis.  Rare  instances  have 
been  noted  where  psoriasis  followed  vaccination,  tattooing  and  other 
excoriations  of  the  skin.  Further,  the  internal  use  of  biborate  of  soda 


Fig.  27. — Psoriasis  of  wide  distribution  but  little  induration  and  scant  scaling.  Cured 
with  daily  baths  of  sodium  hyposulphite,  inunctions  of  olive  oil  and  Nat.  sulph.  6x. 

and  injections  of  tuberculin  have  produced  psoriasis.  It  has  been  com¬ 
monly  asserted  that  psoriasis  is  a  disease  of  the  strong  and  well,  but 
my  personal  experience  does  not  support  this  view  because,  in  a  large 
percentage  of  over  eleven  hundred  cases  observed,  the  average  one  did 
not  present  normal  assimilation  or  sufficient  elimination.  Often  defect¬ 
ive  hepatic  function,  constipation,  hyperacid  urine,  intestinal  fermenta¬ 
tion  and  renal  irritation  of  some  sort  may  be  noted;  further,  a  great 
number  of  these  patients  prospered  on  a  properly  regulated  diet.  What¬ 
ever  the  dynamic  origin  of  psoriasis  may  be,  its  development  seems 
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uninfluenced  to  any  extent  by  age,  sex,  class  or  occupation.  T he  general 

run  of  cases  are,  however,  worse  in  winter. 

Without  going  into  the  plausible  theories  that  this  disease  is  either 
due  to  an  undiscovered  parasite  planted  on  susceptible  soil  or  has  a 


Fig.  28. — Psoriasis  with  the  early  beginnings  of  circinate  and  gyrate  formations. 
Cured  with  sodium  hyposulphite  baths  and  Ars.  brom.  3x. 


neuropathic  basis,  it  is  fairly  well  agreed  that  psoriasis  begins  as  a  non¬ 
inflammatory  hyperplasia  and  multiplication  of  the  cells  of  the  mucous 
layer  of  the  epidermis,  producing  downward  growth  of  the  interpapil- 
lary  processes  and  apparent  elongation  of  the  papillae,  followed  by  dila¬ 
tation  of  the  blood  vessels  of  the  papillary  layer  of  the  corium,  with 
serous  exudation  and  cell  infiltration  around  the  vessels.  The  silvery 
white  color  of  the  scales  is  caused  by  the  presence  of  air  between  the 
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Fig.  29. — Psoriasis  mveterata  of  extensive  development  and  long  duration, 
showing  the  coalescence  of  lesions  and  the  resultant  indurated  patch. 
Cured  with  daily  baths  of  Sodium  hyposulphite  and  Hydrocotyle  3x. 
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Fig.  30. — Psoriasis,  so  widely  distributed  as  to  be  nearly  universal. 

Front  view  of  Fig.  29. 
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cells  forming  the  scales.  There  is  imperfect  keratinization  of  the  horny 
layer  of  the  epidermis,  perhaps  due  to  the  rapidity  of  cell  growth. 

Diagnosis. — It  is  only  in  the  atypical  cases  that  doubt  may  arise, 
and  then  it  may  be  confounded  with  one  of  the  following  diseases: 

Squamous  eczema  will  generally  give  some  history  of  moisture,  its 
patches  have  an  ill-defined  border,  its  scales  are  thickest  in  the  center, 
darker  and  less  abundant  than  those  of  psoriasis,  it  is  located  in  the 


Fig.  31. — Psoriasis  involving  not  only  the  scalp  which  is  not  uncommon  but  also  the 
face  to  a  degree  which  is  very  unusual.  Tar,  ammoniated  mercury  and  salicylic 
acid  used  in  ointment  form  and  Hydrocotyle  3x  given  internally  effected  a  cure. 

flexures  of  the  joints  or  on  the  flexor  surfaces,  and  invariably  itches. 
Both  psoriasis  and  eczema  may  affect  the  nails,  but  eczema  often  attacks 
all,  psoriasis  only  one  or  more,  never  all  at  once. 

Seborrhea  of  the  scalp  is  generally  more  extensive  than  psoriasis. 
If  the  latter  extends  beyond  the  hairline,  its  characteristic  appearance, 
and  other  lesions  on  its  favorite  locations  may  usually  be  found.  Its 
scales  are  not  dirty  and  fatty  as  are  those  of  seborrhea. 

Seborrheic  dermatitis  of  the  non-hairy  parts  may  closely  resemble 
psoriasis,  but  the  scales  are  greasy,  tend  to  form  crusts,  and  the  affected 
skin  is  generally  a  yellowish  red.  If  seldom  occurs  in  the  favorite 
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Fig.  32. — Psoriasis  of  wide  and  profuse  distribution  with  pronounced  lesions  on  all 
parts  of  the  hands.  Baths  of  sodium  hyposulphite,  olive  oil  inunctions  and  Borax 
3x  caused  the  complete  disappearance  of  the  lesions  in  one  half  the  time  con¬ 
sumed  by  other  purely  local  methods. 


Fig.  33. — Psoriasis  of  the  palms,  being  the  reverse  or  palmar  aspect  of  the  hands 

depicted  in  Fig.  32. 
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locations  of  psoriasis,  and  a  history  of  a  primary  seborrhea  on  a  hairy 
surface,  and  its  evolution,  clearly  establishes  its  nature. 

Ringworm  may  be  distinguished  by  a  history  of  contagion,  asym¬ 
metrical  location,  elevated  and  at  first  papular  margin,  and  when  on 
the  scalp  by  the  short,  stubby  hairs.  The  microscope  will  show  the 
presence  of  the  fungi  of  ringworm. 

Lupus  erythematosus  is  usually  situated  on  the  face,  an  uncommon 
site  for  psoriasis.  It  occurs  generally  in  middle  life  instead  of  before, 
as  is  common  in  psoriasis.  Its  scales  are  scanty,  adherent  and,  when 
removed,  often  show  the  patulous  opening  of  the  sebaceous  follicle. 
On  the  scalp,  lupus  destroys  the  hair  and  in  any  location  leaves  scars. 

Lichen  planus  begins  as  flat,  smooth,  shining,  angular  papules  which 
become  closely  aggregated,  thus  forming  an  infiltrated  patch  over  which 
there  may  be  a  scant  scaliness.  Moreover,  it  selects  the  flexor  surfaces 
especially  at  the  wrists  and  sides  of  the  knees. 

Lichen  ruber  shows  acuminate  papules  beginning  on  the  trunk,  and 
the  infiltrations  are  formed  in  the  same  way  as  lichen  planus.  When 
generalized,  the  infiltration  is  much  greater  than  in  like  cases  of  psoria¬ 
sis,  while  the  scaling  is  much  less. 

Pityriasis  rosea  is  an  acute  disease,  and  rapidly  spreads  all  over  the 
surface  of  the  skin.  Its  scales  are  thin,  papery,  easily  detached,  do  not 
fully  cover  the  reddened  skin,  and  never  pile  up. 

Squamous  syphilids  may  be  mistaken  for  psoriasis  in  the  absence 
of  a  history  of  syphilitic  infection  because  syphilis  is  a  polymorphous 
affection,  but  it  seldom  occurs  on  the  elbows  or  knees,  and  may  often 
be  seen  on  the  mucous  surfaces,  where  psoriasis  is  never  seen.  In 
secondary  syphilis,  the  lesions  are  rarely  large  and  do  not  spread 
peripherally.  The  scales  are  scanty,  dirty  gray  in  color  and  not  freely 
shed,  while  the  brownish  red  color  of  the  active  lesions  and  the  fawn 
colored  pigmentation  left  after  the  eruption  subsides,  with  the  consti¬ 
tutional  symptoms  of  the  disease,  should  aid  the  diagnosis.  The  scaly 
lesions  of  tertiary  syphilis  are  usually  few  in  number  and  not  sym¬ 
metrically  distributed ;  the  edge  of  a  patch  is  often  elevated,  while  the 
center  appears  depressed,  and  scarring  and  deep  stains  commonly  follow. 

Prognosis. — The  historically  bad  prognosis  of  psoriasis  is  no  longer 
justified.  Rather  it  may  be  said  to  be  good  as  far  as  temporary  relief 
is  concerned,  and  to  be  hopeful  as  to  a  permanent  cure.  It  is  wise, 
however,  to  inaugurate  treatment  when  the  disease  is  still  in  its  infancy. 
The  younger  the  patient,  the  less  chronic  the  disease,  and  the  more 
recurrent  the  type,  the  better  the  prognosis. 

Treatment. — As  underlying  systemic  causes  seem  to  be  the  only 
constant  factors,  it  is  necessary  that  every  item  of  personal  hygiene 
should  be  investigated.  If  radical  changes  are  necessary,  they  may  be 
made  gradually  by  adding  in  one  instance  or  cutting  off  in  another. 
Perhaps  the  diet  may  need  to  be  regulated,  and  it  is  usually  to  improve 
gouty  or  rheumatic  tendencies.  Often  an  increase  of  vegetable  food 
and  a  lessening  of  animal  food  is  all  that  is  necessary,  but  the  usual 
tendency  in  early  adult  life,  and  even  after,  is  to  indulge  in  too  much 
food  and  too  little  water.  Hyperacid  states  result  especially  in  those 
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leading  sedentary  lives,  hence  exercise  must  often  be  recommended  as 
well  as  an  improved  dietary.  Again,  it  is  well  to  urge  that  exercise 
of  all  kinds  should  be  that  which  a  person  most  enjoys.  Bathing  has  a 
much  more  beneficial  effect  upon  psoriasis  than  upon  eczema.  The  cold 
spray  and  the  needle  bath  for  a  few  moments  at  the  end  of  an  ordinary 
bath,  or  the  cold  pack  occasionally,  may  he  very  beneficial  by  their  action 
on  the  nervous  system,  while  a  Russian  or  Turkish  bath  once  a  week 
may  be  of  considerable  local  value.  For  those  who  can  afford  it,  a 
change  of  scene  or  climate  is  often  desirable,  because  many  cases  improve 
in  a  warm  climate  during  the  winter  months,  especially  if  a  course  of 
bathing  in  some  hot,  natural  spring  may  be  taken.  Outside  of  the 
numerous  thermal  establishments  on  the  European  continent,  the  Vir¬ 
ginia  and  Arkansas  Hot  Springs,  Mount  Clemens  and  Crockett  Springs 
(Virginia)  have  all  given  marked  benefit  to  cases  of  psoriasis  within 
my  observation.  Pure  water,  however,  is  to  be  preferred  to  the  mineral 
waters  for  internal  consumption.  General  tonic  effects  may  be  produced 
by  galvanic,  faradic  and  static  currents  but  I  prefer  the  high-frequency 
currents. 

External  Treatment. — The  first  essential  of  local  care  is  the  re¬ 
moval  of  the  scales,  not  only  for  the  patient’s  comfort,  but  also  to  aid 
in  the  eradication  of  the  disease.  When  it  is  desirable  to  apply  any 
medicaments  to  the  surface,  it  is  essential  that  the  scales  be  first  removed. 
This  may  be  accomplished  by  ordinary  soap  and  water,  by  the  means 
of  friction  with  soft  soap,  or  by  prolonged  alkaline  or  simple  soap  baths. 
In  this  connection,  it  is  my  custom  to  apply  a  saturated  solution  of 
sodium  hyposulphite  after  the  bath  and  if  this  be  done  upon  retiring, 
a  simple  fat  can  be  thoroughly  applied  the  following  morning  with 
such  good  effect  that  the  more  active  local  applications  need  not  be 
used.  The  external  remedies  that  are  generally  used  are  chrysarobin, 
tar,  pyrogallic  acid,  salicylic  acid,  mercury,  resorcin,  and  betanaphthol. 
Chrysarobin,  which  is  the  most  rapidly  efficient  remedy,  is  a  yellowish 
powder  derived  from  the  East  Indies  or  Brazil.  It  can  only  be  used  in 
certain  cases,  however,  because  it  stains  the  skin  temporarily  and  the 
underclothing  permanently,  causes  a  severe  dermatitis  or  if  used  upon 
the  face,  a  conjunctivitis,  and  may  even  set  up  nephritis.  Hence  it  is 
ideally  employed  upon  a  limited  number  of  large  indurated  patches  upon 
the  trunk  and  extremities.  It  may  be  applied  in  ointment  (40  to  60 
grains  to  the  ounce  of  vaselin  or  lanolin),  in  chloroform  ( 1  to  2  drams 
to  the  ounce,  or  preferably  as  a  paint.  The  addition  of  salicvlic  acid 
enhances  its  value  but  may  not  be  well  borne  by  sensitive  skins.  The 
following  formulas  may  be  employed: 


Px 

Chrysarobini, 

Pulv.  amyli, 

gr.  xxx  ; 

2 

Pulv.  zinci  oxidi, 

aa 

V ; 

8 

Petrolati, 

3iv ; 

15 

M 

Acidi  salicylici, 
Chrysarobini, 

Sijss; 

10 

Ol.  rusci, 

Sapo.  virid., 

aa 

3v; 

20 

Petrolati, 

aa 

3vjss ; 

26 

M 
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Chrysarobini, 

3j; 

4 

Acidi  salicylici, 

gr.  xv ; 

1 

Liquor  gutta-perchse, 

Bj; 

30 

M 

Chrysarobini, 

3j; 

4 

Acidi  salicylici, 

gr.  xv; 

1 

Etheris, 

3j; 

4 

Olei  ricini, 

flv; 

3 

Collodii. 

q.  s.  ad  Bj  ; 

30 

M 

These  should  be  applied  regularly  over  a  limited  surface,  starting 
with  a  weak  solution.  Solutions  may  be  applied  every  three  days  and 
ointments  once  or  twice  daily.  When  a  dermatitis  develops,  a  dusting 
powder,  or  soothing  lotion  may  be  used. 

Tar  is  better  borne  than  chrysarobin  and  may  be  applied  in  the 
form  of  ointment,  paint,  lotion  or  bath.  Its  odor  and  color  are  objec¬ 
tionable  but  its  toxic  properties  are  much  less  than  chrysarobin.  The 
agents  employed  are  liquor  carbonis  detergens  (2  drams  to  an  ounce  of 
simple  cerate  or  as  a  lotion  diluted  with  water  or  full  strength),  oil 
of  cade,  oil  of  birch  or  unguentum  picis.  The  following  will  illustrate: 


T  Liq.  carl),  detergens,  ung.  picis,  01.  ca- 

dini,  or  Ol.  rusci,  3j-ij ;  4-8 

Adipis  or  Collodii  flex.,  q.  s.  ad  Bj ;  30 

M.  Sig. — Apply  once  or  twice  daily. 

T  Acid,  salicylici, 

Olei  cadini,  aa  3j  ;  4: 

Balsami  Peruviani,  3ij  ;  8 

Ung.  aquae  rosae,  Bj  ;  30 j 

M.  Sig. — Apply  locally  twice  daily. 


Some  authorities  have  urged  the  tar  bath  as  a  convenient  method 
for  using  this  remedy  in  extensive  cases.  Anthrasol,  a  purified  tar  oil, 
which  is  colorless  and  almost  devoid  of  tar,  and  which  may  be  used 
in  ointment  form  one  to  two  drams  to  the  ounce  in  alcoholic  solution, 
is  well  thought  of  for  young  subjects  and  often  used  when  the  skin 
is  tender. 

Pyrogallic  acid  in  3  to  10  per  cent,  ointment,  acts  less  efficiently, 
although  in  the  same  manner  as  chrysarobin.  Fatal  poisoning  may  be 
produced  through  its  absorption,  and  it  also  stains  the  clothing,  hence 
has  no  particular  advantages. 

Ammoniated  mercury  is  the  most  useful  and  elegant  preparation 
for  the  treatment  of  patches  of  psoriasis  on  the  face,  scalp  and  hands, 
because  it  is  odorless,  does  not  stain  the  skin  and  is  non-irritating. 
The  following  prescription,  with  salicylic  acid,  may  be  used: 


Acidi  salicylic., 

gr.  x-xxx ; 

O.6-2: 

Hydrarg.  ammoniat., 

gr.  x-xxx ; 

0.6-2 

Ung.  aq.  rosae,  or 

1 

Ung.  zinci  oxid.,  cp 

s.  ad 

Bj; 

30 ! 

M. 

milder  suggestion  (Ravogli): 

Hydrarg.  ammoniat., 

gr.  v-x; 

0. 3-0.6 

Bismuth,  subcarb., 

Zinci  oxid., 

aa 

3ss ; 

2\ 

Phenol., 

Tfl  .vj  ; 

36 

Petrolat.  alb..  q 

s.  ad 

Si: 

30 1 

M. 
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Other  preparations  of  mercury,  such  as  the  yellow  oxid,  nitrate,  and 
bichlorid  have  been  used,  but  present  no  advantages  over  the  white 
precipitate. 

Resorcin  is  useful  when  seborrhea  complicates  the  psoriasis  in  the 
strength  of  10  to  40  grains  to  the  ounce  of  vaselin,  lanolin,  or  cold 
cream.  Salicylic  acid,  thymol  and  betanaphthol  have  been  used  in  the 
strength  of  15  to  60  grains  to  the  ounce  in  the  same  manner  as  am- 
moniated  mercury. 

Actinotherapy  and  radiotherapy. — While  light  baths,  especially  ex¬ 
posure  to  the  rays  of  the  sun  or  to  one  of  the  forms  of  arc  lamps,  may 
be  of  value  in  psoriasis,  the  X-ray  is  more  rapid  and  convenient.  The 
most  satisfactory  results  are  in  cases  of  inveterate  psoriasis,  in  which 
the  lesions  are  few,  circumscribed  or  localized.  The  advantages  of 
this  treatment  are  that  it  is  cleanly,  simple  and  without  danger  if  the 
rays  are  applied  twice  weekly  for  three  weeks  for  short  periods  of  five 
to  ten  minutes’  duration  with  a  medium  low  tube  six  to  ten  inches  dis¬ 
tant  from  the  skin.  Usually  results  will  be  noted  by  the  fifth  or  sixth 
treatment.  Recently  I  have  accomplished  more  satisfactory  results 
from  the  single  massive  or  full  X-ray  dosage.  Just  as  much  caution 
should  be  used  to  prevent  severe  dermatitis  as  in  any  other  disease  and 
the  X-rays  do  not  insure  against  relapse  more  than  any  other  local 
agent.  The  F insen  light  and  radium  present  no  advantages  over  the 
X-rays. 

Internal  Treatment. — Arsenic  in  the  form  of  arsenite  of  sodium 
(Fowler’s  solution)  arsenious  acid  (Asiatic  pill)  or  arsendiamethyl 
(caccodylic  acid),  potassium  iodid,  sodium  salicylate,  salicin,  mercury, 
carbolic  acid,  thyroid  extract,  and  numerous  other  remedies  in  material 
doses,  do  not  yield  startling  results  in  most  cases  but  nevertheless,  at 
times,  individual  patients  may  he  benefited  by  a  short  course  of  such 
physiological  medication.  The  poverty  of  local  symptoms  may  deter 
one  from  making  a  satisfactory  pathogenetic  prescription  on  this  basis 
alone,  but  if  the  constitutional  symptoms  as  well  are  taken  into  con¬ 
sideration  in  the  selection  of  a  remedy,  a  carefully  chosen  drug  offers 
the  best  chance  for  a  real  cure.  I  have  seen  benefit  derived  from 
the  following:  Agnus  cast.,  Arnica,  Arsen.,  Asterias  rub.,  Borax,  Cal. 
fiuor,  Canth.,  Carbol.  acid,  Colch.,  Ffydrocot.,  Iris  ver.,  Kal.  bich., 
Lvcop.,  Mangan,  Merc,  vivus,  Mez.,  Nat.  arsen.,  Phvto.,  Petro.,  Sul., 
Thuja. 


PITYRIASIS  ROSEA 

( Pityriasis  maculata  et  circinata ;  Herpes  tonsurans  macnlosus) 

Definition. — An  acute,  self-limited,  inflammatory  disease  of  the 
skin  characterized  by  small  papules  which  soon  develop  into  slightly 
elevated,  round  macules  of  a  pale  rose  color,  covered  wdth  thin,  adher¬ 
ent,  branny  or  fine  scales. 

Symptoms. — While  mild  constitutional  disturbances  may  be  pres¬ 
ent,  the  temperature  seldom  goes  above  102°  F.  A  few  lesions  may 
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precede  the  general  eruption  by  a  week  or  more,  but  when  the  active 
attack  ensues,  the  eruption  comes  out  in  the  course  of  one  or  two 
weeks.  The  lesions  may  vary  from  a  few  to  hundreds,  and  while  the 
trunk  and  thighs  are  the  favorite  location,  the  arms  and  legs  may  be 
involved.  They  are  pink  or  rose  colored  macules  or  papulomacules 
which  increase  peripherally,  often  reaching  the  size  of  a  silver  half 
dollar.  Oval  patches  are  not  infrequent,  their  greatest  length  corre¬ 
sponding  to  the  cutaneous  lines  of  cleavage.  Central  involution  often 
occurs,  giving  an  annular  or  circinate  appearance  to  the  lesions,  which 
then  typically  present  a  slightly  reddened  and  elevated  border,  a  yellow¬ 
ish-white  or  fawn-colored  center  covered  with  a  slight  scaling.  A  few 


Fig.  34. — Pityriasis  rosea  presenting  hundreds  of  lesions  mainly  distributed  about  the 
trunk.  The  tendency  to  circinate  and  annular  formation  will  be  noticed  in  some 
of  the  larger  lesions.  Disappeared  in  six  weeks  from  the  application  of  5  per 
cent,  ammoniated  mercury  ointment  and  Fer.  phos.  3x  internally. 


patches  may  coalesce  hut  it  is  more  usual  for  them  to  remain  distinct. 
The  disease  runs  a  course  of  from  two  weeks  to  three  months,  although 
there  are  instances  of  it  having  lasted  even  six  months.  The  itching, 
if  present  at  all,  is  apt  to  be  very  slight  and  only  at  night. 

Etiology  and  Pathology. — The  former  is  obscure,  neither  age  nor 
sex  appearing  to  influence  it,  although  my  own  observations  point  to 
secondary  anemia  as  the  main  factor  in  no  less  than  sixteen  cases. 
The  duration  of  the  disease  and  the  few  recurrences  point  to  some 
toxic  principle  developed  in  the  body,  but  there  is  a  growing  tendency 
to  believe  that  a  parasite  is  causative  and  that  the  disease  is  contagious 
in  a  very  slight  degree.  Unna  and  other  investigators  found  that  the 
pathological  change  in  the  early  stage  or  in  the  mild  cases  was  of  the 
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nature  of  a  mild  serous  and  hyperplastic  inflammation  in  the  upper 
cutis.  In  the  later  stages  this  process  is  more  emphasized  and  minute 
vesicles,  only  visible  microscopically,  form  beneath  the  horny  layer  as 
the  disease  reaches  its  acme,  and  the  absence  of  phagocytes  in  these 
vesicles  leads  Sabouraud  to  infer  that  pityriasis  rosea  is  not  parasitic, 
but  rather  a  vesicular  erythema  of  toxic,  origin. 

Diagnosis. — This  disease  may  resemble  tinea  circinata,  psoriasis, 
syphilis,  dermatitis  seborrhoica  and  tinea  versicolor. 

Tinea  circinata  is  more  distinctly  ring-shaped  with  a  decided  tend¬ 
ency  to  clear  in  the  center  even  if  the  patches  are  small.  It  is  rarely  as 
scattered  or  profuse  as  pityriasis  and  its  fungus  can  be  found  by  the 
microscope. 

Psoriasis  does  not  show  a  preference  for  the  same  locations  as  pity¬ 
riasis  rosea ;  its  round  or  circulate  patches  are  more  elevated,  of  a 
deeper  red,  and  often  show  the  congested  or  bleeding  papillae  on  removal 
of  its  larger,  whiter  and  thicker  scales. 

The  scaly  maculopapular  syphilid  is  darker  colored,  is  distinctly  in¬ 
filtrated,  and  its  lesions  are  not  uncommonly  seen  on  the  palms  and 
soles.  There  are  usually  other  signs  ot  syphilis  present. 

Dermatitis  seborrhoica  of  a  mild  degree  may  resemble  pityriasis 
rosea  when  it  begins  to  fade  and  takes  on  a  yellowish  tinge,  but  the 
scales  of  seborrhea  are  fatty,  easily  removed,  the  surface  of  the  patches 
may  become  moist,  or  easily  bleed  if  irritated  by  friction  and  it  may  last 
for  months  or  years. 

Tinea  versicolor  is  never  acute  in  its  course,  and  its  patches  are 
yellowish-brown  rather  than  rose-red  m  color.  A  microscopic  exam¬ 
ination  of  the  scales  will  always  show  the  presence  of  the  microsporon 
furfur  in  tinea  versicolor. 

Prognosis  and  Treatment. — The  former  is  always  good,  inasmuch 
as  the  lesions  disappear  spontaneously  usually  within  two  months. 
Treatment  embraces  local  cleanliness,  the  correction  of  any  discoverable 
errors  in  habits  of  living,  mainly  along  dietary  lines  and  the  indicated 
remedy.  The  daily  use  of  a  hot  borax  bath,  a  5  to  20  per  cent,  solution 
of  sodium  hyposulphite,  or  equal  parts  of  alcohol  and  water  will  suffice 
for  most  cases  but  a  5  to  10  per  cent,  sulphur,  salicylic  acid  or  ammoni- 
ated  mercury  ointment  may  be  of  assistance  in  stubborn  cases.  General 
symptoms,  apart  from  those  of  the  skin,  will  usually  determine  the 
choice  of  such  remedies  as  Arsen.,  Borax,  Fer.  phos.,  Mez.,  Nat.  ars., 
and  Sulphur. 


DERMATITIS  EXFOLIATIVA 

(Pityriasis  rubra;  Generalized  exfoliative  dermatitis ) 

Definition. — A  general,  or  often  universal,  inflammatory  disease 
of  the  skin,  accompanied  by  constitutional  symptoms  and  characterized 
by  intense  redness,  followed  by  profuse  desquamation. 

Symptoms. — While  there  are  several  varieties  of  inflammation  of 
the  skin  and  universal  scaling  which  might  call  for  differentiation,  the 
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typical  symptoms  are  fairly  constant.  There  may  be  no  prodromal 
symptoms,  or  there  may  be  general  feelings  of  malaise  with  gastric 
disturbances,  chill,  and  other  pyretic  symptoms.  A  temperature  of  ioic 
to  104°  F.  has  been  observed,  but  it  rarely  continues.  Redness,  which 
may  vary  from  a  bright  red  to  a  violet  hue,  often  begins  about  the  flexor 
junctions  of  the  extremities,  but  may  appear  on  any  or  several  parts  at 
the  same  time.  Within  two  days  to  three  weeks  it  extends,  meets  new 
points,  spreads  over  the  whole  integument,  and  is  generally  accom¬ 
panied  by  sensations  of  formication,  itching,  tingling  or  tension.  After 
a  variable  period,  the  skin  assumes  a  dull  color,  and  scales  of  various 
sizes  form,  being  usually  largest  upon  the  back,  where  they  may  be 
an  inch  or  two  in  their  largest  diameter,  and  smallest  on  the  face, 
being  of  a  branny  nature.  These  appear  to  be  formed  by  a  rapid 
drying  and  separation  of  epidermic  epithelia,  which  if  they  remain  for 
a  time  attached  at  the  center  or  margin,  present  a  fluffy  look,  or,  if 
the  flakes  are  large,  resemble  plates  of  armor.  Separation  at  the 
natural  lines  of  the  skin  will  give  them  a  ribbed  appearance.  When 
detached,  they  resemble  torn  pieces  of  brownish  tissue  paper.  They  may 
be  so  extensive  as  to  fill  a  pint  or  larger  measure  in  twenty-four  hours. 
After  the  scales  are  removed,  the  skin  beneath  appears  smooth,  dry  or 
moist,  but  is  soon  recovered  by  scales.  In  fact,  the  continuous  exfolia¬ 
tion  is  the  most  characteristic  feature  of  the  disease.  When  the  palms, 
hands  and  soles  of  the  feet  become  involved,  the  exfoliation  occurs  in 
large  pieces  or  in  casts  like  a  glove.  The  appendages  of  the  skin  may 
suffer  to  a  large  degree  with  baldness  and  shedding  of  the  nails.  The 
earliest  stages  of  this  disease  are  not  often  seen  by  physicians,  but  they 
may  present  papular,  vesicular,  bullous  or  squamous  lesions  or  they  may 
follow  eczema,  psoriasis,  pemphigus,  etc.  ( secondary  exfoliative  der¬ 
matitis).  There  may  occur  irritating  fluid  exudations  from  large  or 
small  vesicles,  which  are  most  likely  to  be  situated  on  parts  of  the 
skin  in  contact,  as  beneath  the  breasts  of  women,  the  axillae,  and  the 
genitourinary  region.  These  preliminary  eruptions  may  be  temporary, 
persistent  or  recurrent. 

The  disease  begins  as  a  rule  in  adult  life.  It  may  go  on  with  varying 
remissions  for  years.  The  most  favorable  cases  last  for  only  a  few 
weeks  or  months.  As  it  pursues  its  course,  special  symptoms  or  com¬ 
plications  are  apt  to  appear.  Itching  may  or  may  not  be  pronounced ; 
the  same  may  be  said  of  heat  or  burning.  There  is  always  sensitiveness 
to  cold,  and,  in  the  later  stages,  thickening  and  constriction  may  inter¬ 
fere  with  motion  causing  ectropion  and  similar  atrophies.  Inflamma¬ 
tion  of  the  mucous  membrane  of  the  eye,  bronchi,  stomach,  and  mouth 
frequently  occurs.  The  urine  may  become  over-acid,  of  high  specific 
gravity,  while  renal  and  cardiac  complications  impair  nutrition  and  lead 
to  general  debility  and  cachexia.  Death  may  result  from  exhaustion, 
but  frequently  some  disease  like  pneumonia  or  pleurisy  causes  the  end. 

In  the  rarer  form,  pityriasis  rubra  (Hebra),  the  origin  is  obscure, 
the  development  more  insidious,  the  scales  finer,  moisture  is  absent  and 
the  result  is  nearly  always  fatal.  While  the  same  general  symptoms 
with  dull  red  color  and  profuse  though  finer  scaling  occur,  the  exfolia- 
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tion  is  continuous  and  there  is  atrophic  thinning  and  contraction  of 
the  skin.  Progressive  weakness  is  the  natural  result,  and  some  internal 
disease  usually  precipitates  the  fatal  ending. 

Etiology  and  Pathology. — Males  are  nearly  twice  as  liable  to  the 
disease  as  females,  and,  while  it  may  occur  at  any  age,  the  disease 


Fig.  35. — Dermatitis  exfoliativa,  acute  recurrent  variety,  due  to  periodic  alcoholic  ex¬ 
cesses.  External  treatment  embraced  simple  oils  and  fats  while  Ars.  alb.  3x  and 
Bell.  6x  were  given  at  different  stages  of  the  attacks. 
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usually  occurs  between  the  fortieth  and  sixtieth  years  of  life.  It  is 
probably  the  result  of  acute  toxemia  or  poisoning,  but  rheumatism  and 
gout  have  been  so  commonly  found  as  underlying  factors  that  the 
view  has  become  prevalent  that  the  disease  is  a  diathetic  affection. 
Some  cases  seem  to  be  of  septic  or  parasitic  origin.  Association  with 
or  occurrence  after  eczema,  psoriasis,  lichen,  tuberculosis,  alcoholic  pois¬ 
oning,  malaria,  applications  of  chrysarobin,  arnica,  iodoform  and  mer¬ 
cury  have  caused  these  factors  to  be  known  as  predisposing  or  exciting 
agents.  The  exact  cause  of  pityriasis  rubra  is  unknown.  While  the 
histological  investigation  has  shown  the  process  to  be  a  dermatitis,  it 
has  not  determined  whether  this  is  primary  or  secondary  to  some  dis¬ 
turbance  in  the  central  or  peripheral  nervous  system.  Hence  it  may 
be  said  that  the  pathological  origin  is  obscure. 

Diagnosis. — The  mild  and  severe  types  of  dermatitis  exfoliativa 
may  be  readily  distinguished  one  from  the  other  because  pityriasis  rubra 
is  insidious  in  development,  continuous  in  its  course,  with  a  branny 
desquamation ;  while  the  acute  development,  variable  course,  and  large 
scales  of  the  more  common  form  are  typical. 

Psoriasis  is  rarely  universal  in  distribution,  has  little  effect  on  the 
general  health;  the  early  lesions  are  round,  and  covered  with  pearly 
white  adherent  scales.  Generalized  eczema  gives  a  history  of  multiple 
lesions,  moist  exudation,  and  intense  itching.  The  scales  are  not  thin, 
papery  or  abundant,  but  yellowish,  scant,  and  adherent.  Lichen  ruber 
has  characteristic  papules,  is  rarely  universal,  and  if  so,  shows  a  marked 
difference  in  the  appearance  of  different  parts  of  the  skin.  Erythema 
scarlatiniforme  is  acute,  and  although  the  scaling  may  resemble  der¬ 
matitis  exfoliativa,  it  is  not  continuous.  Pemphigus  foliaceus  is  a  rare 
disease  but  always  begins  with  the  formation  of  flaccid  bullae,  although 
the  latter  may  rupture  so  quickly  as  to  be  overlooked,  and  while  bullous 
lesions  may  occur  in  the  course  of  dermatitis  exfoliativa,  they  are  never 
common  nor  continuous. 

Prognosis  and  Treatment. — The  former  is  unfavorable  when  it 
follows  some  exhausting  disease,  or  when  it  occurs  in  the  extremes 
of  life,  in  the  debilitated  or  weakened.  Otherwise  it  is  not  hopeless, 
although  recurrences  may  be  expected  if  the  causal  factors  are  not 
eradicated. 

Treatment  should  be  based  entirely  upon  the  individual  case.  There 
is  usually  a  causal  element  to  overcome.  Hence,  having  discovered  a 
probable  irritant,  prophylaxis  is  most  important.  For  the  active  attack, 
rest  in  bed,  protection  of  the  skin  by  mechanical  means,  and  a  diet 
contrived  to  help  nutrition  and  to  lessen  any  systemic  disturbances — 
often  a  milk  diet — are  necessary.  If  the  patient  is  anemic,  cod  liver 
oil  or  olive  oil  may  be  combined  with  a  tonic  treatment.  Locally,  the 
surface  should  be  protected  by  an  application  of  some  simple  fat  or  oil, 
covered  with  a  bandage,  or  closely  fitted  linen  or  cotton  underclothing. 
A  warm  or  hot  gelatin,  bran  or  starch  bath  may  be  taken  daily,  always 
remembering  to  apply  the  oily  dressing  afterward.  Crocker  recom¬ 
mends  wrapping  the  patient  in  bandages  soaked  in  linimentum  cala- 
minse.  A  2  per  cent,  calendula  ointment,  vaselin  or  a  simple  cold 
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cream  may  serve  the  same  purpose.  In  severe  cases,  linseed  oil  applied 
continuously  to  the  skin,  a  rubber  covering  being  first  applied  under  the 
sheet  to  protect  the  bedding,  has  given  me  greatest  satisfaction,  espe- 
ciallv  in  hospital  practice.  For  internal  treatment  see  indications  for 
Ars.  alb.,  Bell.,  Colch.,  Ledum,  Mez.,  and  Rhodo. 


DERMATITIS  EXFOLIATIVA  EPIDEMICA 

( Epidemic  eczema;  Epidemic  skin  disease) 

Definition. — An  acute,  inflammatory,  desquamative  disease,  similar 
to  dermatitis  exfoliativa,  with  antecedent  or  concomitant  symptoms  of 
anorexia. 

Symptoms. — This  rare  condition  has  been  reported  as  occurring  in 
several  English  charitable  institutions  as  an  epidemic  skin  disease  re¬ 
sembling  eczema.  The  eruption  usually  begins  in  the  summer  and 
appears  in  the  form  of  irregularly  grouped,  acuminate  papules  located 
at  the  hair  follicles.  The  lesions  gradually  merge  into  patches  and  the 
eruption,  spreading  over  the  whole  surface,  becomes  deep  red  covered 
with  abundant  scales.  The  eruption  is  usually  symmetrical,  although  it 
may  be  localized  at  first  and  later  becomes  general.  In  a  few  cases, 
the  eruption  developed  from  round,  defined,  erythematous  patches  or 
flat  papules,  the  latter  became  enlarged  at  the  border  and  vesicular  in 
the  center,  and  occasionally  gave  exit  to  a  moist  discharge  character¬ 
istic  of  eczema.  Whatever  the  type  of  initial  lesions  or  subsequent 
evolution,  the  final  exfoliation  follows  and  the  absence  of  moist  exu¬ 
dation  at  this  period  in  the  development  was  objectively  nearly  identical 
with  dermatitis  exfoliativa.  There  was  no  fever  in  most  cases,  although 
vomiting,  diarrhea,  conjunctivitis  and  cervical  adenitis  were  present. 
In  severe  cases  the  nails  and  hair  were  shed  and  the  skin  was  deeply 
pigmented  for  some  time  after  recovery.  The  duration  was  from  six 
to  eight  weeks,  showing  many  relapses,  and  a  few  pronounced  second 
attacks. 

Etiology  and  Pathology. — Nothing  is  known  as  to  the  causes.  The 
facts  that  nearly  all  cases  occurred  in  institutions  whose  inmates  were 
disabled  by  disease  or  age,  of  whom  about  one  in  five  contracted  the 
disease,  and  that  the  eruption  spread  by  peripheral  extension,  point  to 
some  local  contagion  as  the  cause.  A  rod-like,  segmented  diplococcus 
has  been  found  in  the  blood,  tissues  and  exudations.  A  rabbit  inocu¬ 
lated  with  a  culture  developed  the  condition  and  died  from  no  other 
apparent  cause.  The  food  and  milk  supply  was  suspected  as  a  possible 
vehicle  of  contamination.  Pathologically  the  disease  is  a  dermatitis 
attended  with  more  or  less  serous  effusion  and  extravasation  of  leuco¬ 
cytes  in  the  corium,  with  an  engorgement  of  the  vessels. 

Diagnosis. — Although  in  one  or  more  ways  it  might  resemble  ery¬ 
sipelas,  eczema ,  dermatitis  exfoliativa,  ring-worm  or  rotheln,  its  epidemic 
nature,  the  absence  of  fever,  short  course,  apparent  contagiousness,  and 
preference  for  the  aged,  together  with  resulting  desquamation  and  com¬ 
paratively  large  mortality,  should  make  the  diagnosis  easy. 
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Prognosis  and  Treatment. — From  four  to  twenty  per  cent,  of 
those  attacked  have  died.  Early  local  antiparasitic  measures  have  given 
the  best  results.  The  lesions  should  be  painted  with  tincture  of  iodin, 
with  or  without  collodion.  In  the  stage  of  desquamation,  soothing  ap¬ 
plications  as  indicated  for  dermatitis  exfoliativa  are  necessary.  A 
suitable  dietary  is  important.  Arsenic  and  its  salts  would  seem  to  be 
indicated. 


DERMATITIS  EXFOLIATIVA  NEONATORUM 

( Ritter's  disease) 

Definition. — An  acute,  contagious,  inflammatory  disease  of  the 
newly  born. 

Symptoms. — This  comparatively  rare  condition  has  been  best  de¬ 
scribed  by  Ritter  of  Prague,  who  observed  nearly  three  hundred  cases 
in  the  Foundling  Asylum  of  that  city.  It  usually  begins  between  the 
first  and  third  week  of  life  as  a  diffused  redness  on  the  face  or  some¬ 
where  else  on  the  body,  or  occasionally  it  is  universal  at  the  onset. 
In  any  instance,  it  spreads  in  a  few  days  all  over  the  surface,  reaching 
the  extremities  last.  Desquamation  occurs  at  the  first  point  of  origin 
in  large,  branny  scales.  These  are  easily  removed  as  they  loosen  at 
the  edges,  and  underneath  reveal  a  new  epidermis.  Sometimes  a  dry 
and  scaly  condition  of  the  skin  follows  the  normal  changes  in  the 
epidermis  after  birth  and  precedes  the  redness.  On  the  other  hand, 
the  exfoliation  may  be  preceded  by  a  fluid  exudation  in  the  form  of 
small  vesicles  or  large,  flaccid  bullae.  After  desquamation,  regenera¬ 
tion  of  the  epidermis  occurs  rapidly.  There  is  little  or  no  systemic 
fever  or  other  symptoms  unless  complications  arise,  although  mild 
relapses  may  occur.  The  mucous  surfaces  of  the  mouth,  eyes  and  nose 
may  be  affected,  and  boils,  other  pustular  inflammations  and  gangrene 
may  follow  the  disease.  The  duration  is  from  one  to  two  weeks. 

Etiology  and  Pathology. — The  causes  are  not  known ;  although  the 
parasitic  theory  of  its  origin  seems  reasonable,  it  has  not  been  proven. 
The  pathology  is  not  clear.  Some  believe  with  Kaposi  that  it  is  a 
perversion  or  excessive  physiological  exfoliation  of  the  new  born  with 
secondary  hyperemia.  Others  regard  it  as  a  pure  dermatitis. 

Diagnosis  should  be  easv  if  the  case  is  typical.  Pemphigus  fo- 
liaceus  might  resemble  a  few  cases,  but  it  always  occurs  in  adult  life 
and  runs  a  chronic  course. 

Prognosis  and  Treatment. — The  former  is  grave,  as  is  shown  by 
a  mortality  of  about  fifty  per  cent.  Treatment  is  directed  toward  fre¬ 
quent  nourishment,  protection  of  the  surface  with  a  nutrient  fat  like 
lanolin  or  sweet  oil,  and  the  internal  administration  of  the  indicated 
remedy,  such  as  Arsenic  and  its  salts. 


PRURIGO 


145 


CHRONIC  RESISTANT  SCALY  ERYTHRODERMIAS 

A  number  of  skin  eruptions,  similar  in  many  respects,  are  con¬ 
veniently  grouped  under  this  caption.  They  have  been  variously  named 
as  follows:  Parakeratosis  variegata  (Unna)  ;  erythrodermie  pityriasis- 
que  en  plaques  disseminces  (Brocq)  ;  lichen  variegatus  (Crocker)  ;  der¬ 
matitis  variegata  (Boeck)  ;  dermatitis  psoriasiformis  nodularis  (Jadas¬ 
sohn)  ;  lichenoid  eruption  (Neisser)  ;  pityriasis  lichenoides  chronica 
( Juliusberg) .  Brocq  in  a  later  contribution  on  this  subject,  describing 
all  these  conditions  under  the  general  term  parapsoriasis,  divides  them 
into  three  groups:  those  that  resemble  psoriasis;  those  that  are  lichenoid; 
and  those  that  closelv  resemble  dermatitis  seborrhoica.  These  condi¬ 
tions  are  usually  characterized  by  circumscribed,  well-defined,  pinkish- 
red,  slightly  elevated  patches,  from  two  to  six  cm.  in  diameter,  covered 
with  a  fine  pityriasic  scaling,  with  little  if  any  itching  and  almost  com¬ 
plete  lack  of  infiltration.  They  invariably  run  a  slow  course.  Their 
distribution  is  not  typical  and  may  be  localized  or  generalized. 

Prognosis  and  Treatment. — A  marked  resistance  to  local  applica¬ 
tions  is  quite  typical  of  these  conditions.  Although  such  local  measures 
as  are  applied  in  psoriasis  are  indicated,  the  only  successful  treatment 
reported  has  been  the  vigorous  and  persistent  application  of  pyrogallic 
acid  externally,  and  the  internal  use  of  large  doses  of  dilute  hydro¬ 
chloric  acid  to  counteract  the  poisonous  effects  of  the  pyrogallol  ab¬ 
sorption. 


PRURIGO 

Definition. — An  inflammatory  disease  of  the  skin,  characterized  by 
excessive  itching  and  by  the  formation  of  small,  discrete,  colorless  or 
pale  red  papules,  chiefly  on  the  extensor  surfaces  of  the  extremities, 
beginning  in  infancy  or  early  childhood  and  lasting  for  years  or  through¬ 
out  life. 

Symptoms. — There  are  two  forms,  a  mild  variety,  prurigo  mitis, 
and  a  severe  form,  prurigo  ferox,  which  differ  only  in  extent  and 
degree  but  rarely  change  from  one  to  the  other  in  their  course. 

Prurigo  mitis. — The  disease  usually  commences  within  the  first  few 
months  of  life,  not  uncommonly  starting  as  an  urticaria.  Often  upon 
the  extensor  surfaces  of  the  arms  and  legs,  and  even  the  trunk  and 
forehead,  pin-head-sized  or  larger  discrete  papules  develop.  At  first  they 
are  the  same  color  as  the  skin  and  are  really  better  appreciated  by 
touch  than  by  sight,  but  the  itching  is  so  intense  and  constant  that  the 
papules  are  soon  scratched  assuming  a  pale  to  deep  red  color,  or  if 
torn,  blood  crusts  form  with  other  excoriations.  As  a  natural  result 
of  the  continued  irritation,  the  skin  becomes  hard,  dry,  indurated  and 
pigmented ;  there  is  some  mealy  desquamation ;  the  natural  lines  of  the 
skin  are  greatly  exaggerated,  causing  fissures ;  the  lymphatic  glands, 
particularly  of  the  inguinal  and  axillary  region,  become  enlarged ;  and 
the  real  nature  of  the  disease  is  obscured  by  secondary  developments. 
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Prurigo  ferox  or  agria  is  applied  to  severe  types  of  the  disease 
which  may  be  widely  distributed,  and  result  in  pronounced  eczematous, 
pigmentary,  ecthymatous  and  hypertrophic  secondary  changes,  probably 
due  to  great  neglect  or  extreme  poverty,  and  hence  seldom  seen  in  this 
country. 

Etiology  and  Pathology. — Prurigo  is  chiefly  found  in  Austria,  and 
it  is  rarely  that  the  type  described  by  Hebra  is  seen  in  this  country. 
Our  recent  large  Austro-Hungarian  immigration  has  furnished  a  few 
more  cases  but  usually  of  a  mild  form.  Boys  are  more  subject  to  the 
disease  than  girls,  and  while  it  usually  begins  in  infancy  or  early  child¬ 
hood,  cases  have  been  reported  as  originating  between  the  fifteenth  and 
thirtieth  years.  A  case  of  my  own  started  at  the  fifth  year.  Poor  food, 


Fig.  36. — Prurigo  mitis  in  an  Austrian  girl,  twelve  years  old.  The  disease  had  lasted 
for  ten  years  with  varying  intensity  on  the  trunk  and  extremities.  Cured  by 
hygienic  measures  and  Sulphur  6x. 

faulty  hygiene  and  the  other  prerequisites  of  the  peasant  class  are 
largely  responsible.  Tuberculosis  has  been  regarded  as  a  causative  fac¬ 
tor.  The  weight  of  evidence  seems  to  be  that  it  is  in  nature  a  senso- 
motor  neurosis.  Microscopically,  prurigo  is  a  chronic  inflammation 
similar  to  a  long  standing  papular  eczema.  The  fact  that  urticarial 
lesions  sometimes  precede  the  real  prurigo  papules  supports  the  con¬ 
tention,  as  does  the  early  history  of  the  disease  (usually  furnished  by 
the  patient  or  some  member  of  the  family)  that  the  itching  begins 
without  an  eruption,  and  that  the  condition  is  a  neurosis. 

Diagnosis. — Urticarial  papules  may  be  present  at  the  earliest  stages, 
but  a  few  weeks  or  months  will  clear  up  the  diagnosis.  Chronic  papular 
eczema  may  rarely  exhibit  a  few  colorless  papules,  and  may  have  the 
same  sites  of  preference  on  the  extensor  surfaces;  but  there  is  not  the 
same  exemption  of  the  flexures,  the  colorless  papules  do  not  predominate, 
and  papular  eczema  seldom  dates  from  infancy  without  moist  lesions, 
crusting,  etc.,  or  long  periods  of  intermission  from  the  disease.  More¬ 
over,  the  glandular  enlargements  in  the  groins  are  seldom  excessive,  as 
they  may  be  in  prurigo.  Ichthyosis  shows  a  preference  for  the  same 
locations,  but  is  characterized  by  polygonal  scales,  not  papules,  is  not 


LICHEN  RUBER 


H7 


attended  with  much  itching,  and  if  complicated  with  eczema,  the  latter 
is  not  persistent  or  uniformly  papular.  Pruritus  does  not  exhibit  a  per¬ 
sistent  eruption  of  papules,  and  though  lasting  a  long  time,  does  not 
result  in  a  thickening  of  the  skin  as  found  in  prurigo.  Besides  as  a 
rule  there  are  differences  in  age  of  occurrence  and  location.  Itching 
caused  by  animal  parasites  can  be  excluded  by  the  absence  of  the  pe¬ 
culiarities  of  the  secondary  lesions. 

Prognosis  and  Treatment. — Only  mild  cases  and  those  under  care¬ 
ful  treatment  seem  to  be  curable.  Severe  cases  persist  frequently  for 
a  lifetime,  although  some  recover  spontaneously  about  the  age  of  pu¬ 
berty.  All  measures  that  tend  to  improve  the  general  health  such  as 
simple  nutritious  food,  cleanliness,  rest  in  bed  and  removal  to  a  hos¬ 
pital  where  these  items  and  the  proper  local  treatment  may  be  insti¬ 
tuted,  are  in  order.  A  daily  warm  or  hot  bath  either  of  soap  and 
water,  some  alkaline  like  sodium  bicarbonate  (4  ounces  to  30  gallons 
of  water),  precipitated  sulphur,  or  potassium  sulphid  (4  ounces  to  30 
gallons  of  water)  should  be  employed.  This  may  be  followed  by  the 
application  of  a  simple  oil  or  fat  or  if  the  itching  remains  trouble¬ 
some,  betanaphthol  (10  to  30  grains  to  the  ounce),  sulphur  (1  dram 

to  the  ounce),  the  Wilkinson  salve  (composed  of  tar,  sulphur  and 

green  soap),  ichthyol,  diachylon  or  carbolic  acid  ointments,  may  be 
employed.  Although  my  experience  in  the  treatment  of  this  disease 
has  been  limited  to  five  cases,  I  have  seen  splendid  results  follow  the 

use  of  Alum,  Ars.  iod.,  Cal.  phos.,  Led.,  Mang.  met.,  Rumex,  Sil., 

Sulph.,  and  Zinc. 

LICHEN  RUBER 

{Pityriasis  rubra  pilaris;  Lichen  ruber  acuminatis) 

Definition.  — A  chronic,  mildly  inflammatory  disease  of  the  skin, 
characterized  by  the  appearance  of  small,  reddish,  conical  papules,  chiefly 
situated  at  the  mouth  of  the  hair-follicles.  These  papules,  by  multi¬ 
plication  and  aggregation,  may  form  large  infiltrated  scaly  patches, 
causing  an  apparent  deepening  of  the  natural  lines  of  the  skin. 

Symptoms. — The  disease  may  be  readily  described  in  a  number  of 
stages.  The  first  is  known  as  lichen  ruber  papulosus,  in  which  the 
papules  are  isolated  and  limited  to  the  hair-follicles,  but  not  invariably 
so,  because  they  may  be  seen  at  an  early  stage  upon  the  palms  of  the 
hands,  where  hair-follicles  do  not  exist.  At  first,  pin-head  to  millet 
seed  in  size,  smooth  and  pale  or  yellowish  red  in  color,  they  soon  be¬ 
come  tipped  with  a  horny,  adherent  scale,  and  in  some  localities,  as  the 
dorsal  aspects  of  the  fingers,  horny  processes  may  protrude  from  the 
apex  of  the  papules.  In  other  localities,  they  present  an  appearance 
like  goose-flesh,  and  as  they  multiply,  feel  like  a  nutmeg  grater.  They 
show  no  tendency  at  any  time  to  become  vesicular  or  pustular,  and 
when  fully  developed  do  not  change  in  size.  It  is  the  development 
of  new  papules  between  the  earlier  lesions  which  changes  the  objective 
appearance,  causing  the  formation  of  infiltrated  patches  and  accentu- 
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ating  the  furrows  of  the  skin.  This  disease  may  become  generalized 
over  the  surface  by  gradual  development,  but  it  usually  shows  a  pref¬ 
erence  for  certain  localities,  as  the  upper  and  central  part  of  the  back, 
the  nape  of  the  neck,  sternoclavicular  regions,  folds  of  the  axilla, 
elbows,  knees,  loins,  genital  regions  and  nates,  the  dorsum  of  fingers, 
the  palms,  the  dorsum  and  soles  of  the  feet.  Scaliness  is  least  appar¬ 
ent  where  the  friction  of  the  clothing  is  greatest.  Hence  the  eruption 
may  be  largely  modified  by  its  situation.  On  the  palms  and  soles, 
where  the  skin  is  thick,  the  papules  may  not  show  clearly,  though 
they  always  precede  the  formation  of  thickened,  scaly  patches,  which 
later  on  become  fissures ;  while  on  the  back  of  the  fingers  where  there 
is  no  pressure,  they  may  remain  unchanged  for  a  long  time.  If  the 


Fig.  37. — Lichen  ruber  squamosus  in  a  woman  of  forty-three.  Duration  of 
disease,  nine  years.  Improved  under  Nat.  ars.  6x. 


horny  sheath  around  the  hair  is  torn  away,  and  the  dilated  follicle 
exposed,  it  will  soon  fill  again  with  a  blackish  collection  of  horny 
epithelia  and  sebum,  which  will  plug  the  follicles  and  cause  conical  ele¬ 
vation.  Though  in  many  instances  the  papular  character  of  this  lesion 
is  lost,  it  is  only  after  the  papules  have  fully  multiplied  and  formed 
patches  that  the  areas  become  uniformly  scaly,  although  they  may 
be  surrounded  by  some  isolated  papules. 

Lichen  ruber  squamosus,  the  squamous  form,  shows  a  large  latitude 
in  the  degree  of  scaling.  When  abundant,  there  is  a  white,  fleece-like 
layer  of  branny  scales,  unlike  that  of  an}^  other  disease.  More  often, 
while  the  scales  are  of  a  snowy  appearance,  they  do  not  entirely  hide 
the  lines  of  the  skin,  or  only  completely  cover  a  patch  for  a  short  time. 
The  squamous  patches  vary  in  shape,  largely  according  to  the  region 
involved.  Over  the  spinal  regions,  around  the  waist,  or  on  the  extremi¬ 
ties,  they  may  appear  oblong  or  in  wide  band-like  forms.  In  the  vari¬ 
ous  flexures,  they  may  he  oval  or  spindle-shaped;  while  on  the  palms 
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they  may  assume  annular  outlines,  and  on  the  trunk  and  extremities 
smaller  patches  may  become  discoid  or  corn-like  in  shape.  When  the 
scales  become  rubbed  off,  or  are  gradually  shed,  the  affected  skin  pre¬ 
sents  a  striated  appearance  on  the  lines  of  the  normal  folds.  This  may 
not  be  marked  upon  the  parts  not  subject  to  much  motion,  but  over  the 
joints,  buttocks,  etc.,  liable  to  frequent  tension  the  wrinkled  aspects 
may  be  so  marked  as  to  totally  change  the  objective  feature  of  the 
disease. 

In  the  form  known  as  lichen  ruber  rugosus,  the  thickened  skin  forms 
furrows  running  in  one  direction.  Occasionally  these  may  be  inter¬ 
cepted  by  less  marked  lines  running  at  right  angles.  In  this  stage  the 
scaliness  is  scant;  hence  the  condition  of  the  skin  is  clearly  apparent. 
Like  the  abundant  scaliness  of  the  squamous  form,  the  parallel  seam¬ 
ing  of  the  skin  is  typical  of  this  stage  of  the  disease.  In  these  advanced 
stages,  the  hands  may  undergo  atrophic  changes,  resulting  in  the  im¬ 
pairment  of  motion  and  the  overprominence  of  joints.  The  nails  may 
take  on  hypertrophic  changes,  becoming  thickened,  rough,  and  darker 
in  color.  A  rare  form  of  the  disease  has  been  described  as  lichen  ruber 
moniliformis,  in  which  the  papules  occur  in  beaded  lines. 

While  the  three  common  forms  of  lichen  ruber  may  be  successive 
stages  of  the  same  disease,  they  may  be  found  coexistent,  they  may 
have  periods  of  alternation,  or  they  may  be  recurrent.  The  disease  may 
be  arrested  in  its  papular  stage,  but  more  often  reaches  the  squamous 
type,  to  persist  with  a  shifting  of  location  for  years,  often  never  devel¬ 
oping  pronounced  furrowing.  Itching  is  not  pronounced  in  the  papular 
form  but  may  be  severe  in  the  later  stages. 

Etiology  and  Pathology. — Heredity,  age,  sex  or  color  have  no 
etiological  bearing,  although  the  disease  attacks  males  oftener  than 
females,  and  is  more  common  in  children  and  young  adults.  That  it  is 
probably  due  to  some  obscure  condition  or  diathesis  is  probable  from 
the  fact  that  when  the  disease  exists,  slight  local  injury,  such  as  the 
scratch  of  a  pin,  may  cause  the  appearance  of  additional  lesions  at  the 
site  of  injury.  But  nothing  positive  is  known  as  regards  the  etiology. 
The  essential  pathological  lesion  is  a  follicular  hyperkeratosis,  and  can¬ 
not  be  said  to  be  typical  of  lichen  ruber.  Some  believe  with  Kaposi 
that  the  inflammation  of  the  corium  is  primary,  and  that  the  epithelial 
changes  are  secondary ;  while  others  agree  with  Robinson  that  the  hyper¬ 
keratosis  is  primary,  and  that  the  vascular  dilatation,  enlarged  papillse 
and  other  changes  in  the  skin  are  secondary. 

Diagnosis. — Widely  distributed  papular  eczema  might  be  mistaken 
for  lichen  ruber,  but  the  former  does  not  present  uniform  papules  with 
white  scales,  while  it  does  present  blood-capped  papules  and  occasional 
moist  patches.  Psoriasis  would  show  punctate  papules  extending  per¬ 
ipherally,  whereas  the  papules  of  lichen  are  of  uniform  size.  Lichen 
ruber  universalis  may  be  easily  confused  with  the  generalized  form  of 
psoriasis,  but  the  former  usually  has  less  abundant  scales,  and  greater 
infiltration,  and  the  palms  and  soles  are  relatively  more  often  and  more 
intensely  affected  than  in  psoriasis.  Lichen  planus  is  characterized  by 
an  eruption  of  flat,  angular,  shining  and  umbilicated  papules,  of  a  dull 
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red  color  and  isolated  at  first,  but  later  coalescing,  assuming  a  purplish 
hue  and  becoming  covered  with  thin  scales. 

Prognosis  and  Treatment. — The  former  is  generally  unfavorable 
for  a  permanent  cure,  although  many  cases  do  not  run  through  the 
three  stages  of  the  disease,  and  may  disappear  spontaneously.  Recur¬ 
rences  are  common,  but  fortunately  the  large  percentage  of  fatal  cases 
noted  by  Hebra  many  years  ago,  has  disappeared. 

The  most  important  therapeutic  item  is,  to  improve  physiological 
living;  that  is,  to  regulate  the  quality  and  quantity  of  food  and  drink, 
exercise,  bathing,  and  the  promotion  of  the  secretions  of  the  body.  Lo¬ 
cally,  the  skin  needs  mechanical  protection  and  relief  from  the  epithelial 
accumulations,  and  at  times  an  antipruritic.  The  first  measure  may  be 
obtained  by  the  application  of  bland  fats  or  oils,  used  as  often  as  may 
be  required.  The  second  end  may  be  obtained  by  frequent  hot  baths, 
containing  salt,  borax,  or  bran,  or  a  Turkish  bath  may  suffice.  But  in 
the  case  of  bathing,  oily  applications  should  immediately  follow  on  dry¬ 
ing  the  skin.  Unna’s  salicylic  acid  plaster  may  be  used  to  remove  patches 
of  thick  scales,  or  a  3  to  10  per  cent,  salicylic  acid  ointment  may  do. 
Pyrogallic  acid,  tar  and  chrysarobin  may  be  employed  depending  upon 
the  necessity  of  the  case.  The  high-frequency  currents  and  X-rays 
have  been  used,  both  to  stimulate  surface  conditions  and  to  decrease  the 
itching.  The  ordinary  carbolic  acid  and  calamin  ointments  and  lotions 
will  assist  to  relieve  the  itching.  While  Arsenic  and  its  salts,  particularly 
Nat.  ars.,  is  more  often  indicated  than  any  other  drug,  it  is  well  to  study 
the  totality  of  symptoms.  Merc.  cor.  has  given  good  results  in  a 
number  of  cases. 


LICHEN  PLANUS 

( Lichen  ruber  planus ) 

Definition. — An  inflammatory  disease  of  the  skin  characterized  by 
an  eruption  of  flat,  angular,  shining,  umbilicated  papules.  Of  a  dull 
red  color,  and  isolated  at  first,  they  may  coalesce  into  linear  or  irregu¬ 
lar  patches,  assuming  a  purplish  hue  and  sometimes  being  covered  with 
thin  scales. 

Symptoms. — This  disease  is  not  uncommon  in  this  country,  al¬ 
though  modern  in  identity,  having  been  first  described  by  Erasmus  Wil¬ 
son  in  1869.  It  always  begins  with  the  formation  of  discrete  papules 
which  become  slightly  elevated,  smooth,  angular,  with  a  pit-like,  de¬ 
pressed  center.  They  are  varied  in  color  from  a  crimson  red  to  a  lilac 
hue,  and  in  size  from  a  pin-head  to  a  bean.  Although  these  characteris¬ 
tics  may  vary  widely  in  different  cases,  both  size  and  color  are  apt  to 
be  uniform  in  a  given  case.  As  a  rule,  the  larger  the  papules  the  more 
angular  they  are  in  shape,  some  of  the  smaller  ones  being  rounded. 
They  show  a  tendency  to  symmetry  and  a  preference  for  certain  loca¬ 
tions,  such  as  the  flexor  aspects  of  the  wrist  and  forearm,  dorsal  sur¬ 
face  of  the  hands,  inner  side  of  the  knee  and  the  waist  above  the  hips, 
but  they  may  occur  upon  any  part  of  the  external  surface,  or  upon  the 
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mucous  membrane  of  the  mouth.  When  patches  are  formed,  it  is  not 
by  enlargement  of  the  papules,  but  by  their  multiplication,  as  in  lichen 
ruber.  The  surface  appearance  is  a  grayish  translucence,  and  will  often 
show,  upon  careful  view,  typical  gray  points  or  striae.  The  patches  are 
small,  often  in  lines  or  oblong  shapes,  parallel  with  the  length  of  the 
limb,  although  sometimes  they  run  transversely  and  less  frequently  cir¬ 
cular  forms  may  be  seen.  Although  this  disease  is  never  universal  to 
the  extent  that  lichen  ruber  may  become,  patches  may  very  rarely  be¬ 
come  extensive  and  involve  a  large  portion  of  the  surface. 

The  disease  may  assume  atypical  forms  when  the  eruption  appears 
in  unusual  locations.  Thus  a  considerable  thickening  of  the  diseased 
skin  is  called  lichen  planus  hypertr  op  Incus,  papillary  outgrowths  form 
lichen  planus  verrucosus,  and  dense  horny  scales  comprise  lichen  planus 
corneous.  Vesicles,  bullae  and  pustules  never  develop  directly  from  the 


Fig.  38. — Lichen  planus  in  a  middle-aged  woman.  (Courtesy  of  Dr.  G.  E.  Evans.) 


papules  of  lichen  planus,  but  they  may  be  found  associated  with  them, 
and  the  patches  may  even  become  the  seat  of  ulceration.  As  a  rule,  no 
distinct  scaling  is  present,  but  the  itching  in  most  cases  is  a  prominent 
and  annoying  feature.  While  usually  slow  in  both  evolution  and  invo¬ 
lution,  the  eruption  may  appear  rapidly  only  to  run  a  chronic  course  or 
it  may  be  acute  or  chronic  throughout.  The  duration  is  variable  lasting 
from  weeks  to  years.  Relapses  are  common,  but  distinct  recurrences 
are  rare. 

Etiology  and  Pathology. — This  disease  is  clearly  of  neurotic  origin, 
the  commonest  cause  being  nervous  exhaustion  from  anxiety,  over¬ 
work,  strain  and  worry,  deficient  or  improper  food  and  digestive  dis¬ 
turbances.  It  is  a  disease  of  middle  adult  life,  rare  in  children,  although 
it  has  been  observed  in  the  very  young  and  the  very  old.  Microscopic 
examination  shows  that  the  hair-follicles  and  sebaceous  glands  are  not 
affected.  The  characteristic  feature  is  the  marked  definition  of  the 
affected  papillae  and  subpapillary  layer  from  the  normal  tissue  beneath. 
The  papules  are  found  chiefly  at  the  mouth  of  the  sweat-glands,  al¬ 
though  the  glands  themselves  are  seldom  involved,  and  appear  to  be  due 
to  a  circumscribed  cell-infiltration  of  a  lymphoid  nature  in  the  papillary 
layer  of  the  corium. 

Diagnosis. — The  flat,  angular,  smooth,  shining,  umbilicated, 
purplish  papules  are  never  seen  in  any  other  disease,  and  there  should 
be  no  difficulty  in  the  diagnosis  of  a  typical  case.  But  even  in  atvpical 
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cases,  enough  of  these  characteristic  symptoms  are  present  to  differen¬ 
tiate  similar  appearing  cases  of  psoriasis,  papular  eczema  or  lichen  ruber. 
For  further  differentiation  from  lichen  ruber,  see  that  disease. 

Prognosis  and  Treatment. — Although  the  itching  causes  much  dis¬ 
comfort  and  the  eruption  may  persist  through  a  chronic  course,  recov¬ 
ery  usually  follows,  sometimes  spontaneously,  even  unexpectedly,  and 
the  general  health  suffers  little. 

From  its  probable  neuropathic  and  diathetic  nature,  it  is  apparent 
that  all  that  pertains  to  a  more  normal  living  should  be  investigated,  as 
diet,  exercise,  clothing  and  general  habits.  Often  change  of  season,  of 
climate,  of  occupation,  with  the  necessary  non-alcoholic  tonics,  or  the 
general  application  of  the  high-frequency  currents,  will  benefit.  Bland 
oils  or  fats,  and  alkaline  baths  may  be  made  use  of,  both  for  protection 
and  as  a  preliminary  to  further  antipruritic  treatment.  For  the  itching, 
liquor  carbonis  detergens,  i  to  50  per  cent,  (gradually  increasing)  in 
solution  or  ointment;  carbolic  acid,  2  to  5  per  cent,  with  boric  acid,  10 
per  cent,  used  in  the  same  manner ;  or  calamin,  two  drams,  glycerin  and 
rose  water,  each  a  one-half  ounce  to  three  ounces  of  milk  of  magnesia, 
may  be  selected.  Local  pathogenetic  remedies  may  be  needed  for 
chronic,  infiltrated  patches,  such  as  10  to  20  per  cent,  salicylic  acid  oint¬ 
ment,  a  50  per  cent,  solution  of  hydrogen  peroxid,  mild  X-raying  ap¬ 
plied  bi-weekly,  or  high-frequency  sparking.  Phototherapy  has  also 
been  recommended  for  localized  areas.  For  internal  medication,  see 
Anacard.,  Arsen.,  A.  hyd.,  A.  iod.,  Berb.,  Kali  carb.,  Ledum.,  Mangan., 
Merc,  vivus,  M.  cor.,  Nat.  mur.,  Nux  vomica. 


HERPES  SIMPLEX 

( Fever  blister;  Cold  sore) 

Definition. — An  acute,  inflammatory,  non-contagious  disease  of  the 
skin,  characterized  by  the  formation  of  grouped,  closely  aggregated  vesi¬ 
cles  upon  an  erythematous  base. 

Symptoms. — There  are  two  forms:  herpes  facialis,  and  herpes  geni¬ 
talis,  so  called  because  of  their  location. 

Herpes  facialis  may  be  located  upon  the  face,  neck  or  ears,  though 
commonest  about  the  mouth  or  nose.  When  occurring  upon  the  tongue 
or  mucous  membrane  of  the  mouth,  they  are  commonly  called  canker 
sores;  when  associated  with  fever,  fever  sores,  herpes  febrilis,  and 
when  associated  with  a  catarrhal  condition  of  the  nose  and  pharynx, 
they  are  known  as  cold  sores.  After  more  or  less  distinct  sensations  of 
heat,  tension,  pricking,  or  itching  at  the  point  of  attack,  a  sensitive 
swelling  appears  quite  suddenly,  which  in  a  short  time  is  transformed 
into  papules,  and  a  few  hours  later  into  vesicles.  I  hese  are  pin-head  to 
pea-sized,  full  of  transparent,  serous  fluid  and  arranged  in  one  or  more 
irregular  groups  of  a  dozen  or  less,  which  may  coalesce  and  form  blebs. 
Within  a  few  days  the  vesicles  become  opaque  or  yellowish,  may  dry 
up  without  rupture  and  form  yellowish,  blackish  crusts,  which  fall  off 
in  a  few  days,  leaving  the  skin  intact  or  the  skin  may  remain  slightly 


HERPES  SIMPLEX 


153 


reddened  or  stained  for  a  longer  period.  If  the  crusts  are  torn  off  and 
irritated,  an  oozing  surface  is  exposed.  Occurring  on  the  mucous  sur¬ 
faces,  herpes  is  not  usually  seen  in  the  papulovesicular  stage,  but  only 
after  the  epithelia  have  been  shed,  leaving  sharply  defined,  grayish-white 
patches,  before  referred  to  as  canker  sores. 

Herpes  genitalis  ( herpes  pro  genitalis)  occurs  on  the  external  genital 
organs  of  both  sexes.  In  men,  the  most  common  seat  is  on  the  mucous 
surface  of  the  prepuce,  but  it  may 
occur  upon  the  outer  part,  or  at  any 
point  on  the  skin  of  the  penis,  the 
glans  or  even  in  the  meatus.  In 
women,  it  is  often  situated  on  the 
labiae,  clitoris,  and  mons  veneris,  but 
may  appear  on  the  perineum,  anal, 
vaginal  or  genitocrural  regions. 

The  process  only  differs  from 
herpes  facialis  as  it  is  modified  by 
heat,  friction  or  pressure.  But  on 
the  mucous  surfaces,  vesiculation  is 
often  attended  with  some  swelling. 

If,  however,  the  denuded  spots  are 
irritated  by  repeated  coitus,  caus¬ 
tics,  etc.,  ulceration  may  follow, 
even  lasting  for  weeks,  masking  the 
primary  affection,  and  often  at¬ 
tended  with  inflammation  of  the 
inguinal  glands. 

Etiology  and  Pathology.  — 

Herpes  facialis  results  from  gas¬ 
trointestinal  disorders,  in  the  course 
of  many  cases  of  pneumonia,  ma¬ 
laria  and  cerebrospinal  meningitis, 
and  in  a  few  cases  of  typhoid  fever, 
influenza,  tonsilitis  and  diphtheria, 
or  it  may  come  from  such  external 
irritants  as  wind  or  sun  rays.  Herpes  genitalis  frequently  originates 
from  previous  venereal  disease.  It  is  more  common  in  prostitutes  not 
only  because  of  the  greater  prevalence  of  venereal  disease  among  them 
but  also  because  of  more  frequent  local  irritations.  It  may  be  caused 
by  excessive  sexual  intercourse  or  by  menstruation  in  women. 

It  is  reasonable  to  explain  the  occurrence  of  herpes  simplex  on  the 
ground  that  an  acquired  susceptibility  of  the  sensory  nerves  of  the  sur¬ 
rounding  parts  exists  to  such  an  extent  that  unusual  or  even  ordinary 
local  factors  excite  a  reflex  action  m  the  neighboring  sympathetic 
ganglia.  While  the  structural  nerve  changes  in  herpes  simplex  are  not 
definitely  determined,  they  closely  resemble  those  found  in  herpes  zos¬ 
ter.  It  is  probable  that  in  those  instances  accompanying  infectious  dis¬ 
eases  there  is  a  toxic  effect  upon  the  nerve  structures  by  some  developed 
toxin. 


Fig.  39. — Flerpes  simplex  (herpes  fa¬ 
cialis)  in  an  unusual  location  and 
following'  a  sunburn. 
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Diagnosis. — Herpes  facialis  might  be  mistaken  for  eczema,  impetigo 
or  herpes  zoster.  From  eczema  it  is  easily  distinguished  by  its  larger 
vesicles,  tendency  to  dry  up  without  rupture  or  continuous  weeping, 
and  its  short  course.  The  resemblance  to  impetigo  would  be  only  ap¬ 
parent  after  crusts  had  formed.  In  herpes  they  are  less  elevated,  which, 
together  with  the  history  of  development  from  grouped  vesicles,  would 
settle  the  diagnosis.  Zoster  is  preceded  or  attended  with  sharp,  neural¬ 
gic  pains,  is  situated  on  the  lines  of  nerve  distribution  (rarely  on  the 
face),  is  nearly  always  unilateral  and  of  longer  duration,  and  does  not 
tend  to  recur. 

Herpes  genitalis  might  be  mistaken  for  the  primary  sore  of  syphilis, 
but  a  chancre  is  usually  solitary,  indurated,  attended  with  inguinal 
adenitis,  with  a  slight  discharge  and  is  slow  in  evolution.  Chancroid  is 
destructive  in  tendency,  autoinoculable,  and  produces  induration  and 
sometimes  suppuration  of  the  glands  of  the  groin,  while  herpes  vesicles 
are  usually  multiple,  sudden  in  development,  without  induration,  often 
without  glandular  swelling,  and  usually  can  be  made  to  discharge  serous 
fluid  by  pressure. 

Prognosis  and  Treatment. — The  outlook  is  good  for  immediate 
recovery,  and  has  little  significance  when  occurring  in  the  course  of  an 
acute  disease,  hut  the  tendency  to  recur  is  marked  in  the  ordinary  types. 
In  the  case  of  herpes  of  the  genitals,  the  fact  that  such  an  eruption 
opens  the  possibility  of  venereal  infection  should  be  remembered  in 
cases  of  probable  exposure,  both  as  regards  diagnosis  and  prognosis. 

In  cases  of  herpes  facialis,  protection  may  be  given  to  the  affected 
skin  and  resolution  hastened  by  painting  the  patches  with  collodion,  or 
if  crusts  have  formed,  by  removing  the  same  with  sweet  oil,  followed 
by  the  application  of  some  simple  powder  like  aristol  or  boric  acid. 

Absolute  cleanliness  is  essential  in  herpes  genitalis.  This  may  be 
accomplished  by  washing  the  parts  with  soap  and  water,  immediately 
followed  by  the  application  of  powdered  boric  acid,  aristol  or  calomel, 
or  if  friction  is  imminent,  a  io  per  cent,  ointment  of  boric  acid  or  aris¬ 
tol  may  be  used.  If,  as  is  often  the  case,  the  condition  is  recurrent  an 
effort  should  be  made  to  correct  the  predisposition,  and  prophylaxis 
may  become  a  most  important  element  of  treatment.  This  is  particu¬ 
larly  true  of  the  genital  type,  where  the  local  use  of  tannin  and  brandy 
or  aromatic  wine,  plus  a  sexual  hygiene,  will  prevent  a  genital  conges¬ 
tion  and  thus  a  recurrence. 

Internal  remedies  based  on  causal  or  related  symptoms  are  often 
all  sufficient  and  are  the  most  important  item  of  treatment.  See  indi¬ 
cations  for  Ars.,  Canth.,  Carbo  veg.,  Cistus,  Clemat.,  Cornus  circ.,  Crot. 
tig.,  Dulc.,  Hepar,  Nat.  mur.,  Sepia,  Sul.,  Terebinth.,  Thuja,  and  Urtica 
urens. 
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HERPES  ZOSTER 

( Zoster ;  Zona;  Ignis  sacer;  Shingles) 

Definition. — An  acute  inflammatory  eruption,  consisting  of 
grouped  vesicles  situated  on  a  red  base,  and  distributed  along  the  course 
of  one  or  more  cutaneous  nerves. 

Symptoms. — Neuralgic  pains  usually  precede  the  eruption  for  a  few 
hours  or  days,  but  they  may  be  coincident  with  the  eruption  or  rarely 
may  follow  or  continue  after  its  decline.  These  pains  may  be  limited 
to  definite  points  or  diffused  about  the  region  to  be  invaded  and  often 
■  sensitive  points  may  be  found  along  the  course  of  the  involved  nerves. 
The  eruption  begins  with  some  redness  of  the  skin,  followed  in  a  short 


Fig.  40. — Herpes  zoster  clorsopectoralis  (intercosal  variety).  Cured  by  Rhus  tox.  3x. 

time  by  crops  of  irregularly  grouped  papules  which  are  rapidly  changed 
into  pin-head  to  pea-sized  vesicles,  which  follow  in  an  interrupted  man¬ 
ner  the  cutaneous  course  of  the  nerve  or  nerves  involved.  These  vesi¬ 
cles  may  remain  distinct  and  clearly  outlined  by  the  erythematous  skin 
about  them,  or  they  may  coalesce,  forming  bullae.  Prickling,  tingling 
or  smarting  sensations  generally  attend  the  development  into  vesicles. 
After  remaining  clear  two  to  four  days  without  tendency  to  rupture, 
the  vesicles  become  opaque,  dry  into  yellowish  brown  crusts,  and  finally 
fall  off,  leaving  a  slight  redness,  or  occasionally  more  or  less  persistent 
pigmentation  at  the  seat  of  the  lesions.  Such  is  the  course  of  one  group 
of  the  eruption,  with  an  average  duration  of  ten  days.  The  eruption 
appears  in  successive  crops,  a  few  hours  or  days  apart,  and  all  the 
patches  pass  through  the  same  course,  so  the  duration  of  an  attack  may 
be  prolonged  to  six  weeks  or  even  longer.  Though  the  grouping  is  ir¬ 
regular  and  may  vary  from  a  half  to  six  inches  in  diameter,  the  patches 
tend  to  form  a  semi-band-like  distribution  on  one  side  of  the  trunk  or  on 
one  extremity.  The  initial  lesions  may  appear  in  the  center  or  near  the 
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extremes  of  the  area  affected  and  tend  to  spread  out  and  fill  up  the  in¬ 
tervening  space.  Rarely  they  overstep  the  median  line,  and  extend 
slightly  beyond. 

In  all  regions  the  distribution  is  almost  invariably  unilateral,  al¬ 
though  a  few  cases  of  bilateral  zoster  have  been  reported.  I  have  seen 
one  case  of  this  rare  type,  giving  a  history  of  five  previous  bilateral 
attacks  all  in  the  cervical  region.  Although  most  cases  of  zoster  follow 
a  typical  course,  some  lesions  may  become  pustular,  hemorrhagic  ( zoster 
hemorrhagicus) ,  ruptured,  ulcerated  and  exceptionally  gangrenous  (zos¬ 
ter  gangrenosus) .  These  variations  in  the  disease  result  in  consequent 


Fig.  41. — Herpes  zoster  (dorsopectoralis)  in  an  infant  of  thirteen  months. 

Rarely  found  in  one  so  young.  Cured  by  Bryonia  3x. 

scarring  and  rarely  keloidal  growths.  Occasionally  in  old  people,  zos¬ 
ter  may  assume  a  chronic  tendency.  On  the  other  hand,  the  erup¬ 
tion  of  zoster  may  be  arrested  in  the  papular  stage  and  a  resolution 
occur  without  vesiculation  (abortive  zoster).  Although  the  usual 
location  of  zoster  is  along  the  distribution  of  any  cutaneous  nerve 
of  the  trunk,  commonly  on  the  right  side,  many  other  cutane¬ 
ous  nerves  may  be  affected,  notably  on  the  face,  arms,  legs  or  neck. 
In  herpes  zoster  ophthalmicus ,  a  severe  destructive  inflammation  may 
occur  in  the  cornea,  iris,  and  occasionally  in  the  entire  eye.  It  is  well 
to  recollect  that  branches  of  several  nerves  connect  with  the  same 
ganglion.  Hence,  if  the  latter  is  affected,  the  lesion  may  appear  on  any 
of  the  distal  portions  of  the  several  nerve  fibers.  Single  or  combined 
names  of  anatomical  regions  have  been  employed  to  differentiate  the  lo- 
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calization  of  zoster,  such  as  zoster  frontalis ,  cervicalis,  bracliialis,  pec- 
toralis  or  interco stalls,  cruralis,  genitalis,  etc.  Pain  is  usually  a  con¬ 
stant  symptom,  although  it  may  be  of  any  degree  and  any  character,  hut 
usually  disappears  or  is  less  noticeable  after  the  onset  of  the  eruption. 
Zoster,  as  a  rule,  occurs  but  once  in  a  lifetime,  though  there  have  been 
a  few  notable  exceptions.  In  one  of  my  cases,  there  was  a  clear  history 
of  at  least  six  recurrences ;  the  first  attack  being  observed  hv  Hebra. 

Ordinarily,  zoster  is  a  benign  disease,  ending  in  complete  restora¬ 
tion  of  the  structure  and  functions  of  the  skin,  except  occasional  scarring 
or  abnormal  sequelae  in  the  form  of  sensory,  trophic  or  motor  dis¬ 
turbances,  one  alone  or  combined.  The  region  affected  may  show  di- 


Fig.  42. — Herpes  zoster  cervicalis.  Cured  by  Spigelia  3x. 


minished  sensibility  or  complete  anesthesia,  hyperesthesia  or  paresthesia. 
Neuralgia  is  not  infrequent,  especially  after  facial  zoster,  but  neuritis, 
fortunately,  does  not  often  occur.  From  a  record  of  about  150  cases, 
I  have  noted  only  three  in  which  neuritis  followed  zoster,  one  of 
these  persisting  for  fifteen  years.  The  function  of  the  motor  nerves 
in  or  near  the  region  of  zoster  may  be  disturbed  and  very  rarely  pre¬ 
sent  a  temporary  paralysis  or  muscular  atrophy.  Trophic  effects  that 
might  he  mentioned  include  the  loss  of  teeth,  hair  and  nails,  and  in  two 
cases  unilateral  hyperidrosis. 

Etiology  and  Pathology. — The  disease  is  rare  in  infants,  although 
I  have  recently  seen  a  case  in  a  child  thirteen  months  of  age.  More 
than  half  of  all  the  cases  occur  before  the  twentieth  year  of  life,  although 
it  is  not  uncommon  among  adults  in  their  prime.  There  has  been  some 
dispute  as  to  the  seasonal  preference  of  this  disease,  although  most  sta¬ 
tisticians  claim  that  it  occurs  more  frequently  in  the  spring  and  autumn 
than  at  other  times.  This  may  be  due,  however,  to  the  frequent  varia- 
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tions  of  temperature  at  these  periods  since  atmospheric  changes  have 
been  noted  as  causal.  Among  other  direct  causes  may  be  mentioned  all 
varieties  of  traumatism,  neoplasms,  abscesses,  pleurisy,  inhalation  of 
coal  gas,  administration  of  arsenic,  tuberculosis,  influenza,  and  in  fact 
almost  any  local  or  internal  condition  that  would  cause  an  irritation  of 
some  nerve.  Owing  to  clear  evidence  of  direct  contagion  in  a  few  cases, 
and  the  immunity  from  a  second  attack  enjoyed  by  most  patients,  the 
belief  is  growing  that  zoster  may,  at  least  in  some  cases,  be  an  infectious 
disease.  Due  to  the  action  of  toxins  developed  from  numerous  sources, 
its  epidemicity  is  apparently  well  established  in  some  instances. 

Zoster  is  an  irritation  or  inflammatory  affection  of  some  sensory 
nerve  structure  in  any  portion  of  its  course  from  the  periphery  to  the 
spinal  center.  There  may  be  simple  inflammation  of  the  peripheral 
nerve,  or  there  may  be  a  distinct  interstitial  neuritis  developed  from  an 
acute  posterior  poliomyelitis.  When  we  remember  that  all  spinal  nerves 
are  complex,  and  contain  sensory,  motor,  vasomotor,  and  possibly  in¬ 
dependent  trophic  elements,  it  is  remarkable  that  zoster  pursues  such  a 
typical  course,  but  this  fact,  no  doubt,  accounts  for  the  differences  of 
opinion  as  to  whether  it  is  a  sensory,  vasomotor,  or  trophic  neurosis. 
The  cutaneous  changes  are  essentially  the  same  as  occur  in  other  vesi¬ 
cular  lesions.  The  one  peculiarity  of  the  zoster  vesicle  is  found  in  its 
walls  which  contain  epithelial  cells  transformed  into  round  or  ovoid 
bodies,  which  has  been  described  by  Unna  as  “ballooning”  and  “reticu¬ 
lating  colliquation.” 

Diagnosis. — The  symptoms  are  so  characteristic  that  it  would  seem 
hard  to  make  a  mistake  in  diagnosis.  The  vesicles  of  eczema  are  smaller, 
soon  rupture,  tend  to  produce  a  continuous  discharge,  and  are  attended 
with  greater  itching.  The  comparative  differences  from  herpes  simplex 
have  been  stated  in  the  discussion  of  that  disease. 

Prognosis  and  Treatment. — The  former  is  most  favorable,  al¬ 
though  successive  crops  may  prolong  the  attack  beyond  the  average 
duration  of  one  to  three  weeks.  In  ophthalmic  zoster,  the  possibility  of 
resulting  damage  to  the  eye,  in  the  hemorrhagic  form,  of  scarring,  or 
in  the  case  of  aged  or  debilitated  people,  a  persistent  neuritis,  should  be 
borne  in  mind. 

The  local  treatment  is  purely  protective,  such  as  may  be  accom¬ 
plished  by  applying  any  ordinary  powder  such  as  starch,  talcum  or  zinc 
oxid  on  a  layer  of  cotton  or  gauze  held  in  place  by  a  bandage.  If  there  is 
much  heat,  stinging  or  burning,  equal  parts  of  alcohol  and  water  may  be 
laid  over  the  lesions,  on  four  or  five  thicknesses  of  gauze.  If  itching 
should  ensue  with  the  formation  of  crusts,  1  to  2  per  cent,  of  carbolic 
acid  may  be  added  to  the  before  mentioned  prescription.  When  cellu¬ 
litis  or  marked  swelling  is  present,  a  2  to  5  per  cent,  solution  of  creolin  in 
glycerin  may  be  used.  For  severe  pain,  anodynes  are  occasionally  neces¬ 
sary,  but  usually  a  solution  consisting  of  one  part  of  the  tincture  of  hy¬ 
per  icum  to  two  parts  each  of  alcohol  and  water  will  suffice.  The  high- 
frequency  currents  applied  by  means  of  the  vacuum  electrodes  will  re¬ 
lieve  itching,  promote  absorption  and  often  lessen  the  pain,  and  they 
are  the  most  efficient  means  of  combating  a  possibly  resulting  and  con- 
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tinning  neuritis.  Ordinarily,  the  treatment  may  be  summed  up  in  the 
terms  of  protection  of  the  affected  surface  and  the  use  of  the  indicated 
internal  remedy.  For  the  latter,  see  indications  for  Aeon.,  Ars.,  Aster, 
rub.,  Bell.,  Canth.,  Cistus  cir.,  Colch.,  Croton  tig.,  Dulc.,  Graph.,  Hyper., 
Iris  ver.,  Kali  brom.,  Kalmia,  Lach.,  Mez.,  Paris  quad.,  Ranun.  bulb., 
Rhus  tox.,  Sil.,  Spigelia. 

HYDROA  VACCINIFORME 

( Recurrent  summer  eruption;  Hydroa  puerorum;  Hydroa  astivale) 

Definition. — A  recurrent,  vesicular  and  scar-producing  affection  of 
childhood,  occurring  chiefly  in  the  summer. 

Symptoms. — The  eruption  usually  develops  in  the  summer  months, 
appearing  in  crops  and  on  exposed  surfaces,  especially  the  face,  and 
ceasing  at  the  onset  of  cold  weather.  It  usually  begins  in  the  first  few 
years  of  life  and  tends  to  disappear  as  puberty  develops.  The  lesions 
consist  of  erythematous  spots,  on  which  develop  small  or  large  vesicles, 
singly  or  grouped.  These  become  umbilicated,  dried  and,  when  the  crusts 
fall  off,  leave  depressed  scars.  It  is  possible  that  extensive  scarring 
may  be  thus  produced.  Occasionally,  the  process  is  arrested  and  scarring 
does  not  take  place.  Burning  sensations  usually  precede  the  eruption, 
and  itching  and  burning  may  attend  it.  Though  fresh  crops  may  pro¬ 
long  the  duration  even  into  the  winter  in  exceptional  cases,  the  average 
attack  runs  a  course  of  two  or  three  weeks. 

Etiology  and  Pathology. — The  etiology  is  only  indicated  by  its 
occurrences  in  childhood,  especially  among  boys,  and  from  exposure  to 
heat  or  cold,  indicating  that  vasomotor  disturbance  may  be  causative. 
Pathologically,  the  process  is  an  inflammation  of  the  epidermis  and 
corium,  followed  by  the  formation  of  vesicles  in  the  epidermis  and 
finally  by  necrosis. 

Diagnosis. — The  age  of  the  patient,  exposed  location  of  the  erup¬ 
tion,  and  recurrences  under  certain  conditions  during  the  period  of 
youth  should  diagnose  the  disease  from  dermatitis  venenata ,  dermatitis 
herpetiformis,  pemphigus,  or  erythema  multiforme. 

Prognosis  and  Treatment. — The  disease  tends  to  disappear  spon¬ 
taneously  at  or  about  puberty.  Treatment  is  generally  unsatisfactory. 
Mild  applications  of  carbolic  acid  or  calamin  may  be  used  to  relieve  the 
subjective  sensations.  The  exposed  surface  should  be  protected  from 
the  sun  and  wind.  The  remedies  suggested  for  erythema  multiforme 
might  be  studied. 


POMPHOLYX 

(Cheiropompholyx ;  Dysidrosis ) 

Definition. — An  acute,  inflammatory  eruption  consisting  of  deep- 
seated  vesicles  and  blebs  on  the  hands  and  feet,  usually  symmetrical  in 
distribution. 

Symptoms. — The  eruption  always  appears  upon  the  hands,  often 
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between  the  fingers  and  upon  the  palmar  surface,  but  rarely  upon  the 
dorsal.  The  feet  may  be  affected  but  usually  escape.  The  sensations 
consist  of  burning  and  itching  before  the  small  deep-seated  vesicles,  re¬ 
sembling  sago  grains,  put  in  an  appearance.  These  lesions  show  a  ten¬ 
dency  to  group,  often  around  the  orifices  of  the  sweat-ducts  and,  as  they 
appear  more  distinctly,  coalesce  and  form  large  bullae  filled  with  a  clear 
fluid.  The  contents  of  these  lesions  become  opaque,  purulent  and  dry  up 
in  the  course  of  a  week,  leaving  the  epidermal  covering  to  be  exfoliated 
and  showing  beneath  newly-formed,  dry,  red  tender  skin.  While  the 


Fig.  43. — Pompholyx  showing  the  initial  eruption  of  deep-seated  vesicles. 

Similar  condition  on  the  palms.  Cured  with  Phos.  acid  3x. 

itching  and  burning  usually  subside  with  the  full  distention  of  the  lesions, 
these  seldom  spontaneously  rupture  but  rather  tend  to  be  broken  by 
scratching,  or  other  traumatism.  The  disease  is  essentially  recurrent  but 
rarely  it  may  persist  indefinitely.  Exceptionally  severe  cases  may  affect 
the  whole  palmar  and  other  surfaces  of  the  hand  and  corresponding 
parts  of  the  feet,  but  in  the  average  case  the  disturbance  is  so  slight  as 
to  be  hardly  noticeable  and  quickly  subsides.  The  constitutional  symp¬ 
toms  are,  as  a  rule,  so  trivial  as  not  to  be  noticed. 

Etiology  and  Pathology. — The  disease  occurs  most  frequently  in 
individuals  who  habitually  perspire  freely  and  hence  was  described  by 
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Tilbury  Fox  as  a  true  dysidrosis  due  to  sweat  retention.  It  may  occur 
in  either  sex  but  is  more  common  in  young  neurotic  women  who  have 
been  subject  to  some  strain  or  worry.  In  susceptible  persons,  mental 
emotions,  changes  of  temperature,  especially  heat  (hence  its  common 
occurrence  in  warm  months),  or  exposure  of  the  hands  to  artificial  heat, 
may  precipitate  an  attack.  Organic  and  functional  cardiac  diseases  have 
been  urged  as  a  cause. 

Pompholyx  is  probably  a  vasomotor  neurosis  with  a  vesicular  for¬ 
mation  in  the  rete ;  the  vesicles  being  at  times  directly  connected  with  the 
sweat-glands  while,  at  other  times,  no  connection  is  apparent.  Unna 
believes  that  a  microorganism,  similar  to  the  tubercle  bacillus,  is  the 
pathological  agent  while  Flutchinson,  Robinson  and  others  believe  the 
disease  is  an  inflammatory  dermatosis,  related  to  herpes  and  pemphigus. 

Diagnosis. — The  limitation  of  pompholyx  vesicles  to  the  hands  and 
feet,  without  tendency  to  rupture  or  produce  a  continuous  discharge  but 
to  dry  up  with  or  without  first  forming  bullae  and  to  recur  repeatedly, 


Fig.  44. — Pompholyx  in  a  boy  of  eleven,  showing  distinct  bullae  which  were  formed 
by  the  coalescence  of  the  primary  grouped  vesicles.  Flistory  of  two  previous 
attacks.  Cured  with  Bufo  3x. 

are  characteristic  points  of  difference  from  other  vesicular  diseases.  The 
vesicles  of  a  neurotic  eczema  may  show  like  sago  grains  but  they  rup¬ 
ture  spontaneously,  leave  a  weeping  surface  behind  and  are  more  apt  to 
appear  on  the  back  and  sides  of  the  fingers  than  on  the  palmar  surfaces. 
The  bullae  of  pemphigus  are  not  formed  by  coalescence  of  small  vesicles 
as  is  the  case  with  pompholyx. 

Prognosis  and  Treatment. — While  recurrences  are  not  uncommon, 
even  after  a  long  period  of  freedom,  the  individual  attack  is  usually 
over  in  from  one  to  three  weeks.  Sources  of  nervous  depression  or 
other  functional  diseases  should  be  investigated,  nutrition  improved  and 
good  hygiene  insisted  upon.  These  measures,  together  with  the  internal 
remedy,  will  cut  short  the  attack  and  may  tend  to  prevenc  a  recurrence. 
On  the  affected  parts,  the  blebs  may  be  opened  and  simple  ointments  such 
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as  oleate  of  zinc  or  diachylon,  or  a  saturated  solution  of  picric  acid  may 
be  applied.  The  X-ray  has  been  reported  as  valuable  in  persistent  cases. 
See  indications  for  Bufo,  Hepar  sulph.,  Nat.  sulph.,  Phos.  acid,  and 
Ranunc.  bulb. 


DERMATITIS  HERPETIFORMIS 

(. Duhring’s  disease;  Hydroa;  Herpes  gestationis ) 

Definition. — A  rare,  chronic,  inflammatory  disease  of  the  skin,  char¬ 
acterized  by  a  mixed  eruption  of  grouped  macules,  papules,  vesicles, 
bullae  and  pustules,  usually  associated  with  marked  subjective  sen¬ 
sations. 

Symptoms. — More  or  less  well  defined  constitutional  disturbances 
such  as  malaise,  constipation,  chills  or  fever  may  precede  the  onset  of 
the  eruption,  or  its  various  aggravations.  In  a  few  cases,  the  systemic 
disturbance  is  A^ery  slight ;  it  may  e\ren  be  absent,  or  it  may  continue  for 
days  after  the  eruption  appears.  More  or  less  itching  is  felt  in  the  skin 
for  a  few  hours  or  days  before  the  appearance  of  the  eruption,  or  the 
latter  may  occur  suddenly  without  any  local  warning.  It  is  bilaterally 
and  often  symmetrically  located,  favoring  the  flexor  surfaces  of  the 
wrists,  forearms,  abdomen,  buttocks,  and  outer  part  of  the  thighs,  but 
it  may  be  generalized  or  limited  without  rule  to  any  region.  The  lesions 
tend  to  occur  in  groups  of  two  or  more,  and  singly  or  combined  in  bead¬ 
like  lines  form  unusual  and  varied  shapes  with  a  marked  tendency 
toward  incomplete,  irregular  or  multiple  circle  formations.  While  there 
is  a  distinct  tendency  for  one  Ararietv  to  pass  into  another,  the  common¬ 
est  types  are  the  vesicular,  bullous,  erythematous  (macular),  pustular, 
papular  and  multiform  (mixed  variety).  Itching  and  burning  may  be 
a  slight  or  marked  symptom  in  any  or  all  of  these  A^arieties.  The  course 
of  the  disease  is  essentially  chronic,  lasting  for  years  in  the  form  of  re¬ 
lapses,  or  it  may  be  continuous,  and  often  a  few  lesions  will  persist 
indefinitely  during  intervals  of  comparative  relief. 

The  vesicular  form  is  the  earliest  as  well  as  the  most  common  and 
characteristic  type  of  the  disease.  It  presents  pin-head  to  pea-sized,  flat 
or  raised,  distended  vesicles.  These  may  be  irregularly  shaped,  oblong, 
angular,  stellate,  or  rarely  rounded,  and  usually  have  an  inflammatory 
areola.  Primarily,  they  are  aggregated  in  clusters  of  two  or  more 
lesions,  which  usually  coalesce,  but  do  not  rupture  spontaneously.  The 
manifestation  is  essentially  one  of  crops  succeeding  each  other  with  great 
rapidity  but,  in  exceptional  cases,  there  may  be  a  remission  of  weeks  or 
months.  When  the  outbreaks  are  frequent  and  the  itching  intense,  the 
skin  is  likely  to  become  infiltrated  and  excoriations  ensue  which  in  turn 
cause  slight  pigmentation. 

The  bullous  form  may  develop  from  Apsides,  erythematous  patches, 
or  arise  from  a  sound  skin.  The  bullae  occurring  in  groups  of  three  or 
more,  often  without  areola,  are  distended  with  clear,  milky,  seropuru- 
lent  fluid  and  are  irregularly  shaped.  Within  a  few  days,  they  are  likely 
to  be  ruptured  by  scratching  or  otherwise  broken  and  then  dry  into  vel 
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lowish  brown  crusts.  Pustular,  vesicular  and  erythematous  lesions  are 
likely  to  be  present,  with  severe  burning  and  itching. 

The  erythematous  form  may  be  primary  or  secondary  to  other  types 
of  the  disease.  It  first  appears  in  small  or  large  pinkish  patches,  which 


Fig.  45. — Dermatitis  herpetiformis  (herpes  gestationis)  of  the  vesicobullous  type,  oc¬ 
curring  during  pregnancy.  Cured  with  Ars.  alb.  in  various  potencies  (courtesy 
of  Dr.  W.  S.  Garnsey). 

later  become  yellowish  red.  These  later  become  sharply  defined  or  merge 
into  the  skin.  Often  they  are  mingled  with  papules  and  wheals,  some¬ 
times  with  edematous  swelling.  The  eruption  tends  to  appear  in  groups, 
to  persist  and  is  widely  distributed.  The  resemblance  to  erythema  mul¬ 
tiforme  may  be  exceedingly  close.  Often  these  groups  are  associated 
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with  papules  to  such  a  large  degree  that  it  is  known  as  the  erythemato- 
papular  form. 

The  pustular  form  is  very  rare  and  approaches  in  clinical  type  im¬ 
petigo  herpetiformis.  The  lesions  may  consist  of  small,  pin-head  to 
pea-sized,  flat  pustules  or  elevated,  rounded  or  acuminated  types,  situ¬ 
ated  upon  an  inflammatory  base.  Vesicles  and  blebs  often  complicate 
the  pustules  although  the  type  is  fairly  constant  through  successive  out¬ 
breaks.  The  pustules  mature  in  from  five  to  ten  days,  but  new  lesions 
arise,  singly  or  in  crops,  and  may  prolong  the  attack  for  weeks  or  indefi¬ 
nitely.  Aside  from  these  features  there  is  less  tendency  to  grouping 
and  diversity  of  arrangement  of  lesions  than  in  the  vesicular  form. 
The  course,  however,  is  very  severe,  indicating  a  graver  general  condi¬ 
tion,  and  usually  attended  with  greater  systemic  disturbance. 

The  papular  form  is  the  mildest  form  but  it  rarely  exists  alone  or 
even  characterizes  the  general  disease,  except  in  association  with  ery¬ 
thematous  or  vesicular  types. 

The  mixed  form  ( multiform  variety)  is  frequently  a  transitional 
variation  from  one  of  the  foregoing  forms  to  another,  or  it  may  be 
a  polymorphous  demonstration  of  erythema,  papules,  vesicles,  pustules, 
blebs  and  pigmentation.  This  type,  as  a  distinct  entity,  seldom  persists. 

A  type  of  this  disease  which  appears  during  or  after  pregnancy  is 
known  as  herpes  gestationis  and  has  a  great  tendency  to  occur  at  each 
successive  pregnancy  with  increasing  severity  and  finally  to  assume  the 
course  of  other  forms  of  dermatitis  herpetiformis. 

Etiology  and  Pathology. — This  disease  attacks  both  sexes  and  is 
most  often  found  between  the  thirtieth  and  fiftieth  years  of  life.  Its 
neurotic  origin  is  shown  by  the  fact  that  antecedent  nervous  prostration, 
shock,  worry,  pregnancy,  or  mental,  menstrual,  gastrointestinal  and 
renal  disorders,  or  exposures  precede  it.  Any  cause  which  sufficiently  dis¬ 
turbs  the  nutritive  processes  in  the  skin  may  give  rise  to  it  without 
much  or  any  systemic  disturbance.  Winfield  has  reported  a  number  of 
cases  associated  with  glycosuria  and  a  few  fatal  cases  have  been  re¬ 
corded  as  due  to  septicemia. 

Pathological  studies  show  an  acute,  inflammatory  condition  of  the 
corium,  especially  of  the  papillary  layer,  with  the  formation  of  vesicles 
between  the  corium  and  the  epidermis  and  exudation  of  large  numbers 
of  leucocytes  and  eosinophiles.  The  lesions  of  dermatitis  herpetiformis 
are  nearly  always  superficial,  never  ulcerate  or  leave  scars  unless  there 
is  secondary  infection  present.  Pigmentation,  if  it  follows,  is  probably 
never  permanent. 

Diagnosis. — In  eczema,  the  vesicles  are  smaller,  more  regular  in 
shape,  less  aggregated,  rupture  sooner  and  give  rise  to  continuous  dis¬ 
charge  and  crusting.  The  papules  of  eczema  are  also  smaller,  regular 
in  size  and  shape  and  do  not  tend  to  appear  in  groups.  The  blebs  of 
pemphigus  usually  arise  from  sound  skin,  are  larger  and  more  regular 
in  outline,  do  not  show  a  tendency  to  become  grouped  or  commingle 
with  other  lesions,  and  cause  little  itching.  Herpes  zoster  shows  a 
limited  distribution,  neuralgic  pain  and  unilateral  location.  Erythema 
multiforme  may  appear  much  like  an  erythematopapular  form  of  der- 
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matitis  herpetiformis  but  is  usually  limited  to  the  back  of  hands,  arms 
and  the  face,  is  not  attended  with  acute  itching  and  runs  an  acute 
course  of  ten  to  twenty  days.  Its  vesicles  or  bullae  are  always  secondary 
to  its  erythema  which  is  not  the  case  in  dermatitis  herpetiformis.  Urti¬ 
caria  with  its  sudden  eruption  of  ephemeral  wheals,  marked  sensations 
of  stinging  and  itching,  without  tendency  to  become  grouped  or  arranged 
in  broken  or  complete  circles,  and  the  absence  of  multiform  lesions, 
should  not  be  mistaken. 

Prognosis  is  always  guarded.  While  there  is  little  danger  as  far  as 
life  is  concerned,  because  the  general  health  is  not  affected  except  in 
the  more  severe  cases,  the  capriciously  chronic  nature  of  the  disease 
and  its  tendency  to  recur  should  always  be  noted.  If  an  estimate  may 
be  given  from  my  own  experience,  two-thirds  of  the  cases  recover;  the 
fatal  ones  occurring  among  the  pustular  or  bullous  types,  or  in  the  very 
old  or  debilitated. 

Treatment. — The  underlying  cause  of  the  nervous  derangement 
should  be  discovered  and  removed,  if  possible.  Hence,  physiological 
methods  are  to  be  instituted  as  soon  as  indications  for  the  same  may 
be  discovered.  Benefit  will  be  frequently  experienced  by  a  change  from 
an  animal  to  a  vegetable  diet,  and  the  prohibition  of  such  nerve  dis¬ 
turbers  as  coffee,  tea,  alcoholic  stimulants  and  tobacco.  Local  treatment 
is  unnecessary  except  to  promote  cleanliness  and  relieve  subjective  sen¬ 
sations.  Hot  alkaline  and  saline  baths,  frequently  of  twenty  to  forty 
minutes,  or  even  a  continuous  bath  in  aggravated  cases,  as  recom¬ 
mended  for  pemphigus,  may  be  useful.  When  the  blebs  have  formed, 
they  may  be  punctured  to  relieve  the  itching  and  a  mild  boric  acid 
ointment  applied.  A  strong  sulphur  ointment  has  been  recommended 
by  Duhring  for  the  chronic  vesicular  and  pustular  forms.  Salicylic  acid 
in  ointment  form  may  prove  beneficial  but  in  the  ordinary  case  lotions 
containing  tar,  such  as  liquor  carhonis  detergens  (i  to  io  parts  to  ioo  of 
water),  carbolic  acid,  potassium  permanganate  (i:  2000),  ichthyol  and 
resorcin  are  more  serviceable.  The  general  application  of  galvanic  or 
high-frequency  currents  can  be  highly  recommended. 

An  internal  remedy  prescribed  on  the  very  broadest  basis,  is  of 
material  assistance.  The  following  may  be  studied:  Ant.  tart.,  Carbol. 
acid.,  Clematis,  Croton  tig.,  Iris  vir.,  Kali  brom.,  K.  iod.,  Lach.,  Nat. 
mur.,  Phos.,  Ranun.  bulb.,  Rhus  tox.,  Sepia,  Sil. ,  Tellurium. 


PEMPHIGUS 

Definition. — An  acute  or  chronic  inflammatory  disease  of  the  skin, 
characterized  by  the  appearance  of  successive  crops  of  variously  sized 
blebs  seriously  affecting  the  general  health,  and  pursuing  an  indefinite 
course,  often  with  fatal  termination. 

Symptoms. — Pemphigus  is  a  rare  affection  as  a  distinct  disease.  It 
is  best  considered  in  two  general  types,  pemphigus  vulgaris  and  pem¬ 
phigus  foliaceus,  with  subordinate  varieties  known  as  pemphigus  vege¬ 
tans,  pemphigus  acutus,  and  pemphigus  neonatorum. 
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Pemphigus  vulgaris  ( pemphigus  chronicus)  is  the  commonest  form 
of  the  disease,  and  is  characterized  by  the  appearance  of  primary  bullae 
in  crops  recurring  from  time  to  time  for  an  indefinite  period.  The 
eruption  may  appear  on  almost  any  part  of  the  body,  but  is  more  abun¬ 
dant  usually  upon  the  extremities.  At  first  bilateral,  it  often  may 
become  symmetrical,  although  irregularity  in  distribution  is  as  common 
as  arrangement  in  groups.  The  round  or  oval  blebs,  filled  with  a 
translucent  fluid,  vary  in  size  from  a  pea  to  a  hen’s  egg,  or  even  larger. 


Fig.  46. — Pemphigus  vulgaris  showing  well  distended  blehs  in  the  flexure  of  the  knee 
joint.  The  location  is  responsible  for  the  linear  shape  of  some  of  the  lesions. 
Crops  similar  to  these  appeared  on  other  parts  of  the  body  during  a-  period  of 
two  years.  Cured  with  Bufo  3x  and  6x. 

They  rise  abruptly  from  the  skin,  and  although  they  may  have  a  red¬ 
dened  base,  rarely  present  an  areola.  Each  attack  is  associated  with 
some  systemic  disturbance,  such  as  chills,  fever,  vomiting,  malaise,  etc. 
The  lesions  may  vary  from  one  or  two  to  a  hundred  or  more,  but  each 
individual  group  pursues  a  fairly  uniform  course.  Whether  they  rup¬ 
ture  or  gradually  dry  up,  they  form,  with  the  roof  wall,  brownish 
crusts  which  in  a  few  days  fall  off  and  leave  beneath  a  new  epi¬ 
dermis  of  a  reddish  or  purplish  color.  Brownish  pigmentation  may 
persist  for  a  few  weeks.  The  local  sensations  may  be  slight,  or  itching, 
burning,  pain  or  tension  may  be  felt,  but  accidental  rupture  or  excoria¬ 
tion  will  increase  these  subjective  sensations.  Extreme  variations  from 


PEMPHIGUS 


167 


the  ordinary  type  of  chronic  pemphigus  may  be  distinct,  but  are  usually 
rare.  From  the  mildest  form  they  may  involve  the  mucous  membranes 
of  the  mouth,  conjunctiva,  etc.,  or  they  may  become  infiltrated  with 
active  ulceration  of  the  superficial  layers  of  the  skin. 

One  form  is  characterized  by  the  development  of  peculiar  vegeta¬ 
tions  ( pemphigus  vegetans — so  named  by  Neumann).  About  seventy 
of  these  cases  have  been  recorded  as  occurring  in  America,  and  the 
general  symptoms  of  fever,  languor  and  malaise,  followed  in  nearly 
every  case  hv  a  sore  throat  or  mouth  and  pain  on  eating  and  swallow- 


Fig.  47. — Pemphigus  vulgaris  showing  various  stages  of  bullous  formation. 

History  of  three  previous  generalized  attacks.  Cured  with  Kali  iod.  3x. 

ing,  preceded  the  cutaneous  lesions.  The  mucous  membrane  of  the 
affected  areas  will  show  poorly  developed  blebs,  which  become  denuded, 
excoriated  and  exquisitely  tender.  After  a  variable  interval  of  a  few 
days  or  weeks,  ordinary  pemphigoid  lesions  develop  on  the  hands,  feet, 
groins,  axillae,  and  other  parts  of  the  surface,  but  little  tendency  is 
shown  toward  universal  involvement,  Here  its  resemblance  to  the 
common  form  of  pemphigus  ceases.  Instead  of  drying  up,  the  lesions 
become  excoriated,  ulcerate  and  extend  by  concentric  peripheral  growth. 
The  original  lesions  often  crust  over,  while  new  blebs  form  about  them, 
especially  in  the  genito-crural  or  axillary  regions,  or  about  the  mouth 
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or  nose,  where  fungoid,  papillary,  or  wart-like  growths  develop,  accom¬ 
panied  by  a  sticky,  offensive  secretion.  Some  patches  may  heal,  but 
new  groups  tend  to  cause  a  greater  surface  involvement  which,  together 
with  the  painful  state  of  the  mouth  and  throat,  interfere  with  nutrition, 
exhaust  the  strength,  and  death  occurs  within  a  few  weeks  or  months. 

Pemphigus  acutus  is  an  acute  form  which  runs  a  rapid,  febrile 
course,  terminating  with  death  or  recovery  within  from  two  to  six 
weeks.  When  this  variety  occurs  in  infancy  ( pemphigus  neonatorum) 
it  usually  attacks  infants  exposed  to  unsanitary  surroundings,  and  such 
outbreaks  in  hospitals  and  other  institutions  appear  to  be  contagious 
or  epidemic  in  nature.  There  is  usually  antecedent  fever,  which  remits 
with  the  first  crop  of  bullae.  Other  crops  follow  in  rapid  succession 
without  any  special  predilection.  It  is  questionable  if  acute  pemphigus 
is  rightly  considered  as  a  variety  of  pemphigus  because  many  authorities 
have  asserted  its  infective  origin  from  definite  poisons.  It  is  perfectly 
possible  for  it  to  appear  in  apparently  healthy  and  well-nourished  chil¬ 
dren,  but  it  is  comparatively  rare  among  adults.  Among  the  latter,  a 
number  of  malignant  and  fatal  cases  have  been  reported  in  butchers  and 
others  working  among  animals,  who  have  suffered  from  some  trivial 
wound.  Hence  again,  it  would  seem  that  as  regards  these  cases,  a 
direct  parasitic  causal  factor  might  be  responsible. 

Pemphigus  foliaceus  is  so  distinct  that  it  might  almost  be  looked 
upon  as  a  separate  disease  did  it  not,  in  some  instances,  follow  common 
pemphigus.  The  lesions  consist  of  flaccid  blebs  usually  developing  from 
apparently  normal  skin.  They  may  contain  so  little  fluid  as  to  be  only 
slightly  raised  above  the  surrounding  skin,  or  as  an  effect  of  gravitation, 
these  may  settle  to  one  side,  appearing  like  a  partly  filled  blister.  The 
contents  soon  become  turbid,  then  purulent,  and  often  sanious.  Indi¬ 
vidual  blebs  will  rapidly  rupture,  and  the  wall  acquires  a  feeble  adhesion 
to  the  center  of  its  base,  while  the  periphery  separates,  curls  up,  and 
presents  a  resemblance  to  dead  leaves.  Hence,  the  adjective  foliaceus 
applied  to  it  by  Cazenave.  The  denuded  skin  left  exposed  after  the 
rupture  does  not  dry  up,  but  exudes  continually,  reforming  thin  crusts. 
Even  if  new  epidermis  does  form,  it  is  soon  rubbed  off  or  separated 
by  renewed  exudation  or  bullae.  While  at  first  the  disease  may  only 
involve  a  small  area,  it  gradually  and  symmetrically  spreads  until,  in 
the  course  of  months  or  years,  every  part  of  the  surface  is  affected, 
rarely  excepting  the  palms  and  soles.  But  even  these  parts  may  become 
thickened,  dried  and  cracked,  so  that  the  disease  practically  may  be 
said  to  be  universal  in  distribution.  The  odor  which  pervades  the  room 
of  such  a  patient  is  pronounced  and  sickening.  Burning  and  smarting 
to  a  marked  degree,  and  itching  to  a  variable  degree,  as  well  as  tense¬ 
ness  and  stiffness,  are  felt  sooner  or  later.  The  mouth  may  be  affected, 
in  which  case  the  blebs  soon  macerate,  and  appear  as  grayish,  membra¬ 
neous  patches.  This  diphtheritic  covering  is  easily  shed,  leaving  a  raw, 
reddish-brown  surface  and  according  to  its  location,  mastication,  deglu¬ 
tition,  respiration  or  vocalization  may  be  seriously  impaired.  If  the 
conjunctiva  is  affected,  vision  may  be  lost  from  atrophy,  and  there  may 
be  adhesion  of  membrane  to  the  eyeball.  The  nails  become  thin,  curved, 
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furrowed,  and  are  sometimes  thrown  off.  The  hair  gets  brittle  and 
falls  out  in  large  spots,  while  furuncles,  abscesses  and  fissures  may  add 
to  the  patient’s  suffering.  The  bodily  temperature  may  remain  com¬ 
paratively  normal,  but  in  advanced  cases  there  is  a  low  type  of  fever, 


Figs.  48  and  49. — Pemphigus  vulgaris  with  a  history  of  many  recurrences  during  a 
period  of  ten  years.  Lateral  and  posterior  views  of  the  same  patient.  Full  blebs, 
flaccid  blebs  and  denuded  surfaces  are  all  present  at  the  same  time,  illustrating 
the  feature  of  crop  development.  Cured  in  six  months  by  rigid  dietary  and 
hygienic  measures  plus  potassium  permanganate  baths  and  Ars.  alb.  3x. 
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probably  due  to  secondary  infection,  which,  together  with  insomnia  and 
gastrointestinal  disorders,  resulting  in  extreme  emaciation,  render  the 
patient  very  vulnerable  to  any  intercurrent  disease.  Remissions  of  this 
form  of  pemphigus  lead  one  to  false  hopes  of  recovery. 

Etiology  and  Pathology. — The  causes  of  many  acute  cases  can,  no 
doubt,  be  traced  to  microorganisms,  although  the  action,  of  toxins  de¬ 
veloped  from  various  sources  appear  to  explain  best  the  symptoms  of 
the  disease.  In  many  cases,  there  are  marked  changes  in  the  central 
and  peripheral  nervous  systems.  Pernet,  Demme  and  Whiphouse  all 
refer  to  the  presence  of  a  diplococcus  in  the  bleb  contents,  but  whether 
the  bacteria  are  primary  or  secondary  is  a  question  to  be  settled.  Pre¬ 
disposing  factors,  such  as  organic  and  functional  disorders  of  the  nerv¬ 
ous  system,  or  a  lowered  state  of  the  general  health,  are  probably  neces¬ 
sary.  It  can  be  said  positively  that  little  is  known  concerning  the  etiology 
of  the  majority  of  cases. 

The  bullae  are  usually  superficially  situated  between  the  rete  and  the 
corneous  layer,  or  on  the  upper  part  of  the  former.  There  is  great 
dilatation  of  blood  and  lymph  vessels,  together  with  cellular  infiltration 
of  their  walls,  edema  of  the  papillary  layer,  and  changes  in  the  elastic 
tissue  fibres.  There  is  also  a  high-grade  hemic  eosinophilia,  as  is  found 
in  dermatitis  herpetiformis. 

Diagnosis. — Pemphigus  is  to  be  distinguished  from  other  affections 
in  which  bullous  lesions  develop,  but  usually  the  comparison  of  the  diag¬ 
nostic  features  of  any  form  of  pemphigus  will  leave  little  doubt  as  to 
the  diagnosis.  The  blebs  of  dermatitis  herpetiformis  are  associated  with 
other  lesions,  papules,  vesicles,  pustules,  or  erythema.  They  pursue  a 
variable  course,  accompanied  by  marked  itching  or  burning.  Syphilitic 
bullae  are  rare,  except  in  early  infancy;  then  they  show  marked  prefer¬ 
ence  for  the  palms  and  soles.  The  bullae  occurring  in  leprosy  would  be 
associated  with  anesthesia  or  other  typical  symptoms  of  that  disease. 
The  blebs  of  varicella  are  easily  recognized  by  their  consecutive  occur¬ 
rence  and  acute  course.  Impetigo  contagiosa  will  present  pustular  le¬ 
sions,  is  contagious  and  auto-infectious  but  easily  cured.  The  bullous 
lesions  of  erythema  multiforme  are  associated  with  other  inflammatory 
lesions,  and  occur  chiefly  on  the  dorsal  surfaces  of  the  hands  and  feet. 
While  the  wheals  of  urticaria  may  become  blebs,  their  mode  of  evolution, 
ephemeral  course,  with  burning,  stinging  or  itching  sensations,  should 
be  diagnostic.  The  crusts  or  scales  of  generalized  psoriasis ,  dermatitis 
exfoliativa,  lichen  ruber,  or  eczema  rubrum,  might  possibly  be  con¬ 
founded  with  advanced  pemphigus  foliaceus,  but  the  history  of  the 
primary  lesions,  their  evolution,  especially  the  lack  of  flaccid  bullae, 
should  serve  to  differentiate  them  from  pemphigus.  Some  drug  erup¬ 
tions  include  bullous  manifestations,  but  this  fact  can  be  gathered  by 
inquiry  as  to  the  medicines  used  within  the  few  preceding  weeks,  and 
such  a  condition  is  naturally  self-limited.  The  surroundings  or  circum¬ 
stances  attending  artificially  produced  lesions  ( dermatitis  factitia) ,  such 
as  might  occur  among  malingerers,  insane  or  mentally  defective  people, 
usually  explain  these  conditions. 

Prognosis. — Mild  cases  often  go  on  to  complete  recovery,  but  a 
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forecast  as  to  the  duration  of  an  attack  must  be  qualified,  and  also  its 
liability  to  relapse.  Acute  pemphigus  of  septic  origin,  pemphigus  vege¬ 
tans  and  pemphigus  foliaceus  are  usually  fatal.  Old  age,  general  de¬ 
bility  and  chronic  forms  of  long  duration  even  though  pronounced 
remissions  occur,  may  be  regarded  as  unfavorable  factors. 

Treatment. — Internally,  the  regulation  of  diet  and  other  physiologi¬ 
cal  habits  is  to  be  urged,  after  careful  examination  of  the  patient’s 
history  both  past  and  present.  This  naturally  varies  greatly  with  the 
individual  affected.  Properly  selected  food,  bodily  and  mental  rest, 
frequently  in  bed,  the  use  of  such  tonics  as  cod  liver  oil,  iron,  strychnin 
and  arsenic  may  be  indicated.  Externally,  cleanliness,  protection  of 
abraded  surfaces  and  relief  of  subjective  sensations,  are  desired.  Warm 
alkaline,  saline  or  soothing  baths  usually  agree  with  these  cases.  For 
aggravated  or  universal  pemphigus,  the  continuous  hot  water  bath  as 
employed  in  the  hospitals  of  Vienna,  wherein  the  patient  lives  for  weeks 
or  months,  is  of  great  service.  In  my  own  experience,  potassium  per¬ 
manganate  (i:  5000)  has  been  used  as  a  bath  for  two  hours  daily  with 
considerable  benefit.  In  whatever  way  cleanliness  is  maintained,  pro¬ 
tection  must  be  given  to  the  surface  afterward.  This  may  consist  in 
the  application  of  starch  powder  alone  or  combined  with  zinc  oxid,  or 
oleate  of  zinc ;  simple  lotions  of  glycerin  and  rose  water ;  the  calamin- 
zinc  oxid  formula ;  sweet  almond,  cotton  seed,  olive  or  linseed  oil  or 
a  simple  ointment.  Almost  any  application  adapted  to  eczema  may  be 
useful  in  severe  pemphigus,  but  the  primary  objects  of  local  treatment 
are  to  be  kept  in  view,  for  they  have  no  curative  action.  There  is  no 
disease  in  which  the  internal  remedy  can  be  studied  to  a  better  advan¬ 
tage,  for  my  own  experience  has  been  that  it  is  the  only  reliable  agent 
in  curable  cases.  I  might  suggest  Ars.,  Bufo,  Colch.,  Copaiva,  Dulc., 
Kali  brom.,  Iv.  iod.,  Lach.,  Nat.  sulph.,  Phos.,  Rhus  tox.,  Secale  and 
Thuja. 


DERMATITIS  VEGETANS 

( Pyod er n latitis  vegeta ns) 

Plallopeau  first  described  a  condition  chiefly  affecting  the  scalp,  ax¬ 
illae,  genitals,  groins,  lips  and  mucous  membrane  of  the  mouth  which 
was  characterized  by  miliary  pustules,  surrounded  by  a  reddened  areola, 
appearing  in  crops.  These  pustules  coalesced  and  formed  crusted  patches 
beneath  which  might  be  seen  vegetating  surfaces  more  or  less  elevated. 
The  increase  of  the  patches  usually  occurred  by  the  formation  of  new 
pustules  at  the  border,  rarely  by  peripheral  extension.  Other  observers 
in  this  country  and  abroad  have  reported  similar  cases,  the  great  major¬ 
ity  of  which  developed  upon  an  eczematous  surface.  This  was  the 
antecedent  course  of  the  case,  illustrated  in  the  text.  The  disorder  often 
resembles  pemphigus  vegetans  in  its  clinical  behavior.  Most  authorities 
believe  this  condition  is  not  a  disease  per  se,  but  that  the  vegetation 
arises  from  some  irritated  surface  such  as  may  occur  in  eczema  from 
an  accidental  or  added  infection. 
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Diagnosis. — Dermatitis  vegetans,  while  resembling  pemphigus  vege¬ 
tans,  yields  readily  to  antiseptic  treatment,  and  the  general  health  of  the 
patient  is  never  affected. 


Fig.  50.- — Dermatitis  vegetans  showing  the  vegetating  patches  with  coalescing  pus¬ 
tules  about  the  borders.  The  original  eruption  was  of  a  seborrheic  type  similar 
to  eczema  intertrigo.  Improved  by  mild  X-raying  and  10  per  cent,  ammoniated 
mercury  ointment. 


Prognosis  and  Treatment. — A  pigmentation  which  gradually  dis¬ 
appears  is  the  only  remnant  left  of  this  condition  after  a  strict  course 
of  cleanliness  and  mild  antisepsis. 


DERMATITIS  REPENS 

Definition. — A  spreading  vesicular  inflammation  of  the  skin,  usu¬ 
ally  following  an  injury  upon  the  upper  extremities. 

Symptoms. — This  disease  was  first  described  by  Crocker  in  1888, 
following  the  observation  of  three  cases.  An  injury  which  often  is 
trivial,  precedes  and  marks  the  starting  point  of  the  eruption,  which 
consists  of  vesicles  and  bulbe.  These  rupture  and  leave  the  epidermis 
completely  denuded,  exposing  a  red,  raw  and  oozing  surface.  It  is 
from  the  borders  of  this  area  that  the  vesicular  extension  so  typical 
of  the  disease  takes  place.  This  has  been  described  as  a  serous  under¬ 
mining  of  the  epidermis,  and  consists  m  the  formation  of  new  vesicles 
and  blebs  in  the  area  beyond  the  periphery  of  the  old  lesion,  and  in  the 
detachment  of  the  epidermis  as  a  result  of  the  exudation.  The  condi¬ 
tion  is  often  limited  to  the  hand,  but  may  extend  to  the  arm,  back,  or 
even  to  the  other  arm. 

Acrodermatitis  perstans,  a  condition  similar  in  location,  origin,  le¬ 
sions  and  clinical  history  to  dermatitis  repens  has  been  described  by 
Hallopeau,  Andry,  and  others.  Its  characteristics  are  the  frequent  ap¬ 
pearance  of  secondary  eruptions,  chiefly  pustular,  on  parts  of  the  body 
distinct  from  the  seat  of  the  original  infection,  its  frequent  reappear¬ 
ance  in  the  same  place,  its  persistence  and  possible  fatal  termination. 
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Etiology  and  Pathology. — Most  cases  originate  from  some  local 
traumatism,  often  trivial.  Among  the  reported  causal  incidents,  may 
be  mentioned  superficial  wounds  or  burns  of  the  hand,  an  abrasion  of 
the  knuckles,  a  splinter  run  under  the  nail,  a  scratch  on  a  finger  from 
a  bone,  the  tearing  away  of  a  finger  nail  and,  in  a  case  of  my  own, 
repeated  pricks  on  the  index  finger  from  a  needle.  The  process  seems 
to  be  due  to  a  peripheral  neuritis,  set  up  by  an  injury.  Secondary 
parasitic  infection  is  generally  admitted  to  be  responsible  for  the  pro¬ 
longed  course  of  these  allied  diseases,  but  Hallopeau  regards  both  as 
purely  microbic.  The  staphylococcus  albus  has  frequently  been  found 
in  the  lesions. 

Diagnosis. — These  conditions  should  be  readily  diagnosed  from 
eczema  by  their  elevated,  abrupt,  and  advancing  border,  producing  the 
appearance  of  a  superficial  ulcer.  Syphilis,  lupus  vulgaris  and  epitheli¬ 
oma  might  possibly  call  for  microscopic  investigation. 

Prognosis  and  Treatment. — Complete  recovery  may  be  expected 
in  all  cases  of  dermatitis  repens,  and  in  all  but  the  more  severe  cases 
of  acrodermatitis  perstans.  Treatment  demands  that  the  undermined 
epidermis  be  cut  away  and  that  the  affected  surface  be  cleansed  with  a 
weak  solution  of  electrozone  or  hydrogen  peroxid  before  applying  such 
antiparasitics  as  a  10  per  cent,  ammoniated  mercury  ointment,  5  to  10 
per  cent,  solution  of  potassium  permanganate,  saturated  solution  of 
sodium  hyposulphite  or  pyoktanin-blue.  The  X-rays,  high-frequency 
currents,  and  short  superficial  applications  of  solidified  carbon  dioxid 
have  been  recommended  for  persistent  cases.  See  indications  for  Car¬ 
bolic  acid,  Hepar  sulph.,  Lach.,  Merc,  viv.,  and  Ranunc.  bulb. 
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( Acantholysis  bullosa;  Congenital  traumatic  pemphigus) 

Definition. — A  rare,  inflammatory,  bullous  disease  following  a  slight 
traumatism. 

Symptoms. — Most  cases  show  a  distinct  history  of  heredity,  the 
tendency  being  so  pronounced  that  it  has  manifested  itself  in  four  or 
five  generations.  Some  cases,  however,  do  not  show  such  a  tendency 
but  all  usually  develop  in  infancy  or  early  childhood  and  persist  indefi¬ 
nitely.  Slight  traumas  such  as  rubbing,  pressure  or  irritation  may  in¬ 
stitute  the  eruption.  Naturally,  because  of  their  location,  the  hands, 
feet,  elbows,  knees  and  anterior  surfaces  of  the  legs  are  often  attacked. 
The  eruption  consists  of  small  or  large  bullae,  some  few  being  partially 
hemorrhagic,  appearing  on  parts  of  the  surface  subject  to  irritation, 
pressure  or  knocks.  The  mouth  may  be  involved.  Naturally  the  sus¬ 
ceptibility  is  greater  in  some  subjects  than  in  others.  Pigmentation  and 
slight  scarring  from  superficial  ulceration  may  result,  but  many  of  the 
blebs  disappear  without  a  trace.  If  the  finger  ends  are  affected,  there 
is  often  some  atrophy  and  nail  loss.  There  may  even  be  alopecia.  As 
a  rule,  the  general  health  is  not  involved. 
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Etiology  and  Pathology. — The  true  nature  of  the  disease  is  not 
known.  It  has  been  asserted  that  it  is  not  a  distinct  disease  but  a 
cutaneous  condition  in  which  the  individual  possesses  a  congenital  irrita¬ 
bility  of  the  vascular  supply,  causing  response  to  every  irritation.  De- 


Pig.  51. — Epidermolysis  bullosa  showing  pigmentation  and  scarring  from  frequent 
bleb-formations.  Similar  conditions  on  the  dorsal  surfaces  of  the  hands.  No 
effective  treatment. 


generative  changes  in  the  rete  have  been  noted  and  also  the  absence 
of  elastic  tissue. 

Prognosis  and  Treatment. — When  it  is  possible,  the  various  irri¬ 
tating  causal  factors  should  be  avoided  but  there  has  been  no  specific 
treatment  used  which  has  given  satisfactory  results.  The  X-ray,  high- 
frequency  currents  and  general  galvanization  have  been  urged.  A  case 
of  my  own  failed  to  respond  to  long  continued  internal  medication. 
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IMPETIGO  HERPETIFORMIS 

( Herpes  pyemic  us) 

Definition.  -A  rare  inflammatory  disease  of  the  skin,  occurring 
usually  during  pregnancy,  characterized  by  the  appearance  of  grouped 
miliary  pustules. 

Symptoms. — It  is  principally  to  Kaposi  that  we  are  indebted  for 
the  description  of  this  disease.  There  are  less  than  forty  recorded 
cases  of  this  rare  condition  but  they  follow  a  course  so  typical  that  it 
is  necessary  to  group  them  as  a  distinct  entity.  The  prodromata  consist 
of  chills,  high  fever,  dry  tongue,  vomiting  and  delirium  and  these  may 
appear  before  the  onset  of  fresh  outbreaks  of  the  eruption.  The  tem¬ 
perature,  however,  may  remain  continuous  or  become  remittent.  The 
lesions  consist  of  pin-head-sized  pustules,  appearing  in  patches  the  size 
of  a  lentil  to  that  of  a  penny,  the  pustules  being  opaque  at  first,  later 
greenish-yellow,  usually  situated  on  a  red  and  swollen  base.  Within  a 
day  or  two  they  dry  into  dirty  brown  crusts,  and  new  pustules  are 
formed  around  them  in  one  or  more  closely  placed  circles;  these  in 
turn  dry  and  add  to  the  crust.  Thus  the  patches,  usually  beginning 
first  on  the  inner  aspect  of  the  thighs,  groin,  axillae  or  around  the  navel, 
may  spread  over  large  areas  and  by  coalescence  with  adjacent  patches 
the  entire  surface  may  be  involved  in  three  or  four  months’  time.  The 
skin  as  a  whole  is  hot,  swollen,  covered  with  scales  or  denuded  and 
oozing  but  it  never  ulcerates.  Excoriations  and  fissures  will  frequently 
be  found  bordered  by  circles  of  pustules.  The  mucous  lining  of  the 
mouth  and  throat  may  present  circumscribed,  gray  patches  with  a  de¬ 
pressed  center. 

Etiology  and  Pathology. — The  disease  is  looked  upon  as  pyemic 
or  septicemic  in  character.  While  the  etiological  factors  are  obscure, 
the  vast  majority  of  cases  have  been  observed  in  pregnant  women. 
Hence,  the  pathology  is  probably  akin  to  that  of  herpes  gestationis.  The 
fact  that  there  was  an  absence  of  septic,  uterine  or  other  disease  in 
some  cases  supports  the  supposition  that  it  is  reflex  in  origin  and  trophic 
in  its  results  on  the  skin.  Postmortem  examinations  have  shown  evi¬ 
dences  of  nephritis  and  phthisis.  Also  there  have  been  noted  pustules 
and  ulcers  in  the  folds  of  the  esophagus,  most  numerous  near  the  car¬ 
diac  portion  of  the  stomach. 

Diagnosis  should  not  present  any  difficulty,  especially  if  the  patient 
were  a  pregnant  woman.  Dermatitis  herpetiformis  presents  multiform 
lesions  and  usually  does  not  run  such  a  persistent  course.  Pemphigus 
vegetans  in  its  advanced  stage  might  bear  a  resemblance  to  impetigo 
herpetiformis  but  the  former  will  give  a  history  of  a  bullous  onset 
while  the  latter  starts  with  grouped  pustules. 

Prognosis  and  Treatment. — The  outlook  is  very  grave,  only  a  few 
cases  having  recovered.  Treatment  is  practically  along  the  same  lines 
as  suggested  for  dermatitis  herpetiformis,  with  the  accent  upon  the 
selection  of  a  drug  to  meet  the  constitutional  symptoms.  General  anti- 
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septicemic  treatment  would  seem  to  be  indicated,  and  the  uterus  should 
be  emptied  of  its  contents.  Iris  ver.,  Clematis,  Croton  tig.,  Kali  brom., 
Lach.,  and  Nat.  mur.  may  be  studied. 


IMPETIGO  SIMPLEX 

{Impetigo ;  Impetigo  sparse ) 

Definition. — An  acute,  inflammatory  disease  of  the  skin,  character¬ 
ized  by  the  appearance  successively  or  in  crops  of  a  few  discrete  super¬ 
ficial  pustules. 

Symptoms. — While  many  observers  doubt  the  existence  of  this 
form  apart  from  impetigo  contagiosa,  it  is  certainly  comparatively  com¬ 
mon  and  wholly  unlike  the  contagious  form.  The  onset  of  the  eruption 
may  be  preceded  by  mild  fever,  malaise,  and  loss  of  appetite.  The 
eruption  consists  of  small,  discrete  vesicopustules  which  so  rapidly 
change  into  larger  pustules  that  the  primary  vesicular  character  is  not 
observed.  When  formed,  they  vary  in  size  from  a  split  pea  to  a  small 
cherry,  yellowish  white  or  darker  in  color,  globular  in  form,  fully 
distended,  and  appear  to  rest  directly  on  the  surface  with  little  or  no 
hyperemic  areola.  They  may  dry  up  without  rupture,  and  form  honey¬ 
like  or  brownish  crusts  attached  to  a  slightly  moist  base,  but  pigmenta¬ 
tion  and  scarring  never  ensues.  The  duration  varies  with  the  number 
of  crops  but  no  given  attack  lasts,  as  a  rule,  more  than  two  or  three 
weeks.  The  eruption  is  ordinarily  located  on  the  face,  hands  or  fingers 
and  less  often  on  the  lower  extremities  and  feet.  The  lesions  show  no 
tendency  to  coalesce,  rarely  becomes  grouped  and  are  never  abundant, 
seldom  exceeding  twenty  individual  lesions,  often  only  one  to  five 
appearing.  There  may  be  slight  sensations  of  tension  or  itching,  which 
will  cause  the  patient  to  pick  rather  than  to  scratch  the  affected  parts. 

Etiology  and  Pathology. — This  disease  is  practically  a  condition 
of  childhood  although  occasionally  seen  upon  the  hands  and  fingers  of 
adults.  It  is  more  common  among  the  poor,  underfed  and  unclean, 
although  it  may  occur  in  any.  Probably  the  instinctive  habit  in  children 
of  touching  anything  with  their  hands  and  then  touching  their  face  with 
the  latter,  with  their  proverbial  disregard  of  cleanliness,  accounts  for 
its  more  frequent  occurrence  in  young  children  than  in  infants  or 
adults.  The  efficient  cause  is  a  streptococcus  or  staphylococcus,  singly 
or  mixed.  Through  some  slight  abrasion,  these  microorganisms  find 
entrance  into  the  skin  and  set  up  an  inflammation  in  the  papillary 
layer  of  the  corium  forming  small  superficial  abscesses  covered  by  the 
epidermis. 

Diagnosis. — The  lesions  of  impetigo  simplex  are  pustular  from  the 
early  beginning  to  the  end,  comparatively  few  in  number,  large  in  size, 
non-elevated,  often  isolated,  and  tend  to  terminate  in  firm,  thick  crusts, 
without  any  marked  subjective  or  constitutional  symptoms  during  their 
entire  course. 

Impetigo  contagiosa  is  contagious,  begins  with  vesicles,  vesicopap- 
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tiles  or  vesicopustules,  which  frequently  coalesce  with  or  without  rup¬ 
ture  and  dry  into  friable,  wafer-like  crusts.  Ecthyma  presents  large 
flat  pustules,  seated  on  an  inflammatory,  hard  and  wider  base,  sur¬ 
rounded  by  a  well-marked  areola.  Moreover,  ecthyma  is  associated 
with  anemic  or  cachectic  adults,  and  is  seldom  a  disease  of  childhood. 
Pustular  eczema  presents  pin-head  and  smaller  sized  pustules,  aggre¬ 
gated  in  patches,  often  associated  with  other  lesions,  and  attended  with 
infiltration  of  the  skin  and  positive  itching.  It  is  well  to  remember, 
however,  that  impetigo-like  pustules  may  occur  in  the  course  of  other 
pustular  diseases  of  the  skin. 

Prognosis  and  Treatment. — Spontaneous  recovery  may  be  ex¬ 
pected  in  from  five  to  ten  davs.  No  local  treatment  is  needed  beyond 
cleanliness  and  the  application  of  a  mild  germicidal  lotion  or  ointment. 
For  suggestions  as  to  internal  remedies  see  those  mentioned  under 
Impetigo  contagiosa. 


IMPETIGO  CONTAGIOSA 

Definition. — An  acute,  contagious  inflammatory  disease  of  the  skin, 
characterized  by  the  formation  of  multiple,  discrete,  flat,  superficial 
vesicles,  blebs,  pustules  and  thin  crusts. 

Symptoms. — There  may  be  a  mild  febrile  disturbance  preceding 
the  development  of  erythema  or  papules  which  rapidly  become  trans¬ 
formed  into  small  vesicles  or  vesicopustules.  These  in  turn  quickly 
enlarge,  become  milky  or  purulent,  flattened  out  with  a  tendency  to 
central  depression,  and  sometimes  decided  umbilication.  These  latter 
lesions  vary  in  size  from  a  split  pea  to  a  cherry.  They  may  coalesce 
and  form  large  irregular  patches  but  they  are  very  superficial  and,  if 
broken,  show  a  slightly  red,  eroded  and  exuding  base.  If  undisturbed, 
they  dry  up  in  a  few  days  into  wafer-like,  straw  colored  crusts.  Unless 
the  attack  is  unusually  severe,  there  is  no  areola  about  the  lesions. 
The  lesions  may  or  may  not  be  numerous  and  are  nearly  always  situ¬ 
ated  on  the  face  or  hands,  although  they  may  occur  on  any  part  of  the 
body  even  rarely  on  the  mucous  surfaces  of  the  nose,  mouth  and  con¬ 
junctiva.  Autoinoculations  of  slight  abrasions  of  the  surface  are  likely, 
and  new  lesions  may  appear  singly  or  in  crops  at  intervals  of  a  day 
or  two.  The  disease  usually  runs  its  course  in  one  to  two  weeks  but 
is  very  contagious.  Hence,  it  may  be  almost  epidemic  in  schools  or 
among  children  in  certain  localities  and  even  adults  may  become  infected, 
usually  from  contact  with  children.  Swelling  of  the  submaxillary  glands 
has  been  noted  in  severe  cases,  and  pronounced  atypical  forms  may  seek 
unusual  locations  on  the  body  and  be  widely  scattered.  The  lesions 
may  be  pemphigoid  in  character  and  two  to  three  times  the  average 
size,  as  has  been  noted  in  the  epidemic  type  (so-called  (< epidemic  pem¬ 
phigus'')  among  children.  The  vesicular  eruption  may  be  so  slight  or 
brief  as  to  escape  notice,  or  pustules  may  be  present  from  the  beginning 
like  non-contagious  impetigo,  or  rarely  there  may  be  an  ecthymatous 
tendency.  No  matter  what  the  difference  may  be  in  clinical  types, 
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some  characteristic  features  as  to  origin,  evolution,  duration  or  ter¬ 
mination  will  be  seen.  It  is  possible  tor  all  types  to  exist  in  any  one 
epidemic,  as  I  was  able  to  observe  in  the  Summer  and  Fall  of  1900, 
among  nearly  200  cases  occurring  on  the  East  Side  of  New  York  City. 

Etiology  and  Pathology. — While  more  often  seen  among  the  poor 
and  uncleanly,  it  is  not  rare  among  children  of  the  well-to-do  classes. 
Excoriations  of  the  skin  incident  to  scratching  from  the  presence  of 
pediculi,  scabies,  urticaria,  etc.,  may  open  the  way  to  inoculation.  Like¬ 
wise  vaccination  or  other  suppurating  surfaces  of  the  skin  or  abrasions 


Fig.  52. — Impetigo  contagiosa  of  two  weeks’  duration.  Cured  with  a  10  per  cent, 
boric  acid  ointment  externally  and  Cal.  sulp.  12x  internally. 


that  are  quite  unnoticeable  may  afford  an  entrance  point.  It  always 
rises  from  infection  and  is  inoculable  and  autoinoculable.  It  is  chiefly 
a  disease  of  childhood,  much  more  common  before  the  age  of  ten 
years  and,  when  present  in  adults,  is  usually  mild  and  transient  in 
form.  While  the  exact  character  of  the  exciting  organism  is  not 
known,  both  the  streptococcus  and  the  staphylococcus  have  been  found 
in  the  lesions.  It  is  possible  that  the  vesicular  and  more  actively  con¬ 
tagious  form  is  due  to  the  streptococcus  while  the  pustular  form  is 
due  to  the  staphylococcus. 

Diagnosis. — Varicella  lesions  are  usually  more  or  less  frequent  over 
the  trunk  as  well  as  on  the  face,  do  not  tend  to  group  or  coalesce  and 
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terminate  with  slight  crusting*.  Pustular  eczema  presents  small,  pin¬ 
head-sized  pustules  in  patches,  with  marked  itching*,  infiltrated  skin, 
a  much  longer  course  and  an  entire  absence  of  large  isolated  pustules. 
Pemphigus  rarely  occurs  in  childhood,  but  its  blebs  are  the  same  size 
from  the  start,  seemingly  springing*  from  sound  skin  and  have  no  spe¬ 
cial  preference  for  the  face  or  hands.  Ecthyma  is  a  disease  of  adult 
life,  commonly  located  on  the  legs.  The  lesions  are  deeper  seated  and 
do  not  respond  to  superficial  treatment. 

Prognosis  and  Treatment. — This  condition  is  quickly  cured  by 
treatment  in  from  one  to  three  weeks.  A  2  to  10  per  cent,  ointment 
of  ammoniated  mercury,  rubbed  into  the  parts  three  times  a  day  after 
the  crusts  have  been  loosened  with  soap  and  water,  or  some  other 
antiparasitic,  such  as  betanaphthol  (10  to  15  grains),  resorcin  (10  to 
20  grains),  or  boric  acid  (10  to  30  grains)  to  the  ounce  may  be  used. 
If  the  mucous  surfaces  are  affected,  a  saturated  aqueous  solution  of 
boric  acid  may  be  used  three  times  a  day  or  more  often.  Internal  reme¬ 
dies  may  be  given  as  indicated,  but  the  contagious  nature  of  the  disease 
forbids  reliance  on  them  alone.  See  Ant.  crud.,  Ant.  tart.,  Calc,  sulph., 
Cicuta,  Kali  bichrom.,  Lyc.,  Nat.  sulph.,  Pic.  acid,  Sil. ,  Thuja,  Viola. 


ECTHYMA 

Definition. — An  inflammatory  disease  of  the  skin,  consisting*  of 
large,  discrete,  flat  pustules  on  an  indurated  base  surrounded  by  a 
pronounced  hyperemic  areola. 

Symptoms. — Ecthyma  seldom  represents  a  distinct  disease  but  usu¬ 
ally  describes  a  clinical  type  of  cutaneous  inflammation.  The  eruption 
begins  as  reddish  or  yellowish,  pea-sized  or  slightly  smaller  pustules 
which  rapidly  enlarge  often  reaching  the  size  of  a  quarter-dollar.  They 
are  located  on  a  distinctly  inflammatory  base  and  surrounded  by  an  area 
of  congestion,  the  color  of  which  gradually  disappears  into  the  sur¬ 
rounding  skin.  The  intensity  of  the  process  directly  under  the  center 
of  the  pustule  may  result  in  superficial  destruction  of  tissue  and  the 
formation  of  a  small,  shallow,  circular,  pit-like  ulcer.  If  the  crust  is 
removed,  the  surface  will  be  found  bathed  with  a  purulent  often  sanious 
substance  which,  if  carefully  wiped  away,  will  show  reddish  or  grayish 
granulations.  The  quantity  of  the  discharge  will  determine  the  size 
of  the  resulting  crusts  which  are  usually  bulky,  rough,  firm,  brownish 
or  blackish,  although  occasionally  lighter.  Individual  lesions  will  pur¬ 
sue  an  acute  course,  covering  ten  to  twenty  days,  and  only  a  few  may 
appear.  In  other  cases,  pustules  continue  to  arise  for  a  few  days  and 
the  disease  may  be  prolonged  for  months.  Pigmentations  often  follow 
the  pustules  and  rarely  may  be  permanent.  In  colored  people  the 
opposite  condition  of  partial  or  complete  absence  of  pigmentation  has 
been  observed  to  follow  the  disease.  While  the  eruption  is  usually 
limited  to  the  lower  extremities  in  adults  of  either  sex,  it  may  occur 
upon  any  portion  of  the  body  or  at  any  age.  Occasionally,  there  are 
slight  prodromata  which  may  persist  during  the  early  stages  of  the 
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disease.  Heat  or  soreness  may  be  felt  but  itching  is  very  slight  and 
only  noticed  during  the  healing  process. 

Etiology  and  Pathology. — Cachexia,  debility,  poor  food  and  un¬ 
sanitary  surroundings  are  the  underlying  factors,  while  slight  trau¬ 
matisms  such  as  the  bites  of  insects  or  excoriations,  made  in  an  effort 


Fig.  53.- — Ecthyma  of  generalized  distribution  due  to  filth  and  neglect  in  an  alcoholic,, 
adult  male.  Cured  in  three  weeks  with  sulphur  baths,  20  per  cent,  sulphur  oint¬ 
ment  and  Mer.  protoiod.  2x. 

to  relieve  itching  from  any  source,  are  the  acute  influences.  The  essen¬ 
tial  cause  is  probably  the  streptococcus  acting  on  tissues  deprived  for 
the  time  being  of  their  normal  resisting  power  and  naturally  such  tis¬ 
sues  would  be  more  readily  affected  if  scratching  were  to  take  place. 

The  typical  pustule  of  ecthyma  does  not  present  any  difference 
from  the  similar  lesion  of  impetigo  or  eczema  except  that  it  is  deeper  and 
shows  a  lower  grade  of  inflammation.  It  involves  the  entire  thickness 
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of  the  epidermis  and  the  papillary  layer  of  the  corium  and  occasion¬ 
ally  invades  the  deeper  parts  of  the  corium,  so  that  scars  result. 

Diagnosis. — Ecthyma  may  be  confused  with  the  ecthymatous  form 
of  lesions  of  any  cutaneous  disease.  Impetigo  contagiosa  is  primarily 
vesicular,  its  pustules  are  always  superficial  without  an  inflammatory 
areola,  it  is  more  common  on  the  face  or  hands  of  children  and  is 
distinctly  contagious.  The  pustules  of  eczema  are  small,  round  or  acu¬ 
minate,  usually  grouped,  often  coalescent,  indefinitely  localized,  lack¬ 
ing  an  inflammatory  areola,  and  are  more  common  in  children.  The 
pustular  syphilids  are  less  inflammatory  and  do  not  possess  the  exten¬ 
sive  hard  and  bright  red  base  of  ecthyma.  It  is  also  more  sluggish  and 
slower  in  course  and  its  ulceration  is  larger,  deeper  and  more  sharply 
defined,  while  its  greater  secretion  causes  conical  or  oyster-shell-like 
crusts. 

Prognosis  and  Treatment. — Ecthyma  always  responds  to  proper 
treatment  within  a  short  time.  Predisposing  and  contributing  factors 
should  be  removed  as  far  as  possible.  Suitable  diet  and  healthful  sur¬ 
roundings,  including  a  daily  cleansing  bath,  are  advised.  The  crusts 
should  be  removed  with  vaselin  or  any  simple  fat  or  oil,  and  then  a 
plain  soap,  alkaline  or  saline  bath  prescribed.  In  most  cases,  a  mild 
antiseptic  will  be  found  of  service,  such  as  boric  acid  (20  to  40  grains), 
resorcin  (15  to  30  grains),  calomel  (5  to  15  grains),  betanaphthol  (10 
to  20  grains),  or  ichthvol  (20  to  40  grains)  in  an  ounce  of  fresh  lard 
or  cold  cream.  Adrenalin  chlorid  (1:  1000  aqueous  solution)  or  equal 
parts  of  alcohol  and  glycerin,  applied  twice  daily,  may  be  used  for  mild 
cases.  In  suggesting  internal  symptomatic  medication,  I  must  again 
urge  that  the  whole  symptom  picture  be  studied  and  not  the  cutaneous 
manifestations  alone.  The  following  are  suggested:  Arg.  nit.,  Kali  bich., 
Merc.,  Merc,  cor.,  Merc,  biniod.,  Merc,  protoiod,  Mur.  acid,  Phos., 
Psor.,  Secale,  Sil. ,  Sul.,  and  Thuja. 


FURUNCULUS 

{Far uncle;  Boil) 

Definition. — An  acute  circumscribed  inflammation  of  a  cutaneous 
gland  or  hair-follicle,  characterized  by  nodular  infiltration  and  followed 
by  suppuration,  necrosis,  discharge  and  a  resulting  scar. 

Furunculosis  is  a  condition  in  which  boils  appear  singly  or  in  crops 
for  a  varying  period  of  weeks,  months  or  even  years. 

Symptoms. — The  initial  lesion  appears  as  a  reddish  point  or  papule 
generally  pierced  by  a  rudimentary  hair  and  accompanied  by  some 
slight  itching  or  burning.  Slight  induration  can  be  felt  which,  in  a 
day  or  two,  becomes  nodular  and  elevated  and  the  center  is  marked 
by  a  small  vesicle  or  pustule  often  surrounded  by  a  red  areola.  If  the 
process  is  arrested  at  this  stage,  the  pustule  dries  up  and  resolution 
takes  place  in  the  nodular  mass  {blind  boil).  Ordinarily,  the  process 
increases  in  intensity,  extends  until  the  nodule  becomes  pea  to  cherry- 
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sized,  well  imbedded  in  or  under  the  skin  and  projecting  more  or  less 
above  the  surface,  and  the  area  of  redness  enlarges  and  assumes  a 
dark  reddish  or  purplish  color.  The  parts  affected  and  the  surrounding 
skin  become  sensitive  to  pressure,  and  heat,  throbbing  and  tension  are 
frequently  felt  to  a  painful  degree.  A  few  drops  of  blood  and  pus 
escape  if  the  central  pustule  is  prematurely  opened  but,  if  left  to  itself, 
at  the  end  of  a  week  spontaneous  rupture  occurs  followed  by  a  free 
discharge  of  pus,  leaving  a  ragged  opening  in  the  skin  and  exposing 
beneath  the  central  necrotic  mass  called  the  core.  This  is  firmly  attached 
at  first  but  after  a  few  days  becomes  loosened  by  a  further  necrosis; 
then  is  expelled  spontaneously  or  can  be  easily  removed.  The  core  may 
be  entirely  absent  and  a  free  discharge  of  pus  completes  the  evolution 


Fig.  54. — Furunculosis  in  a  cachectic  adult  male,  showing  a  typical  localization. 
Cured  with  5  per  cent,  creolin  in  glycerin  and  Hepar  sulp.  3x. 


of  the  furuncle.  Either  form  of  evacuation  gives  an  equal  amount  of 
relief.  Healing  is  by  granulation  as  the  drainage  is  completed  and 
the  skin  presents  a  purplish  or  violaceous  color  which  fades  away  in 
a  few  weeks  or  months,  leaving  a  small  permanent  scar. 

Boils  may  occur  in  any  part  of  the  body  but  they  are  more  com¬ 
monly  located  on  the  back  of  the  neck,  face,  buttocks,  axillae  and  less 
often  on  the  forearms  and  legs.  Neighboring  lymphatic  glands  are 
often  swollen  and  in  chronic  furunculus  constitutional  symptoms  such 
as  anemia,  pyrexia,  nervous  depression,  loss  of  appetite  and  rarely 
cachexia  may  appear.  The  duration  of  a  single  furuncle  will  vary  from 
one  to  four  weeks  although  the  process  may  be  completed  in  a  shorter 
period;  while  the  duration  of  an  attack  is  equally  elastic,  often  per¬ 
sisting  for  months,  depending  upon  the  number  and  variety  of  the 
lesions. 

Etiology  and  Pathology. — The  infection  of  the  skin  with  pyogenic 
bacteria,  frequently  the  staphylococcus  aureus,  is  the  exciting  cause. 
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It  is  well  to  remember  that  this  germ  and  similar  ones  are  found  upon 
normal  skin,  so  there  must  be  some  condition  predisposing  to  the  furun¬ 
cular  state,  such  as  the  lithemic,  neurasthenic,  anemic,  diabetic  or  sep¬ 
ticemic.  Furuncles  may  occur  with  or  after  chronic  dental  abscesses, 
iodicl  dosing,  miliaria,  eczema,  scabies,  pediculosis  and  variola.  Co¬ 
operating  with  these  systemic  abnormalities  may  be  any  one  of  the 
numerous  local  agents  which  may  inflict  injury  on  the  skin  such  as 
excoriations  from  the  itching  dermatoses,  continued  friction,  pressure, 
occupations  which  necessitate  the  handling  of  irritating  or  poisonous 
substances  such  as  may  happen  to  dyers,  tanners,  butchers,  etc.,  vesicant 
applications,  poultices  and  ointments  which  separate  and  soften  the 
epidermis  and  open  the  follicles.  It  is  possible  for  any  of  these  agents 
to  cause  boils  without  the  presence  of  predisposing  factors.  Both  sexes 
and  all  ages  may  be  affected,  but  males  iDetween  twenty  and  forty 
years  of  age  are  most  liable. 

The  pathological  conditions  are  not  peculiar  to  this  disease  except 
in  the  seat  of  the  process.  It  usually  develops  in  or  about  a  hair- 
follicle,  oil  or  sweat  gland.  Unna  maintains  that  most  furuncles  begin 
as  a  follicular  impetigo  which  meets  with  such  resistance  outwardly 
from  the  horny  layer  or  from  rapid  pus  formation  as  to  force  an 
extension  downward  until  it  penetrates  beneath  the  epidermis,  or  the 
cocci  penetrate  deeper  into  a  lanugo  hair-follicle  which  runs  through 
the  pustule.  Whatever  the  mode  of  entrance,  the  soil  being  favorable, 
a  suppurative  perifolliculitis  and  folliculitis  is  established. 

Diagnosis  is  usually  made  by  the  patient.  The  location  of  suppu¬ 
rating  buboes  and  their  antecedent  history  should  make  the  diagnosis 
easy.  Acne  varioliformis  begins  by  the  formation  of  one  or  more 
painless,  subcutaneous,  shot-like  papules  which  slowly  reach  their  acme 
and  exhibit  only  slight  inflammation,  elevation  and  tenderness.  A  car¬ 
buncle  would  only  be  mistaken  for  a  furuncle  in  its  early  stage  because 
the  more  extensive  infiltration  and  the  appearance  of  multiple  points 
in  its  latter  development,  are  characteristic. 

Prognosis. — The  single  uncomplicated  furuncle  should  run  a  short 
course  under  proper  treatment.  As  a  complication  or  sequela  of  other 
affections,  the  process  would  relate  chiefly  to  the  primary  disease.  The 
possibility  of  the  removal  of  the  cause  of  furunculosis  determines  the 
element  of  rapid  recovery. 

Treatment. — As  every  furuncle  may  be  a  possible  source  of  further 
infection  and  is  likely  to  produce  a  permanent  scarring,  the  object  of 
local  treatment  is  to  minimize  the  chance  of  infection  and  the  degree 
of  scarring.  When  the  eruption  appears  to  be  due  to  the  general  con¬ 
dition  of  the  patient,  anything  that  will  establish  a  more  physiological 
existence  is  to  be  employed  whether  it  affects  the  diet,  clothing,  exercise 
or  any  other  mode  of  living.  It  is  in  this  particular  that  the  causal 
treatment  plays  such  an  important  part.  From  their  inception  furun¬ 
cles  should  be  carefully  protected  from  further  irritation,  any  central 
hair  should  be  extracted,  and  iodin  tincture  or  guaiacol  applied  on  or 
about  the  lesion.  After  this  application  dries,  some  antiseptic  powder 
like  aristol  or  boric  acid  may  be  applied.  On  the  first  appearance  of 
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suppuration,  the  boil  should  be  incised,  the  contents  evacuated,  thor¬ 
oughly  cleansed  with  hot  boric  acid,  hydrogen  dioxid,  or  mercuric  chlorid 
solution  (1:4000)  and  iodex  ointment  applied. 

A  most  effective  method  in  most  cases  is  the  continuous  application 
of  2  to  6  per  cent,  solution  of  creolin  in  glycerin,  applied  on  several 
layers  of  gauze,  or  in  conspicuous  locations  it  can  be  applied  only  at 
night,  and  an  antiseptic  powder  dusted  on  the  lesions  during  the  day. 
Even  rubbing  the  solution  on  or  about  a  furuncle  four  or  five  times 
during  a  day  tends  to  arrest  its  development.  Poulticing,  early  in¬ 
cision  and  the  injection  or  application  of  such  abortive  substances  as 
carbolic  acid  or  nitrate  of  silver  cannot  be  recommended  for  the  aver¬ 
age  case.  Squeezing  or  forcible  pressing  of  the  lesions  and  the  sur¬ 
rounding  tissue  should  never  be  allowed.  Localized  furuncles  can  often 
be  successfully  treated  with  the  X-ray.  The  technic  is  the  same  as 
given  under  the  treatment  of  acne.  The  opsonic  treatment,  consisting 
of  injections  of  sterilized  emulsions  of  organisms  (usually  staphylo¬ 
cocci)  cultivated  from  the  lesions,  has  given  splendid  results  and,  al¬ 
though  by  no  means  a  panacea,  should  be  carefully  considered  in  all 
persistent  cases. 

For  internal  medication  see  Anthrac.,  Apis,  Arn.,  Bell.,  Cal.  sulph., 
Crotal.,  Hepar,  Kali  brom.,  Led.,  Lyc.,  Nat.  mur.,  Phos.  acid,  Phyto., 
Pic.  acid,  Rhus,  Secale,  Sil. ,  Sul.,  Vespa,  Vipera. 


CARBUNCULUS 

{Carbuncle ;  Anthrax  benigna) 

Definition. — An  acute,  circumscribed,  cutaneous  and  subcutaneous 
inflammation,  characterized  by  multiple  foci  of  necrosis  and  sloughing 
of  the  superficial  tissues. 

Carbunculosis  is  a  condition  where  the  lesions  occur  singly  or  in 
crops,  more  or  less  continuously  for  some  time. 

Symptoms. — Mild  prodromata  usually  precede  the  carbuncle,  such 
as  chill,  fever  and  malaise  but  when  the  lesions  are  extensive,  numer¬ 
ous,  persistent  or  situated  on  the  head,  the  prostration  may  be  alarm¬ 
ing.  A  burning,  tense  pain  is  felt  at  the  site  of  the  beginning  lesion 
which  appears  as  a  deep,  flat,  hard  swelling  at  first  covered  by  reddened 
skin,  which  soon  becomes  more  darkly  tinted.  From  the  size  of  a  boil 
or  larger,  the  infiltration  may  spread  until  it  reaches  the  size  of  the 
palm,  rarely  larger.  At  the  end  of  a  week  or  ten  days,  the  carbuncle 
appears  as  a  flatly  convex,  hard  tumor,  livid  in  color,  gradually 
merging  into  the  surrounding  skin,  with  its  surface  studded  with  sev¬ 
eral  pustules  or  circular  openings  which  mark  the  site  of  previous 
pustules.  These  openings  exude  a  samous  pus,  and  pus-soaked  sloughs 
can  be  seen  beneath.  As  the  process  goes  slowly  on,  the  latter  break 
down  and  are  discharged  through  the  enlarged  opening  or  the  skin 
may  give  way  with  the  slough  and  be  thrown  off  in  large  pieces,  leav¬ 
ing  a  well-defined  crateriform  ulcer  with  uneven  floor  and  overhanging 
edges.  The  process  of  repair  is  identical  with  that  of  a  furuncle ; 
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namely,  healing  by  new  granulation  tissue  and  closure  by  cicatricial 
tissue.  The  scar  in  time  becomes  whitish,  but  may  retain  a  violet  or 
purple  tint  for  some  time.  The  amount  of  systemic  disturbance  present 
and  duration  of  a  carbuncle  depends  upon  its  size  and  location  and 
upon  the  age  and  general  condition  of  the  patient.  It  usually  lasts 
from  two  to  six  weeks.  Carbuncles  are  usually  single,  and  are  most 


Fig.  55. — Carbunculus  on  the  knee,  an  unusual  location.  Cured  with  10  per 

cent,  creolin  in  glycerin  and  Rhus  tox.  3x. 


often  located  upon  the  nape  of  the  neck,  upper  part  of  the  back,  but¬ 
tocks  and  lateral  aspects  of  the  thighs.  It  may,  of  course,  appear  any¬ 
where  and  in  one  case  of  diabetes  I  have  seen  about  eighty  carbuncles 
appear  within  two  years  on  nearly  every  part  of  the  body.  It  is  espe¬ 
cially  dangerous,  but  fortunately  rarely  present,  on  the  scalp,  face  or 
abdomen.  While  a  carbuncle  may  occur  at  any  time  in  life,  it  is 
usually  after  the  thirtieth  year  and  more  frequently  in  men. 

Etiology  and  Pathology. — The  predisposing  and  cooperating 
causes  are  identical  with  those  of  a  furuncle  and  the  exciting  cause  is 
the  introduction  of  the  same  staphylococcus  pyogenes  aureus.  The 
pathology  of  carbuncle  is  similar  to  that  of  furuncle  in  that  the  process 
starts  from  numerous  points  in  the  hair-follicles,  oil  or  sweat  glands. 
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Beginning  in  the  subcutaneous  tissue,  the  affected  parts  are  enormously 
swollen  and  include  in  their  midst  yellowish-white  necrotic  plugs.  The 
process  extends  in  the  direction  of  least  resistance,  perhaps  downward 
into  the  fat  of  the  subcutaneous  tissue,  or  infiltrates  the  cutis  and  crowds 
the  papillae  with  pus  which  finally  oozes  to  the  surface  through  the  un¬ 
dermined  epidermis. 

Diagnosis. — The  larger  size  and  multiple  openings  of  carbuncle 
differentiate  it  from  furuncle.  Appearing  on  the  face  it  might  be  mis¬ 
taken  for  erysipelas  but  the  edema  of  the  latter  is  never  a  board-like 
hardness  nor  is  it  followed  by  the  development  of  necrotic  plugs  as  in 
carbuncle. 

Prognosis  depends  entirely  upon  the  influence  of  predisposing  fac¬ 
tors.  In  conditions  like  nephritis  and  diabetes  or  in  the  aged,  debilitated 
or  alcoholic  or  in  such  locations  as  the  scalp,  face  or  abdomen,  the  prog¬ 
nosis  is  far  from  good.  Nevertheless,  recovery  may  be  looked  for  in  a 
great  majority  of  cases  under  proper  treatment. 

Treatment. — Supportive  measures  will  nearly  always  be  in  order 
because  carbuncles  rarely  occur  in  the  vigorous.  Rest  in  bed  is  wise  in 
nearly  all  severe  cases  and  a  direct  attention  to  the  underlying  disease, 
if  any  exists,  is  eminently  fitting.  Local  antisepsis  is  the  safest  way  to 
reduce  temperature  although  antipyretics  are  occasionally  needed. 
While  the  local  treatment  of  carbuncles  may  be  the  same  as  that  of  boils, 
especially  in  the  application  of  creolin  in  glycerin,  there  are  many  cases 
that  are  benefited  by  parenchymatous  injections  of  pure  carbolic  acid 
or  of  carbolic  acid  io  per  cent,  in  glycerin  or  oil.  It  may  be  necessary 
to  resort  to  surgery  for  relief  and  when  it  is  done,  no  detail  of  surgical 
technic  should  be  neglected.  The  crucial  incision  followed  by  the  com¬ 
plete  removal  of  all  diseased  tissue  is  the  best  method.  After  the  de¬ 
posit  has  broken  down,  Bier’s  suction  or  exhaustion  glasses  may  be  em¬ 
ployed  in  preference  to  the  abominable  habit  of  squeezing  and  pressing. 
Ichthyol,  25  per  cent,  in  ointment,  may  be  applied  after  the  injections, 
incisions  and  cupping.  Poulticing  is  as  harmful  in  this  condition  as  in 
the  treatment  of  boils,  because  it  favors  the  growth  of  the  cocci  and 
may  extend  the  affected  area.  A  vaccine  made  of  the  staphylococcus 
aureus  is  often  worth  a  trial. 

The  importance  of  the  internal  remedy  can  only  be  appreciated  when 
the  constitutional  involvement  as  well  as  the  local  disease  is  considered. 
See  especially  indications  for  Anthrac.,  Apis,  Arsen.,  Bell.,  Cal.  sulph., 
Carbo  veg.,  Crotal.,  Hepar,  Kali  brom.,  K.  phos.,  Lach.,  Lyc.,  Mur. 
acid,  Nit.  acid,  Phyto.,  Pic.  acid,  Rhus  tox.,  Secale,  Sil,  Tarent.,  Vipera. 


EQUINIA 

{Glanders ;  Farcy;  Malleus) 

Definition. — A  rare,  acute  or  chronic,  contagious  disease,  due  to 
inoculation  from  a  specific  virus  derived  from  the  horse,  and  character¬ 
ized  by  constitutional  disturbances  and  lesions  of  the  skin  and  mucous 
membranes. 
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Symptoms. — Following  accidental  infection  through  some  abrasion 
of  the  skin  or  sound  mucous  membrane,  there  is  a  variable  period  of 
incubation  of  from  three  days  to  as  many  weeks.  Then  an  inflamma¬ 
tory  papule  or  pustule  develops  which  soon  becomes  a  ragged,  under¬ 
mined,  spreading  ulcer,  usually  accompanied  by  a  swelling  of  the  neigh¬ 
boring  glands  and  often  by  general  symptoms  of  a  rheumatoid  charac¬ 
ter,  such  as  mild  fever,  prostration,  pains  in  the  extremities,  etc.  A 
pyemic  or  typhoidal  state  may  rapidly  develop  and  death  ensue  in  a 
few  days.  If  the  entrance  of  the  poison  occurs  through  a  mucous  mem¬ 
brane,  catarrhal  symptoms  appear,  followed  by  those  of  ulceration,  with 
a  purulent,  sanious  and  offensive  discharge.  The  nasal  mucous  mem¬ 
brane  is  commonly  the  part  attacked,  although  the  disease  may  begin 
on  any  mucous  membrane  or  extend  to  them  from  the  nose  and  after 
the  inoculation  takes  place  through  the  skin,  the  mucous  membrane 
does  become  affected  in  most  acute  or  subacute  cases. 

The  most  characteristic  skin  symptoms  of  equinia  arise  irrespective 
of  the  point  of  inoculation  and  appear  at  any  time  from  two  days  to 
a  month  after  the  development  of  the  earliest  symptoms.  Groups  of 
small  red  macules  which  rapidly  become  shot-like  papules,  then  change 
to  a  yellow  color,  not  unlike  the  lesions  of  smallpox  but  without  um- 
bilication,  are  typical.  These  lesions  may  merge  and  break  down  form¬ 
ing  superficial,  ragged,  dirty  ulcers  or  sometimes  dry,  gangrenous 
patches.  Deeper  and  larger  nodules  may  appear  at  points  distant  from 
the  primary  infection  but  are  sometimes  connected  by  swollen  lym¬ 
phatics.  These  glandular  enlargements  may  reach  the  size  of  a  wal¬ 
nut  and  in  the  horse  they  constitute  the  “farcy  buds”  which  may  or 
may  not  be  numerous.  In  acute  cases,  these  eruptions  do  not  develop 
owing  to  the  rapidly  fatal  course  of  the  disease ;  in  chronic  cases  they 
are  not  numerous  or  of  rapid  development  corresponding  with  the  more 
moderate  constitutional  symptoms.  The  average  duration  of  a  chronic 
case  is  five  to  six  months,  although  it  may  be  much  longer,  and  rarely 
the  acute  form  may  supplant  the  chronic  at  any  time  in  its  course. 

Etiology  and  Pathology. — This  rare  disease  is  usually  limited  to 
male  adults  who  work  among  horses,  such  as  stablemen,  grooms,  etc., 
although  rarely  a  case  has  been  known  to  occur  by  transmission  di¬ 
rectly  from  man  to  man,  woman  or  child.  The  contagion  is  probably 
always  direct,  from  the  contaminated  secretions  of  the  animal  coming 
in  contact  with  an  abrasion  of  the  skin  or  mucous  membrane.  The 
efficient  cause  is  the  glanders  bacillus  ( bacillus  mallei)  which  has  pro¬ 
duced  the  disease  from  culture  inoculations.  The  presence  of  this  ba¬ 
cillus,  or  its  products,  in  the  human  tissues  causes  a  dense  infiltration 
of  embryonic  cells  in  the  corium  like  the  tubercular  process.  The  infec¬ 
tion  spreads  along  the  lymph  vessels  and  bacilli  may  enter  the  blood 
vessels  and  be  carried  to  any  part  of  the  body.  Extensive  or  numerous 
foci  may  finally  induce  a  condition  akin  to  pyemia.  The  bacilli  are 
readily  found  in  all  the  skin  lesions,  blood  and  brain  tissue,  are  about 
the  same  size  as  the  tubercle  bacilli  but  broader  and  shorter.  They  are 
easily  stained  with  methylene-blue. 

Diagnosis. — When  the  general,  cutaneous,  lymphatic  and  mucous 
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membrane  symptoms  have  appeared,  there  should  be  little  difficulty  in 
making  the  diagnosis,  although  it  is  helpful  to  obtain  the  previous  his¬ 
tory  of  the  person  attacked  and  a  microscopic  verification. 

Prognosis  and  Treatment. — The  former  is  always  grave.  In  the 
acute  form,  nearly  all  die.  In  the  chronic  form,  about  one-half  of  the 
cases  finally  succumb. 

Prophylaxis  demands  the  immediate  killing,  disinfection  and  burial 
of  animals  affected  with  glanders  and  the  thorough  sterilization  of 
abrasions  and  wounds  happening  to  those  caring  for  suspected  animals. 
Early  destruction  of  the  lesion  by  excision,  curetting  or  cauterization, 
with  the  necessary  antiseptic  after-treatment,  should  be  instituted  at  the 
point  where  the  inoculation  is  suspected  to  have  taken  place.  After  the 
development  of  the  disease,  physiological  treatment  is  most  important 
so  as  to  put  the  patient  in  a  good  resisting  condition.  I  have  seen  splen¬ 
did  results  follow  the  continuous  application  of  a  io  per  cent,  solution 
of  creolin  in  glycerin  in  one  chronic  case  and  equally  good  results  from 
the  injection  of  mallein  in  another.  In  all  cases  it  is  wise  and  essen¬ 
tial  that  internal  medication  should  be  instituted  but  the  chronic  type 
affords  the  best  opportunity  for  careful  prescribing.  See  indications 
for  Ars.,  Kali  bich.,  Nitric  acid;  and  Vipera. 


ANTHRAX 

( Anthrax  maligna;  P  Vistula  maligna;  Splenic  fever  carbuncle) 

Definition. — A  rare,  specific  inflammatory  disease  of  the  skin,  due 
to  inoculation  by  the  bacillus  anthracis  and  characterized  by  gangrenous 
development. 

Symptoms. — The  poison  of  splenic  fever  may  be  communicated  to 
man  from  infected  animals  by  the  respiratory  or  digestive  tract,  and 
prove  rapidly  fatal.  It  is  only  the  more  usual  infection  of  and  through 
the  skin  which  is  considered  here.  Within  twentv-four  hours  after  ac¬ 
cidental  inoculation,  generally  on  the  exposed  portions  of  the  hands, 
face,  or  neck,  a  single  painless  macule  appears,  soon  followed  by  an 
angry  itching  papule,  which  in  its  turn  rapidly  becomes  a  vesicle  or 
vesicopustule  filled  with  bloody  serum.  There  is  marked  and  often 
sharply  defined  induration  and  edema  of  the  skin  and  subcutaneous  tis¬ 
sues,  covering  an  area  from  the  size  of  a  dime  to  the  palm  of  the  hand. 
There  is  a  deep  scarlet  areola  and  the  central  portion  rapidly  forms  a 
depressed  gangrenous  patch,  which  in  the  course  of  another  day  may 
be  surrounded  by  a  circle  of  newly  formed  vesicles.  The  lymphatics  and 
glands  enlarge,  sometimes  suppurate  and  the  gangrenous  patch  spreads, 
general  infection  follows  with  a  high  fever,  often  assuming  a  typhoidal 
aspect.  In  severe  cases,  death  occurs  in  from  two  to  seven  days  from 
shock,  systemic  poisoning  or  exhaustion.  The  local  process  may  be 
less  rapid  and  the  systemic  disturbance  less  marked,  the  patient  not 
even  being  confined  to  his  home.  In  these  mild  cases,  the  local  process 
is  circumscribed  and  the  gangrenous  mass  sloughs  off  in  due  time.  Ex- 
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ceptionally,  in  the  place  of  the  lesion,  the  disease  may  take  the  shape 
of  an  extensive  malignant  tumor,  spotted  with  gangrenous  points  and 
blebs  filled  with  a  bloody  fluid.  There  are  all  degrees  of  this  condition 
between  the  mildest  described  and  the  most  malignant,  but  in  all  cases 
there  exists  the  possibility  of  malignancy. 

Etiology  and  Pathology. — The  disease  is  most  common  in  Con¬ 
tinental  Europe,  where  splenic  fever  in  cattle  prevails ;  while  it  is  rela¬ 
tively  rare  in  America,  where  that  infection  is  infrequent.  As  has  been 
stated,  the  causative  factor  is  the  bacillus  anthracis  which  is  conveyed 
through  a  slight  abrasion  or  opening  in  the  skin.  It  occurs  almost  ex¬ 
clusively  in  those  whose  occupations  bring  them  in  touch  with  live  or, 
more  often,  dead  animals  such  as  tanners,  cattle  dealers,  butchers,  wool 
sorters,  etc.  It  has  been  conveyed  by  flies  or  dust  from  the  hair  or 
hides  of  animals  and  it  is  even  claimed  that  the  milk  or  butter  of  dis¬ 
eased  animals  or  imperfectly  cooked  flesh  of  recently  slaughtered  ani¬ 
mals  has  produced  it.  The  bacillus  anthracis  is  the  largest  of  the  patho¬ 
genic  bacteria  and  is  found  in  great  numbers  through  the  affected  tissue, 
including  the  fluid  of  the  pustule  and,  after  a  few  days,  in  the  urine, 
sweat,  or  feces  and  at  times  in  the  blood.  It  may  be  found  postmor- 
temly  in  the  capillaries  especially  of  the  liver,  kidneys  and  spleen. 

Diagnosis. — Anthrax  may  be  identified  by  the  occupation  of  the 
patient  and  by  the  rapid  development  of  papule,  vesicle,  pustule  and 
gangrene  situated  on  a  deep,  resistant,  highly  colored  base  surrounded 
by  edema,  and  on  the  second  or  third  day  by  the  pathognomonic  sign, 
a  depressed  eschar  encircled  by  vesicles.  Carbuncle ,  furuncle,  poisoned 
wounds  and  chancre  can  be  excluded  by  their  more  indolent  course  and 
onset,  while  the  microscope  may  be  used  in  cases  in  which  there  seems 
to  be  some  doubt,  as  the  bacillus  is  readily  found  in  the  fluids  of  the 
lesions.  The  form  that  is  characterized  by  rapidly  diffused  edema 
might  resemble  in  some  degree  erysipelas  or  malignant  edema. 

Prognosis  and  Treatment. — -The  disease  is  fatal  in  about  one-third 
of  all  patients.  Cases  of  internal  anthrax  are  nearly  always  fatal  and 
the  death  rate  is  also  very  high  in  the  edematous  variety. 

Prompt  complete  excision  of  the  lesion  and  strict  antiseptic  precau¬ 
tions,  followed  by  frequently  renewed  antiseptic  dressing  is  to  be  pre¬ 
ferred  to  the  deep  and  thorough  saturation  of  the  affected  tissues  with 
antiseptics.  However,  the  latter  method  which  includes  hypodermic 
injections  of  pure  tincture  of  iodin,  5  per  cent,  or  stronger  solutions  of 
carbolic  acid,  and  1  per  cent,  of  potassium  permanganate,  has  been 
satisfactory  in  reported  cases.  Good  results  have  been  observed  from 
the  use  of  an  anthrax  serum  originally  prepared  by  Sclavo  of  Siena, 
Italy.  The  serum  is  best  introduced  intravenously  although  it  may  be 
used  subcutaneously  and  is  well  borne  in  large  doses,  with  only  slight 
destruction  of  tissue  and  rapid  convalescence.  A  case  of  my  own 
which  promptly  received  a  massive  X-ray  dose  recovered  rapidly.  Sup¬ 
portive  nutritious  feeding,  together  with  careful  selection  of  the  indi¬ 
cated  drug  would  seem  necessary  in  all  cases.  The  snake  poisons  seem 
especially  applicable.  See  Anthrac.,  Apis,  Crotal.,  Kali  phos.,  Secale, 
Tarent.,  Vipera. 
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POSTMORTEM  PUSTULE 

( Dissection  wound ) 

Definition.  -A  condition  resulting  from  the  accidental  inoculation 
of  an  abrasion,  cut  or  open  follicle  of  the  skin  with  a  virus  from  the 
cadaver  and  characterized  by  the  development  of  an  inflammatory 
lesion  at  the  point  of  inoculation. 

Symptoms. — Following  inoculation  at  the  site  of  the  abrasion  or 
cut,  there  is  rapid  production  of  a  vesicopapule,  papulopustule,  furuncle, 
tubercle,  wart,  or  hemorrhagic  bleb.  These  are  often  itchy,  even  pain¬ 
ful  and  are  surrounded  by  a  bright,  inflammatory  areola.  Suppuration 
usually  goes  on  beneath  the  lesion.  The  lymphatic  vessels  and  glands 
are  often  affected  and  there  may  even  be  symptoms  of  septicemia.  Gen¬ 
erally,  the  effect  of  these  poisons  is  entirely  or  chiefly  limited  to  the 
skin  and  the  result  is  local  and  not  serious.  The  condition  usually  falls 
within  the  prevision  of  a  surgeon  rather  than  a  dermatologist.  The 
history  of  the  disease  will  usually  distinguish  it  from  pustular  or  ulcera¬ 
tive  lesions  of  other  diseases.  Postmortem  tubercles,  so  called,  will  be 
considered  under  the  heading  of  tuberculosis  verrucosa. 

Treatment. — The  lesions  should  be  curetted  or  cauterized,  carefully 
washed  with  an  antiseptic  and  a  hot  boric  acid  or  weak  mercuric  chlorid 
dressing  applied.  The  same  class  of  remedies  indicated  for  anthrax 
might  be  useful. 


ERYSIPELAS 

(St.  Anthony’s  fire;  Ignis  sacer ) 

Definition. — An  acute,  contagious,  specific  inflammation  of  the  skin 
and  contiguous  mucous  membranes,  characterized  by  sharply  defined 
redness,  swelling,  heat  and  vesication,  and  accompanied  by  febrile  and 
other  systemic  disturbances. 

Symptoms. — The  prodromata  may  be  mild  or  even  wanting,  or 
may  consist  of  malaise,  prostration,  chills,  vomiting,  etc.  The  tempera¬ 
ture  varies  from  ioi°  to  106°  F.,  and  is  persistent  with  an  evening  rise 
and  morning  remission,  except  in  the  mildest  cases  where  it  may  sub¬ 
side  after  a  few  hours  or  days.  A  rise  of  fever  usually  indicates  an 
extension  of  the  disease  and  its  arrest  or  fall,  a  subsidence  of  the  same. 
The  rapidity  of  the  pulse  is  usually  in  proportion  to  the  degree  of  fever 
and  its  other  qualities  depend  not  only  upon  the  disease  itself,  but 
upon  the  previous  condition  of  the  patient  due  to  his  habits  or  other  dis¬ 
eases.  Fleadache  is  often  a  common  symptom.  Drowsiness  and  dizzi¬ 
ness  are  not  uncommon  especially  when  the  attack  is  limited  to  the 
head. 

Local  signs  of  erysipelas  appear  at  the  point  of  infection.  The 
initial  lesion  is  a  small,  red,  shiny,  swollen,  irregular  but  sharply  de¬ 
fined  spot.  The  color  disappears  on  pressure  with  the  exception  of  a 
vellowish  tinge,  only  to  return  quickly  on  removal  of  the  finger.  The 
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color  may  remain  a  bright  or  scarlet  red  or  become  violaceous  or  even 
livid.  The  part  affected  is  painful,  hot  and  tense,  while  the  amount  of 
swelling  varies  widely  with  the  region  affected,  being  greatest  where 
the  areolar  tissue  is  abundant  and  loose  and  least  where  it  is  moderate 
and  firm.  When  the  face  is  involved,  the  eyes  are  often  completely 
swollen  while  on  the  scalp  it  may  cause  only  slight  elevation.  Although 
the  area  affected  may  spread  at  all  or  several  points,  it  preserves  a 
sharply  defined  border  against  the  sound  skin.  The  peripheral  advance 
may  be  somewhat  erratic  and  occasionally  is  by  apparent  metastasis  to 
another  region.  The  surfaces  involved  may  be  large  or  small.  Involu¬ 
tion  often  goes  on  in  the  older  portions  as  new  areas  are  invaded  and 
rarely  a  large  part  of  the  surface  may  be  affected  in  this  way  ( erysipe¬ 
las  am  bill  a  ns  or  erysipelas  migrans) .  Frequently  a  case  will  run  its 
course  without  developing  other  lesions  but  when  the  process  is  suffi¬ 
ciently  intense  the  pressure  of  exudation  in  the  epidermis  may  rise  to 
the  surface  in  vesicles  or  blebs,  the  contents  of  which  may  even  become 
purulent  and  dry  up  into  crusts.  Prolonged  and  intense  compression 
of  the  capillaries  of  the  skin  may  induce  gangrene  especially  of  the  legs 
and  arms.  Red  streaks  along  the  skin  show  the  lymphatic  involvement 
and  neighboring  glands  may  suppurate  or  furunculous  abscesses  may 
form. 

From  a  personal  observation  of  about  1,600  cases  of  erysipelas,  I 
have  been  impressed  with  the  fact  that  the  recurrent  and  chronic  types 
are  apparently  rare,  representing  only  about  5  per  cent,  of  all  cases. 
The  same  may  be  said  of  the  post-operative  cases  which  numbered  only 
58  in  the  total.  Complications,  or  atypical  clinical  types,  were  also  very 
rare.  About  three-fourths  of  my  cases  occurred  upon  the  face,  many 
originating  at,  or  within  the  nasal  orifice.  These  latter  are  usually  of  a 
slight  and  limited  character  and  do  not  confine  the  patient.  Local  re¬ 
covery  is  indicated  by  the  disappearance  of  heat,  swelling,  redness  and  a 
variable  degree  of  desquamation.  Convalescence  is  uneventful,  rapid 
and  complete  in  the  great  majority  of  cases.  The  duration  of  erysipelas 
varies  from  one  to  three  weeks  and  may  exhibit  all  grades  of  severity. 
The  temperature  in  the  more  typical  cases  will  fall  by  crisis  in  from 
five  to  ten  days  although  it  may  fall  by  lysis. 

Etiology  and  Pathology. — The  etiological  factors  may  be  consid¬ 
ered  as  essential,  contributory  and  predisposing.  The  streptococcus 
erysipelatis  of  Fehleisen  is  the  essential  cause  but  it  is  not  improbable 
that  other  microorganisms  may  produce  inflammations  presenting  all 
the  symptoms  of  erysipelas.  The  contributory  element  is  represented 
by  some  break  in  the  continuity  of  the  skin  or  mucous  membrane,  how¬ 
ever  minute.  Hence,  any  lesion  of  the  surface  may  afford  a  starting 
point  for  erysipelas.  Larger  wounds  from  traumatisms  or  surgical 
operations  are  more  readily  affected  and  rather  favor  the  assumption 
that  no  special  condition  of  the  tissues  other  than  exposure  is  necessarv 
to  permit  infection,  but  no  doubt  lessened  resistance  from  alcoholism, 
debility  or  organic  disease  might  be  cited  as  a  predisposing  cause.  One 
attack  apparently  predisposes  to  another,  although  the  true  recurrent  or 
chronic  cases  are  comparatively  few  in  my  experience.  Age  is  a  factor 
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Fig.  56. — Temperature  chart  of  severe  facial  erysipelas.  Crisis  on  12th  day,  followed  by  prolonged  subnormal  period. 
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for  it  is  unusual  in  the  young  and  old.  Five-sevenths  of  my  cases  oc¬ 
curred  between  the  ages  of  twenty  and  fifty.  It  is  also  predominant 
among  males  in  the  proportion  of  two  to  one,  due  to  their  greater  oppor¬ 
tunity  for  infection  from  exposure,  trauma,  etc.  It  is  more  prevalent 
in  the  cold  months,  two-thirds  of  the  cases  occurring  between  Decem¬ 
ber  and  May,  and  among  those  whose  habits  of  living  render  them  liable 
to  infection.  This  is  shown  by  the  fact  that  in  the  large  cities  of  the 
United  States  the  foreign  population  contribute  two-thirds  of  all  cases. 

The  type  of  inflammation  excited  is  serofibrinous,  implicating  chiefly 
the  deeper  portion  of  the  corium  and  extending  into  the  subcutaneous, 
tissue.  This  latter  exudation  accounts  largely  for  the  induration  al¬ 
ways  felt  and  its  slow  absorption  during  involution.  The  epidermis  is 
penetrated  and  sometimes  lifted  up  by  the  exudation;  vesicles  or  blebs 
form  deeply  at  or  below  the  base  of  the  granular  layer;  and  the  follicles 
may  be  penetrated  and  the  sheaths  dissected  from  the  roots  resulting  in 
loss  of  the  hair. 

Diagnosis. — A  history  of  early  chills  and  consecutive  fever,  with  a 
sharply  defined,  red,  swollen  patch,  spreading  more  or  less  steadily  in 
a  regular  or  irregular  manner,  should  be  sufficient  to  diagnose  a  typical 
erysipelas. 

Eczema  never  presents  systemic  fever  except  in  young  children. 
The  patches  are  not  as  swollen,  bright  red  or  sharply  defined  as  in  ery¬ 
sipelas.  The  vesicles  which  form  on  the  surface  are  minute,  thickly 
set  and  perhaps  more  perceptible  to  touch  than  to  sight.  Often  the 
surface  is  dry  and  scaly  and  the  whole  process  is  attended  with  marked 
sensations  of  itching. 

Erythema  is  acute,  unattended  with  fever,  or  any  tendency  to  creep 
out  over  the  surface.  Redness  disappears  wholly  on  pressure  and 
quickly  returns  when  the  pressure  is  removed. 

Dermatitis  from  ivy  or  such  drugs  as  iodoform  is  free  from  sys¬ 
temic  disturbance,  often  starts  from  several  points  and  lacks  the  sharply 
defined  border. 

Urticaria  is  ephemeral  and  usually  lacks  marked  systemic  dis¬ 
turbance.  It  nearly  always  shows  wheals  or  a  history  of  wheals  with¬ 
out  tenderness  but  with  pronounced  sensations  of  itching  or  stinging. 
There  are  often  marked  signs  of  digestive  or  other  functional  dis¬ 
turbance. 

Prognosis. — The  great  majority  of  uncomplicated  cases  should  en¬ 
tirely  recover.  Following  extensive  traumatisms  from  accidents,  sur¬ 
gical  operations,  labor,  etc.,  the  probabilities  are  less  favorable.  Old 
age,  general  debility,  existing  disease  or  alcoholism  are  complicating 
conditions  which  diminish  the  prospects  of  cure  and  might  prolong 
the  attack.  Among  my  cases,  many  of  whom  were  the  poorest  speci¬ 
mens  of  the  human  species,  the  death  rate  has  never  exceeded  5  per 
cent,  in  a  given  year. 

Treatment. — Rest  in  bed  is  essential,  together  with  a  simple,  nu¬ 
tritious  and  easily  assimilated  diet.  The  same  care  should  be  taken 
of  erysipelas  as  is  taken  of  any  other  contagious  disease,  as  regards 
isolation,  nursing  and  the  use  of  necessary  general  or  heart  stimulants. 
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Excellent  results  have  followed  a  few  injections  of  antistreptococcus 
serum  (about  io  c.c.  at  a  dose),  in  severe  cases.  The  local  treatment 
is  most  important,  not  only  for  the  patient’s  comfort  and  the  prevention 
of  contagion  but  as  an  essential  for  absolute  cleanliness.  Inasmuch  as 
the  microbe  carries  on  its  work  deep  in  the  tissues  of  the  skin,  external 
measures  do  not  need  to  be  dirty  or  disagreeable.  The  parts  should  be 
continuously  covered  with  a  mask  or  layers  of  gauze  saturated  with 
one  of  the  following  solutions:  mercuric  chlorid  (1:3000),  1  per  cent, 
picric  acid,  1  per  cent,  carbolic  acid,  5  per  cent,  sodium  salicylate,  95 
per  cent,  alcohol,  saturated  solution  of  magnesium  sulphate,  a  weak  so- 


Fig.  58. — Mask  saturated  with  the  se¬ 
lected  local  solution,  as  worn  in  a 
case  of  facial  erysipelas.  This 
mask  may  be  made  of  cotton  cloth, 
soft  linen  or  layers  of  gauze. 


Fig.  59. — Erysipelas  in  the  convales¬ 
cent  period,  showing  the  remnants 
of  an  edema  of  right  cheek,  scal¬ 
ing  on  both  cheeks  and  transient 
pigmentation  of  the  forehead. 


lution  of  calendula  or  hamamelis,  or  equal  parts  of  alcohol  and  glycerin. 
The  last  is  my  favorite  method  because  it  is  appreciated  by  the  pa¬ 
tient,  giving  the  necessary  comfort,  and  affords  the  essential  germicide. 
When  cellulitis  or  pus  is  present,  a  1  to  8  per  cent,  of  creolin  in  glycerin 
is  the  best  external  application.  Although  nearly  every  authority  has 
reported  some  new  local  treatment  for  erysipelas,  and  ichthyol,  iodin 
and  manv  other  solutions  have  been  urged,  none  of  them  presents  any 
advantage  over  the  above  mentioned.  I  have  never  observed  that  the 
application  of  silver  nitrate  or  iodin  to  the  border  of  the  lesion  or  be¬ 
yond  it,  stopped  the  disease.  It  is  a  useless  and  meddlesome  practice. 
Blebs  may  be  opened  when  extensive  and  pus  formations  and  cellu¬ 
litis  may  need  surgical  attention.  A  plain  oil  or  ointment  should  be 
constantly  applied  in  the  desquamative  stage.  Every  care  should  be 
taken  to  prevent  the  infection  of  attendants  and  other  patients,  espe¬ 
cially  surgical  and  puerperal  cases  and  to  prevent  possible  autoinfection. 
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From  the  observation  of  the  large  number  of  cases  mentioned, 
both  in  hospital  and  private  practice,  I  believe  the  value  of  the  indicated 
remedy  cannot  be  overestimated.  In  the  simpler  cases,  beyond  pro¬ 
tective  and  soothing  applications,  it  is  all  that  is  necessary.  While  the 
number  of  drugs  that  may  be  indicated  is  large,  there  are  a  few  that  are 
more  commonly  used,  such  as  Antipyrin,  Apis,  Arn.,  Arsen.,  Bell., 
Canth.,  Crotal.,  Euphor.,  Kali  bich.,  Each.,  Nitric  acid,  Rhus  tox.,  and 
Yipera. 


ERYSIPELOID 

Definition. — An  inflammatory  affection  of  the  skin,  resembling 
erysipelas,  produced  by  infection  with  putrid  or  spoiled  animal  matter. 

Symptoms. — This  condition  was  first  named  by  Rosenbach  and,  as 
a  rule,  presents  no  marked  constitutional  symptoms.  It  is  believed  to 
be  due  to  the  inoculation  of  some  slight  wound  with  decayed  animal 
matter  and  occurs  chiefly  on  the  fingers  of  cooks,  fish  dealers,  butchers 
or  those  habitually  handling  the  flesh  of  animals.  It  begins  at  the  point 
of  poisoning  as  a  dark  red  or  livid  papule  and  spreads  as  a  sharply  de¬ 
fined  erythema  which,  clearing  in  the  center,  may  assume  a  circular  or 
festooned  shape.  It  may  creep  over  the  surface  in  one  or  more  direc¬ 
tions  ;  is  attended  throughout  its  course  with  pronounced  itching  or  burn¬ 
ing  sensations;  and  ceases  spontaneously  in  from  one  to  five  weeks. 
Spreading  is  much  slower  and  less  extensive  than  in  erysipelas.  The  feet 
and  hands  are  the  common  seats  of  the  eruption,  though  rarely  it  extends 
beyond.  There  is  little  or  no  descpiamation. 

Etiology  and  Pathology. — The  infection  gains  entrance  through  a 
wound.  While  Rosenbach  regarded  a  microorganism  of  the  order  cla- 
dothrix,  existing  in  putrid  flesh  or  cheese,  as  the  causal  factor,  Gilchrist 
and  others  fail  to  confirm  this  finding.  In  fact,  Gilchrist  states  that 
nearly  all  his  cases  were  due  to  crab-bites. 

Diagnosis. — The  lack  of  constitutional  Symptoms  will  differentiate 
erysipeloid  from  erysipelas.  Dermatitis  repens  and  erythema  multiforme 
may  need  to  be  considered. 

Prognosis  and  Treatment. — This  disease  is  rapidly  responsive  to 
mild  antiseptic  treatment.  The  application  of  a  weak  solution  of  for¬ 
malin,  potassium  permanganate,  salicylic  acid  or  ichthyol,  or  a  10  per 
cent,  ointment  of  ichthyol,  resorcin  or  ammoniated  mercury  will  suffice. 
Apis  and  Arnica  have  been  used  internally  with  good  results. 


DERMATITIS 

Acute  inflammations,  the  result  of  known  irritants,  are  grouped 
under  this  head.  Nearly  all  are  purely  idiopathic;  many  are  due  to  the 
same  influences  that  produce  the  idiopathic  forms  of  erythema,  acting 
with  sufficient  intensity  to  cause  heat,  redness,  pain  and  swelling.  The 
following  types  will  be  described:  dermatitis  traumatica,  dermatitis 
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calorica,  dermatitis  venenata,  dermatitis  factitia,  X-ray  dermatitis,  der¬ 
matitis  medicamentosa  and  dermatitis  gangrenosa. 

DERMATITIS  TRAUMATICA 

Different  degrees  of  inflammation,  such  as  may  be  caused  by  blows, 
contusions,  lacerations,  pressure  or  friction,  can  be  properly  termed 
dermatitis  traumatica,  but  the  variety  caused  by  scratching  is  most  in¬ 
teresting  to  the  dermatologist.  The  removal  of  the  cause  and  mechan¬ 
ical  protection  of  the  surface  is  usually  sufficient  unless  surgical  meas¬ 
ures  are  required.  Pigmentation  and  induration  of  the  skin  may  be 
,  sequelae.  See  indications  for  Arnica,  Graph.,  Hepar  sulph..  Hyper., 
and  Sul.  acid. 


DERMATITIS  CALORICA 

Two  varieties  may  be  considered.  When  due  to  exposure  to  exces¬ 
sive  heat,  it  is  termed  dermatitis  ambustionis,  and  when  due  to  ex¬ 
cessive  cold,  dermatitis  congelationis. 


DERMATITIS  AMBUSTIONIS 

Dermatitis  ambustionis,  when  produced  by  heat  in  dry  form,  such 
as  fire,  hot  solids,  sun  rays,  etc.,  is  termed  a  burn ,  and  when  caused  by 
contact  with  hot  fluids,  such  as  water  or  fats,  it  is  known  as  a  scald. 

Symptoms. — Burns  and  scalds  are  ordinarily  described  by  the  effects 
produced  on  the  tissues  and  three  degrees  are  arbitrarily  consid¬ 
ered.  The  first  degree  presents  local  sensations  of  burning,  smarting, 
tension,  swelling  and  redness.  In  the  second  degree,  there  is  added 
vesicular  or  bullous  exudation,  more  or  less  shock,  fever,  and  some  mild 
consecutive  visceral  congestion.  In  the  third  degree,  there  is  extensive 
destruction  of  the  skin,  even  of  the  subcutaneous  tissues,  and  consequent 
scarring,  pronounced  shock,  and  complications  which  may  take  the  form 
of  gastrointestinal  disturbances,  even  ending  in  perforation,  peritonitis 
and  collapse.  In  the  extreme  variety,  delirium,  mania,  convulsions  or 
coma  may  appear  as  symptoms  of  cerebral  congestion.  Even  if  the 
shock  is  not  great,  or  is  overcome,  suppuration  will  lead  to  sloughing 
of  the  injured  parts  and  hence  produce  exhaustion  or  nephritis.  Sep¬ 
ticemia  or  erysipelas  may  cause  a  fatal  ending. 

Diagnosis. — The  condition  is  usually  distinguishable  and  whether 
from  a  burn  or  a  scald  is  not  practically  important. 

Prognosis  depends  somewhat  upon  the  extent  and  degree  of  the 
burn.  The  wider  the  surface  involved,  the  deeper  the  burn,  its  loca¬ 
tion  upon  the  chest,  neck,  or  abdomen,  old  age,  debility,  or  any  consti¬ 
tutional  dyscrasia,  all  contribute  to  a  poor  prognosis.  Small  and  super¬ 
ficial  burns  usually  proceed  to  an  uneventful  recovery. 
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Treatment. — Mechanical  protection  is  the  first  essential  and,  in  the 
case  of  vesiculation  or  destruction  of  the  skin,  perfect  asepsis.  For 
simple  burns,  a  dusting  powder  of  bicarbonate  of  soda  or  to  2  per 
cent,  solution  of  the  same  will  usually  suffice.  The  following  prescrip¬ 
tion  will  he  found  useful  for  extensive  burns  of  the  first  degree: 


Acidi  picrici, 

3ij ; 

8| 

Spts.  vin.  rect., 

oiv ; 

120 1 

M.  et  adde 

Aq.  distill., 

oxl ; 

12001 

Layers  of  gauze  saturated  with  the  above  may  be  applied  to  the 
affected  surface  and  a  supporting  bandage  added.  When  the  inflam¬ 
matory  action  is  greater,  1  to  2  per  cent,  carbolic  acid  in  olive  oil  or 


Fig.  60. — Dermatitis  calorica  (dermatitis  ambustionis)  due  to  a  severe  sunburn,  show¬ 
ing  denuded  areas  from  vesicular  and  bullous  formations  as  well  as  scaling  and 
pigmentation.  Compresses  of  2  per  cent,  sodium  bicarbonate  and  later  olive  oil 
comprised  the  local  treatment. 

vaselin,  dilute  lead  water,  5  per  cent,  of  boroglycerid  (50%)  in  white 
wax  and  vaselin,  carron  oil  (equal  parts  of  linseed  oil  and  lime  water ), 
or  thiol  or  ichthyol  in  ointment  or  solution,  may  be  used.  Often  1  or 
2  per  cent,  of  creolin  in  glycerin  will  relieve  the  intense  inflammation 
and  pain.  If  blebs  form  and  become  full  or  tense,  they  may  he  punc¬ 
tured  at  their  most  dependent  border,  so  as  to  save  the  roof  w7all  of  the 
blister  which,  falling  on  the  surface  beneath,  will  protect  it  from  the 
air  and  possibly  serve  as  a  natural  skin  graft.  A  comfortable  dressing 
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This  prescription  should  be  applied  directly  to  the  surface  and  cov¬ 
ered  with  a  sufficient  amount  of  gauze  and  bandage  to  thoroughly  pro¬ 
tect  the  parts.  When  burning  is  excessive,  tincture  of  cantharides  (one 
to  twelve  parts  of  sterilized  water)  is  useful.  Very  small  areas  of  un¬ 
broken  skin  may  be  protected  with  flexible  collodion.  After  the  acute 
stage  is  passed,  succus  calendula  (i  part  to  io  of  carron  oil)  is  most 
effective  in  promoting  repair.  If  burns  become  suppurative  or  gan¬ 
grenous,  strict  local  antisepsis  is  indicated.  Carbolic  acid  (2  to  5  per 
cent.)  may  be  used  to  disinfect  the  surface,  after  which,  if  the  area 
affected  is  not  large,  an  antiseptic  dusting  powder  like  aristol  or  boric 
acid  may  be  applied,  and  the  whole  surface  dressed  as  directed  for 
burns  of  the  second  degree.  If  the  area  is  extensive,  a  5  per  cent,  solu¬ 
tion  of  sodium  biborate  may  follow  the  carbolic  acid  solution.  Many 
layers  of  borated  gauze,  covered  with  rubber  tissue,  should  be  placed 
above  the  first  dressing.  When  inflammation  subsides  or  healing  has 
begun,  oily  antiseptic  dressings  may  be  used.  In  extreme  cases,  ampu¬ 
tation  of  the  affected  parts  may  be  required  and  plastic  surgical  methods 
may  be  needed  to  promote  healing  or  to  prevent  cicatricial  formations. 

In  burns  and  scalds  of  any  degree,  constitutional  treatment  is  of  the 
first  importance.  Shock  must  be  prevented  or  combated.  The  support¬ 
ing  and  steadying  effects  of  opium  are  of  much  value  here.  Morphin 
hypodermically,  sufficiently  frequent  to  meet  the  needs  of  the  patient  is 
the  best  method  of  administration ;  always  giving  the  minimum  physio¬ 
logical  dose  until  the  susceptibility  of  the  patient  is  known.  It  is  more 
to  be  relied  on  to  modify  local  pain  and  for  general  effects,  except  for 
burns  of  small  size,  than  the  local  application  of  cocain.  Stimulation, 
alcoholic  or  otherwise,  is  often  essential.  Internal  medication  plays  an 
important  role  especially  in  stimulating  healing  and  modifying  tenden¬ 
cies  to  excessive  scar  formation.  See  indications  for  Arnica,  Cantharis, 
Kali  mur.,  K.  phos.,  Silicea,  Sul.  acid,  Urt.  urens  and  Graph.,  while 
cicatrization  is  under  way. 


DERMATITIS  CONGELATIONS 

{Frost-bite ;  Per  mo;  Chilblain) 

Symptoms. — Inflammation  of  the  skin  caused  by  cold  may  be  of 
three  grades  similar  to  those  forms  due  to  heat.  There  is  first  a  whiten¬ 
ing  of  the  skin  in  patches,  with  partial  or  complete  loss  of  sensation, 
and  a  feeling  of  coolness  to  the  touch.  With  the  return  of  warmth, 
there  is  burning,  pricking  or  itching  of  the  parts.  In  persons  whose  cir¬ 
culation  is  poor,  slight  exposure  to  the  cold  often  leads  to  a  persistent 
type  of  inflammation,  especially  on  the  hands  or  feet,  commonly  known 
as  chilblains.  In  the  second  degree,  there  are  produced  with  reaction 
vesicles  or  blebs,  the  contents  of  which  may  become  bloody  with  subse¬ 
quent  ulceration  and  scarring.  The  third  degree  commonly  develops 
from  intense  or  prolonged  cold  and  causes  more  or  less  necrosis  of  the 
frozen  parts  with  or  without  blisters  of  the  second  grade.  Sensation 


200 


HYPEREMIAS  AND  INFLAMMATIONS 


is  lost;  the  surface  is  whitened;  forty-eight  hours  after  the  removal  of 
the  cold  it  appears  edematous,  the  color  changes,  and  a  line  of  demarca¬ 
tion  forms  followed  by  the  usual  signs  of  tissue  death  and  ulceration. 

Diagnosis. — It  is  not  necessary  for  the  averag;e  practitioner  to  diag¬ 
nose  these  cases  because  they  come  already  diagnosed. 

Prognosis. — Recovery  is  almost  certain  under  proper  treatment, 
although  chilblains  have  a  tendency  to  recur  with  cold  weather  until 
the  cure  is  permanent.  It  is  to  be  remembered  that  deformity  from 
loss  of  tissue  or  by  operation  to  remove  gangrenous  parts  is  always  a 
possibility  in  severe  cases,  and  that  shock  may  complicate  the  process 
at  any  stage. 

Treatment. — Friction  with  alcohol,  cologne,  bayrum,  menthol,  pep¬ 
permint  or  camphor  solutions  is  all  that  is  needed  in  the  milder  forms; 
care  being  taken  to  protect  the  parts  from  undue  pressure  or  further 
exposure.  For  the  more  intense  cases,  external  treatment  is  purely 
isopathic.  The  patient  should  be  kept  in  a  cool  room  and  an  effort 
made  to  restore  circulation  by  friction  with  snow  or  ice  water  applied 
for  hours  to  the  frozen  part.  If  blisters  develop,  they  may  be  opened 
and  some  of  the  cooling  applications  mentioned  above  applied  until 
further  developments  ensue.  If  gangrene  develops  on  the  extremities, 
early  amputation  is  absolutely  essential  or,  if  such  amputation  is  im¬ 
practicable  or  delayed,  antiseptic  dressing  is  advised.  When  improve¬ 
ment  ensues,  the  temperature  of  the  room  may  be  raised  and  hot  liquids 
or  stimulants  given  to  the  patient.  The  subsequent  treatment  is  pro¬ 
tective  and  exposure  to  severe  cold  should  be  carefully  guarded  against. 
Galvanic  or  high-frequency  currents,  mildly  applied,  are  useful  to  re¬ 
establish  a  normal  circulation.  Internal  remedies  are  of  much  assist¬ 
ance.  See  Agar.,  Borax,  Cadmium  sul.,  Carbo  veg.,  Crotal.,  Hepar, 
Kali  mur.,  Lyc.,  Nat.  phos.,  Sulphur,  Sul.  acid. 


DERMATITIS  VENENATA 

Definition. — An  inflammatory  condition  of  the  skin  caused  by  con¬ 
tact  with  deleterious  vegetable  or  mineral  substances. 

Symptoms. — All  degrees  of  inflammation  may  be  experienced  in 
this  disease  due  to  a  number  of  influences  enumerated  under  etiology. 
The  eruption  may  be  present  in  the  form  of  macules  (erythema), 
papules,  vesicles,  wheals,  blebs,  pustules  and  edematous  swelling.  In 
rare  cases,  superficial  ulceration  or  even  gangrene  may  he  experienced. 
The  ordinary  type,  however,  runs  an  acute  course  and  recovers  spon¬ 
taneously.  Burning  and  itching  are  usually  present  in  a  variable  de¬ 
gree  but  may  be  hardly  noticeable  or  absent.  It  is  unnecessary  to  recite 
the  varieties  of  this  condition  caused  hv  a  host  of  agents  because  they 
must  he  specified  to  some  extent  under  etiology. 

However,  the  eruptions  due  to  exposure  to  the  rhus  plants  ( rhus 
poisoning,  ivy  poisoning )  especially  rhus  toxicodendron  (poison  ivy 
and  poison  oak)  are  so  prevalent  in  America  that  it  is  necessary  to  briefly 
consider  their  symptoms  and  differential  points.  Numerous  closely 
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studded  vesicles  and  blebs  develop  on  a  red  and  swollen  surface  ac¬ 
companied  by  marked  burning  and  itching,  a  few  hours  to  several  days 
after  exposure.  The  hands,  feet,  anal  and  genital  regions  are  the 
typical  locations,  but  the  eruption  may  be  carried  to  various  parts  of  the 
body  by  autoinoculation.  The  condition  lasts  from  one  to  four  weeks. 
While  most  individuals  enjoy  comparative  immunity,  some  are  so  sus¬ 
ceptible  that  being  in  the  proximity  of  the  plant,  without  actual  con¬ 
tact,  suffices  to  bring  on  an  attack.  Many  persons  become  less  suscep¬ 
tible  as  they  grow  older,  while  others  enjoy  spells  of  immunity.  The 
condition  may  simulate  erysipelas  when  the  eyelids  and  other  parts  of 
the  face  are  greatly  swollen  but  there  is  an  absence  of  high  fever  and 


Fig.  61. — Dermatitis  venenata  from  ivy  poisoning,  showing  aggregated  vesicles  on  an 
inflamed  edematous  surface.  Rapidly  cured  by  hot  water  applications  and  Hepar 
sulp.  6x. 

other  systemic  disturbances  of  that  disease.  Acute  eczema  does  not  give 
the  typical  history  or  rapid  evolution  of  poison  ivy  dermatitis. 

Etiology. — Those  substances  that  might  cause  dermatic  inflamma¬ 
tion  are  well  nigh  innumerable  and  their  action  is  for  the  most  part 
chemical.  No  doubt  the  susceptibility  of  the  individual,  the  exact  na¬ 
ture  of  the  irritant,  and  the  length  of  contact,  as  well  as  such  underly¬ 
ing  conditions  as  the  catarrhal,  gouty,  rheumatic  and  neurotic  diatheses 
act  as  predisposing  factors.  Among  the  active  causative  agents  may 
be  mentioned  arnica,  mustard,  capsicum,  cantharides,  mercury,  Croton 
oil,  chrysarobin,  turpentin,  iodoform,  iodin,  alkalies,  acids,  dye  stuffs 
and  petroleum  products.  There  are  also  nearly  seventy  of  our  native 
plants  which  possess  irritating  properties,  such  as  the  nettle,  primrose, 
cowhage,  nasturtium,  smartweed,  podophyllum,  balm  of  Gilead,  olean¬ 
der,  ruta  and  especially  the  plants  of  the  rhus  species  (toxicodendron, 
venenata,  diversiloba  and  vernix).  The  poisonous  principle  in  ordi- 
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nary  rhus  poisoning  is  toxicodendric  acid,  and  in  severe  cases  it  is  prob¬ 
ably  absorbed  into  the  system  and  eruptions  result  therefrom  on  distant 
portions  of  the  skin.  The  drug  taken  internally  will  cause  similar 
symptoms.  Contact  with  external  substances  incident  to  many  occu¬ 
pations  is  the  cause  of  frequent 
eruptions.  Most  of  the  so-called 
trade  eruptions  become  eczema¬ 
tous  and  are  properly  considered 
under  that  head,  but  being  due  to 
external  causes  they  might  be 
considered,  in  their  early  devel¬ 
opment,  as  forms  of  dermatitis 
venenata.  For  instance,  bakers, 
grocers,  stonecutters,  bricklayers, 
dyers  and  washerwomen  may 
develop  such  an  eruption.  A 
similar  condition  exists  among 
professional  people,  such  as  den¬ 
tists,  surgeons  and  physicians 
( professiona l  d erma ti tis ) .  Prob¬ 
ably  mercuric  chlorid,  formalin, 
lysol  and  carbolic  acid  are  mainly 
responsible  for  these  eruptions. 

Prognosis  and  Treatment. 
— The  removal  of  the  cause  usu¬ 
ally  terminates  the  various  forms 
of  dermatitis  referred  to.  Local 
treatment  is  the  same  as  for  acute 
eczema,  plus  the  removal  of  the 
cause  and  future  avoidance  of  it. 

Poison  ivy  is  so  exclusively  an 
American  disease  that  its  treatment  should  be  well  understood.  In  mild 
cases,  wet  dressings  of  saturated  solutions  of  sodium  hyposulphite  or 
boric  acid,  io  to  25  per  cent,  of  succus  calendula,  2  to  4  per  cent,  potas¬ 
sium  permanganate,  or  1  part  of  electrozone  to  2  parts  of  distilled  water 
may  be  used.  If  the  cases  are  more  severe,  it  is  wise  to  open  the  vesicles 
and  blebs  before  applying  the  dressing ;  then  carron  oil,  some  bland  oil, 
or  50  per  cent,  aqueous  solution  of  ichthyol,  or  1  to  5  per  cent,  creolin 
in  glycerin  may  be  used.  If  the  area  involved  is  small,  collodion  may 
be  applied  or  a  25  per  cent,  solution  of  adrenalin  chlorid  (1:1000)  in 
collodion  is  even  better.  Internal  remedies  have  their  virtue  in  many  of 
these  cases  especially  in  those  due  to  rhus  poisoning.  See  indications 
for  Apis,  Arnica,  Cantharis,  Graphites,  Hepar  sulp.,  Rhus  tox.,  Rhus 
ven.  and  Sulphur. 


Fig.  62.— Dermatitis  venenata,  showing- 
edema  after  the  vesiculation  had  sub¬ 
sided.  External  appearance  similar  to 
erysipelas,  but  the  history  and  source 
were  quite  different.  Cured  with  Rhus 
tox.  3x. 
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DERMATITIS  FACTITIA 

(. Feigned  eruptions;  Dermatitis  artificialis ) 

Definition. — An  artificial  eruption,  limited  in  extent,  and  produced 
for  some  ulterior  purpose. 

Symptoms  and  Etiology. — Many  substances  have  been  used  by 
hysterical  people,  malingerers,  beggars,  soldiers,  sailors,  prisoners,  or 
servants  to  excite  sympathy,  gain  assistance,  or  escape  from  duty,  etc. 
The  lesions  that  are  most  often  simulated  are  those  that  can  be  pro¬ 
duced  easily,  like  erythema,  pigmentation,  pustules,  blebs  or  ulcers.  Mus- 


Fig.  63. — Dermatitis  factitia  caused  by  some  liquid  caustic.  The  patient  suffered  from 
religious  hysteria  and  attempted  to  make  the  sign  of  a  cross  upon  his  chest.  Pro¬ 
tective  treatment  healed  the  crust  patch  in  three  weeks. 

tard,  capsicum,  turpentin,  cantharides  and  other  irritants  are  often  used 
to  simulate  erythema ;  black  lead,  indigo  and  soot,  alone  or  mixed  with 
some  powder  have  been  applied  to  resemble  chromidrosis ;  oils  or  fats 
scented  with  decayed  cheese  or  asafetida,  to  simulate  bromidrosis;  tar¬ 
trate  of  antimony,  tar  oil  and  croton  oil,  to  simulate  sycosis  and  other 
pustular  eruptions ;  thapsia  to  imitate  erysipelas ;  nitric  acid,  caustic 
potash,  clematis  and  cantharides  to  produce  ulcers.  Foreign  substances 
have  been  introduced  into  the  skin  so  as  to  cause  abscess ;  linear  scratch¬ 
ing  of  the  skin  has  been  done  to  imitate  scabies;  and  the  hair  has  been 
pulled  out  in  spots  to  resemble  alopecia  areata. 

Diagnosis. — There  are  certain  peculiarities  of  this  eruption,  such 
as  the  absence  of  local  or  constitutional  symptoms  of  any  known  cuta¬ 
neous  disease;  the  lesions  are  usually  within  easy  reach  of  the  right  hand 
or,  with  a  left-handed  individual,  are  proximate  to  the  left  hand ;  they 
usually  lack  symmetry,  both  in  distribution  and  outline,  being  single 
rather  than  multiple ;  and  they  are  usually  sharply  defined.  When  a 
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liquid  has  been  employed,  it  may  show  accidental  effects  from  a  drop 
or  two  running  down  the  surface ;  the  odor  of  some  substance,  like  car¬ 
bolic  acid  or  turpentin,  may  be  detected;  or  some  motive  may  be  dis¬ 
covered  by  careful  questioning  and  by  inquiry  into  the  history  of  the 
patient. 

Treatment. — If  the  physician  is  satisfied  as  to  the  nature  of  the 
eruption,  it  is  wise  to  keep  such  conclusions  to  himself,  unless  injustice 
is  being  done,  and  allow  the  patient  to  recover  under  preventive  or  non- 
medicinal  treatment  rather  than  cause  mental  distress  to  every  one  con¬ 
cerned.  If  necessary  to  ascertain  the  true  nature  of  the  eruption,  a 
fixed  dressing  such  as  a  plaster-of-Paris  bandage  may  be  applied,  and 
the  patient  carefully  watched. 


X-RAY  DERMATITIS 

( X-ray  burn;  Rontgen-ray  dermatitis) 

An  inflammatory  condition  of  the  skin  was  quite  common  in  the 
early  days  of  the  employment  of  X-rays  and  at  the  present  time,  in  spite 
of  all  precautions  and  a  much  improved  technic,  it  is  still  occasionally 
developed  in  the  work  of  careful  and  experienced  operators.  Erythema, 
followed  by  slight  pigmentation,  is  the  mildest  form.  Vesiculation  may 
occur  and,  in  severer  types,  a  dry  superficial  slough  forms  which  takes 
months  to  separate  and  may  result  in  an  ulcer,  which  in  turn  takes 
months  or  years  to  heal.  These  serious  lesions  are  surrounded  by  an 
inflammatory  border  and  are  always  accompanied  by  pain.  When  a 
scar  eventually  forms  it  is  usually  accompanied  with  telangiectases.  A 
chronic  form  may  occur  on  the  face  and  hands  of  X-ray  operators  and 
is  characterized  by  scaliness,  atrophy,  obliteration  of  the  normal  lines 
of  the  skin,  alopecia,  and  at  times  loss  of  the  nails.  Keratoses  may 
develop  and  lead  to  cancerous  degeneration. 

Etiology  and  Pathology. — Long  exposure,  too  frequent  applica¬ 
tions,  unknown  quality  of  a  tube,  or  personal  idiosyncrasy,  all  play 
causal  parts.  Even  after  erythema  develops,  and  treatment  is  discon¬ 
tinued,  dermatitis  may  yet  ensue,  at  times  weeks  after  the  discontinuance 
of  the  treatment.  The  effects  of  X-ray  are  cumulative.  This  fact  should 
never  be  forgotten.  Although  it  may  be  necessary  to  cause  an  X-ray 
dermatitis  to  insure  the  best  results,  it  is  wise  to  warn  the  patient.  It  is 
always  my  custom,  in  treating  cases  of  onychomycosis,  psoriasis  of  the 
nails,  epithelioma  and  lupus  vulgaris  to  tell  the  patient  that  such  a  der¬ 
matitis  may  be  necessary  to  insure  the  best  results. 

Pathologically,  there  is  a  destruction  of  the  cell  protoplasm  and  of 
its  nucleus,  which  involves  not  only  the  epidermis  and  its  appendages, 
but  also  the  corium.  McLeod  has  summarized  the  condition  as  follows: 
( i )  the  X-ray  in  small  doses  has  a  stimulating  effect;  (2)  in  large  doses, 
by  long  exposure,  close  proximity  of  the  tube,  or  the  employment  of 
soft  tubes,  the  rays  may  devitalize  the  tissue  elements;  (3)  that  the 
hair-follicles,  glands,  nails  and  blood  vessels  are  more  readily  and  se- 
verelv  affected  by  the  rays;  (4)  that  cells  which  have  become  patho- 
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logically  affected  are  far  less  resistant  to  the  rays  than  healthy  cells; 
(5)  action  of  the  rays  is  cumulative. 

Prognosis  and  Treatment. — A  favorable  outcome  may  be  expected 
in  all  mild  cases.  Improved  methods  of  technic  have  lessened  the  fre¬ 
quency  and  intensity  of  attacks.  The  prognosis  of  severe  cases  is  bad 
because  epitheliomatous  degeneration,  constant  pain  and  possible  de¬ 
struction  of  tissue  may  be  expected.  The  milder  forms  of  erythema 
need  protection  and  possibly  a  cooling  lotion  of  lead  and  opium  with  or 
without  the  addition  of  glycerin  or  boric  acid.  Ointments  containing 
acetanilid,  cocain,  menthol  or  opiates  may  be  used  to  relieve  the  pain 
and  promote  healing.  I  have  seen  good  results  follow  the  use  of  a  2 
to  5  per  cent,  creolin  in  glycerin,  carron  oil  (made  with  olive  oil),  or 
orthoform  (1  to  2  drams  to  an  ounce  of  simple  cerate).  Calendula  in 
liquid  or  ointment  form  is  also  used.  Surgical  treatment  including  sub¬ 
sequent  skin  grafting  may  be  needed  in  cases  of  ulceration.  Solidified 
carbon  dioxid  may  be  used  to  remove  warty  or  keratotic  growths.  Ars., 
Nat.  mur.,  Radium  brom.,  and  Sil.  may  be  studied. 


DERMATITIS  MEDICAMENTOSA 

( Drug  eruptions) 

Definition. — Inflammatory  or  other  conditions  of  the  skin,  due  to 
the  ingestion  or  absorption  of  medicinal  substances. 

Symptoms. — Drugs  may  produce,  under  favoring  conditions,  nearly 
all  the  primary  lesions  which  occur  in  skin  diseases.  This  fact  alone 
confirms  the  analogous  relation  existing  between  the  pathological 
features  of  disease  and  the  adaptability  of  drugs  to  the  successful  treat¬ 
ment  of  the  same.  While  the  effects  of  drugs  upon  the  skin  are  not 
constant  or  the  same  in  different  individuals  or  the  same  in  the  same 
person  at  different  times,  this  is  also  true  as  regards  the  so-called  causes 
of  natural  diseases.  Occasionally  the  drug  action  on  the  skin  is  nearly 
constant  and  specific  as  also  may  be  the  action  of  a  specific  cause  of  dis¬ 
ease.  Subjective  sensations,  such  as  itching,  burning  or  tingling  may 
precede,  attend  or  follow  the  outbreak  of  the  eruption.  Systemic  symp¬ 
toms  may  be  absent  or  fever,  headache  and  malaise  may  appear.  If 
long  continued,  some  drugs  lead  to  grave  constitutional  symptoms  or 
even  death.  Drug  eruptions  may  appear  rapidly  such  as  the  congestive 
and  exudative  forms  or  more  slowly,  such  as  the  eruptions  from  iodin* 
and  bromin  salts.  Erythemas  are  more  often  produced  than  any  other 
lesions.  Next  in  order  are  vesicles,  papules,  wheals,  blebs,  pustules,  and 
tubercles  while  pigmentation,  gangrene,  purpura  and  desquamation  are 
rarer  effects.  Some  drugs  may  produce  all  varieties  of  lesions  while 
others  give  rise  to  only  one  or  two.  It  is  most  important  that  the  gen¬ 
eral  practitioner  should  be  familiar  with  drug  effects  on  the  skin,  be¬ 
cause  of  their  frequent  resemblance  to  eruptive  fevers  and  for  other  dif¬ 
ferential  purposes.  The  following  list  does  not  include  all  the  drugs 
which  may  cause  skin  eruptions  nor  does  it  mention  the  more  subtle  drug 
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effects,  but  only  designates  the  relative  frequency  of  skin  manifestations 
and  mentions  the  common  type  of  lesion  or  lesions  which  may  be  pro¬ 
duced. 

Aconite. — Rare;  erythema,  edema,  vesicles,  pustules  and  bullae. 

Acetanilid. — Not  common;  erythema,  erythematous  papules  and  cya¬ 
nosis. 

Ailanthus. — Rare;  punctate  erythema,  especially  on  the  face. 

Amygdala  amara  (bitter  almond). — Rare;  erythema,  wheals. 

Anacardium. — Rare ;  papules,  wheals,  vesicles. 

Antimonium  crudum  and  tartaricum. — Rare ;  vesicles,  pustules, 
wheals. 

Antipyrin  and  others  of  its  class,  manufactured  from  the  petroleum 
products  by  the  action  of  glacial  acetic  acid. — Common ;  usually  morbil¬ 
liform,  occasionally  erythematous  macules  and  less  often  papules,  wheals, 
blebs,  pustules,  purpuric  spots,  desquamation  and  pigmentation.  Often 
accompanied  with  excessive  sweating. 

Antitoxins. — Common ;  tuberculin  rash  may  be  scarlatiniform,  mor¬ 
billiform  or  in  irregular  patches.  Diphtheria  antitoxin  causes  erythema¬ 
tous,  scarlatiniform,  morbilliform,  purpuric  or  urticarial  lesions.  Te¬ 
tanus  antitoxin  has  caused  wheals. 

Apium  virus. — Common ;  generalized  eruption  of  wheals,  erythema 
and  edema. 

Arsenic  and  preparations  containing  arsenic  in  some  form. — Com¬ 
mon  ;  nearly  every  variety  of  skin  lesion,  erythema,  papules,  vesicles, 
wheals,  pustules,  purpuric  and  psoriatic  spots,  pigmentation,  keratosis, 
gangrene  and  ulcers. 

Arum. — Rare;  scarlatiniform,  desquamation. 

Aurum  metallicum  and  the  salts  of  gold. — Rare ;  pustules,  wheals, 
nodules ;  the  last  like  erythema  induratum  or  syphilitic  formations. 

Belladonna — Atropin. — Common;  scarlatiniform  erythema,  vesicles, 
pustules,  gangrene. 

Benzoic  acid  and  sodium  benzoate. — Rare ;  erythema,  papules, 
wheals. 

Boric  acid  and  sodium  borate. — Rare;  morbilliform  erythema,  pap¬ 
ules,  vesicles,  pustules,  scales. 

Bromin  compounds. — Common;  acneiform  papulopustules,  affecting 
the  parts  abundantly  supplied  with  sebaceous  glands,  such  as  the  face, 
back  and  shoulders ;  vesicles  like  varicella ;  pustules  and  furuncular  or 
carbuncular  formations;  rarely,  erythematous,  urticarial,  nodular,  bul¬ 
lous,  papillary  or  fungoid  lesions.  Occurring  in  children  the  lesions  may 
be  condyloma  form. 

Bryonia. — Rare;  erythema,  papules,  vesicles. 

Calcarea  carbonica.  —  Rare ;  wheals  sometimes  linear,  wart-like 
lesions. 

Calcium  sulphid. — Common ;  erythema,  vesicles,  wheals,  pustules, 
furuncles. 

Cantharides. — Rare  ;  erythema,  papules. 

Capsicum. — Rare ;  erythema  ;  papulovesicles. 

Carbolic  acid. — Rare;  vesicles,  pustules,  erythema. 
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Chloral. — Common  ;  scarlatiniform  or  morbilliform  erythema.  More 
rarely,  vesicles,  papules,  wheals  or  furuncular,  carbuncular  and  purpuric 
lesions. 

Chloralamid. — Very  rare;  punctate  erythema,  vesicles,  desquama¬ 
tion. 

Chloroform. — Common  ;  erythema.  Occasionally  purpuric  spots. 

Chrysarobin. — Common ;  coppery-red  erythema,  like  erysipelas. 
Marked  desquamation. 

Cicuta  virosa. — Rare ;  erythema,  large  papules,  tubercles. 

Cinchona — Quinin. — Common  ;  scarlatiniform  erythema,  desquama¬ 
tion,  exfoliation;  itching  and  pricking  sensations  with  fever.  Less  com¬ 
monly  wheals,  vesicles,  blebs  and  purpuric  spots. 

Cod  liver  oil. — Rare;  acneiform,  vesicles. 

Conium. — Rare ;  papules,  pustules,  erysipelatous  erythema. 

Condurango. — Rare;  furuncular,  acneiform  lesions. 

Copaiba  and  cubebs. — Common;  most  eruptions  observed  from  the 
combined  use  of  these  drugs  are  due  to  copaiba.  Scarlatiniform  and 
morbilliform  erythema,  wheals,  vesicles,  bullae. 

Digitalis. — Rare ;  erythema,  Apsides,  bullae  and  wheals. 

Dulcamara. — Rare;  erythema,  wheals,  scales. 

Ergot.— -Rare ;  vesicles,  pustules  or  furuncular,  gangrenous,  purpuric 
eruptions. 

Euphorbium  and  other  resins. — Infrequent;  erythema,  edema,  vesi¬ 
cles,  with  pain  and  fever;  occasionally  pustules,  ulcers  and  gangrene. 

Graphites. — Occasional ;  erythema,  papules,  vesicles,  dryness,  indu¬ 
ration,  fissures.  Itching  and  exudation. 

Guaiacum. — Rare;  miliary  erythema. 

Gurjun  oil. — Rare ;  erythema  and  erythematous  papules. 

’  Hydrastis. — Rare ;  erythema  with  severe  burning. 

Hyoscyamus. — Occasional;  edema,  erythema,  wheals  and  exception¬ 
ally,  pustular  and  purpuric  lesions. 

Iodin  and  its  compounds. — Common;  papules,  and  papulopustules 
(so-called  iodid  acne)  generally  on  the  face,  neck  and  shoulders.  The 
lesions  may  become  confluent  and  give  rise  to  papillomatous,  condv- 
lomaform,  carbuncular  or  crusted  lesions,  and  occasionally  a  multiform 
or  polymorphous  eruption. 

Iodoform. — Uncommon ;  erythema,  papules,  vesicles,  bullae. 

Ipecac. — Very  rare ;  fiery  red  erythema  with  elevated  borders ;  occa¬ 
sional  wheals  and  vesicles. 

Iris  versicolor. — Rare ;  vesicles,  pustules,  crusts,  with  neuralgic  pain. 

Jaborandi — Pilocarpin. — Rare;  erythema,  miliary  papules,  vesicles 
and  wheals. 

Ledum. — Rare ;  erythema,  papules,  vesicles,  pustules. 

Lycopodium. — Very  rare ;  erythema,  pustules,  vesicles,  with  itching, 
burning  and  bleeding. 

Mercury  and  its  salts. — Common ;  erythema,  papules,  pustules,  vesi¬ 
cles,  bullae  or  purpuric,  furuncular  and  ulcerated  lesions. 

Mezereum. — Rare ;  Apsides,  pustules,  abundant  exudation,  yellowish 
crusts. 
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Nitric  acid. — Rare ;  erythema,  vesicles,  pustules. 

Nux  vomica — Strychnia. — Rare;  scarlatiniform  erythema,  vesicles, 
acneiform  papules  and  pustules  with  pruritus. 

Oil  of  sandalwood. — Rare ;  simple  erythema,  petechial  purpura. 

Olium  morrhuae. — Rare;  erythematous  vesicles  or  acneiform  papules. 

Olium  ricini  (Castor  oil). — Rare;  pruritic  erythema. 

Opium — Morphin. — Common  ;  all  forms  of  erythema,  the  exudative 
being  the  most  common.  Wheals,  vesicles,  pustules,  edema  with  itching. 

Phenacetin. — Rare ;  erythema. 

Phosphorus  and  phosphoric  acid. — Rare ;  grouped  vesicles,  wheals, 
bullae  and  hemorrhages. 


Fig.  64. — Dermatitis  medicamentosa  from  potassium  iodid  dosing.  The  eruption  con¬ 
sisted  of  papulopustules  with  a  slight  tendency  toward  umbilication  and  super¬ 
ficial  sloughing.  Disappeared  within  ten  days  after  the  drug  was  discontinued. 


Piper  methysticum  (fermented  juice  of  kava  kava). — Common; 
erythematosquamous,  exfoliation  and  desquamation. 

Plumbum  and  its  salts. — Rare;  erythema,  vesicles,  pustules  and  pur¬ 
puric  lesions. 

Pulsatilla. — Rare ;  rubeoloid  and  urticarial  eruptions. 

Potassium  chlorate. — Rare;  erythema,  papules,  cyanosis. 

Ranunculus  bulbosus. — Rare;  grouped  vesicles  with  neuralgic  pain. 
Rhubarb. — Rare;  scarlatiniform;  desquamative  erythema. 

Salicylic  acid — Salicylates. — Rare;  erythema,  wheals  or  rarely  vesi¬ 
cles,  bullae,  purpura  and  gangrene. 

Salol. — Rare ;  wheals. 

Santonin — Sodium  santonate. — Rare ;  wheals,  with  desquamation  and 

edema,  vesicles. 
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Sarsaparilla. — Uncommon;  erythema,  vesicles;  rarely  papillary  or 
wart-like  elevations. 

Silver  nitrate. — Rare;  grayish-black  pigmentation.  Rarely  erythe¬ 
matous  papules. 

Staphisagria. — Rare ;  miliary  papules  and  vesicles. 

Stramonium. — Rare;  scarlatiniform  erythema;  petechial,  vesicular  or 
pustular  lesions. 

Sulphonal. — Occasional ;  desquamative  erythema  with  intense  itching. 

Tanacetum  (Oil  of  Tansy). — Very  rare;  varioliform  eruptions. 

Tannin. — Rare ;  erythema,  wheals. 

Tar, — Rare;  morbilliform  erythema,  wheals. 

Thallium  acetate. — Occasional ;  alopecia,  more  or  less  complete. 

Thuja.  — Rare ;  papillary  or  wart-like  excrescences  which  bleed  easily. 

Turpentin — Terebene. — Occasional;  scarlatiniform  or  morbilliform 
erythema.  Terebene:  papules  with  pruritus. 

Valerian. — Very  rare;  urticarial  papules. 

Veratrum  viride. — Rare ;  erythema,  pustules. 

Veronal. — Rare;  scarlatiniform  or  morbilliform  erythema. 

Viburnum  prunifolium. — Rare;  scarlatiniform,  desquamative. 

Diagnosis. — Having  any  doubt  as  to  the  nature  of  an  eruption,  it 
is  well  to  inquire  what  drugs  or  medicines  have  been  used  within  the 
last  few  days  or  weeks.  Some  few  remedies,  if  given  in  full  doses  or 
for  some  time,  may  be  detected  in  the  secretions  or  exhalations,  such  as 
turpentin  and  other  essential  oils.  In  general,  the  absence  of  prodromic 
and  constitutional  symptoms,  lack  of  uniformity  or  order  of  sequence 
will  aid  in  the  diagnosis.  For  example,  the  scarlatiniform  eruptions  sud¬ 
denly  appear  without  high  temperature  and  rapidly  subside  when  the 
drug  is  stopped.  Morbilliform  eruptions  have  no  prodromic  coryza, 
continued  fever  with  the  eruption,  or  other  symptoms  of  measles.  The 
bromin  and  iodin  eruptions  might  be  mistaken  for  acne,  variola  or  syphi¬ 
lis  but  the  location  of  acne,  age  of  occurrence,  associated  comedones  and 
its  chronic  character  should  settle  the  identity  of  that  disease.  Variola 
presents  fever  and  constitutional  symptoms,  together  with  the  typical 
course  which  should  distinguish  it  from  the  umbilicated  papules  and 
vesicles  of  the  iodin  eruption.  Syphilis  gives  a  history  of  other  lesions 
or  presents  other  symptoms  of  its  existence,  hardly  to  be  mistaken. 

Treatment. — With  the  great  majority  of  cases,  the  discontinuance 
of  the  drug  or  medicine  is  sufficient.  Occasionally  an  antidotal  drug 
in  small  doses  will  hasten  recovery.  Externally,  protective  measures 
are  required  when  open  lesions  exist  to  prevent  possible  infection  or 
soothing  applications  to  relieve  irritations  or  subjective  sensations.  Drug 
antidotes  can  be  found  in  most  works  on  materia  medica  and  often  will 
assist  in  relieving  any  discomfort  from  which  the  patient  may  be 
suffering. 
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DERMATITIS  GANGRENOSA 

( Sphaceloder  n  m ) 

Many  different  agents  may  cause  a  dermatitis  which  eventually  be¬ 
comes  gangrenous.  Among  these  may  be  mentioned  excessive  cold  or 
heat;  external  application  of  chemical  agents;  ingestion  of  drugs;  in¬ 
fectious  diseases  like  leprosy  and  tuberculosis;  diseases  of  the  central 
nervous  system ;  and  embolism,  thrombosis  and  other  diseased  conditions 
of  the  blood  vessels  whether  caused  by  ligatures,  tumors  or  by  inflamma¬ 
tory  processes.  A  number  of  forms  have  been  specifically  described,  and 
the  principal  ones — multiple  gangrene,  hysterical  gangrene,  diabetic 
gangrene,  symmetric  gangrene  and  infantile  gangrene — will  be  briefly 
mentioned. 


MULTIPLE  GANGRENE 

This  condition  has  developed  independently  of  any  disease  but  it 
usually  follows  or  complicates  such  infectious  conditions  as  scarlatina, 


Fig.  65. — Multiple  gangrene  showing  a  gangrenous  ulceration  of  the  left  breast  and 
hypertrophic  scarring  from  former  ulceration.  Patient,  a  young  woman  who  has 
shown  similar  lesions  on  the  trunk  and  extremities  for  the  past  few  years 
(courtesy  of  Dr.  R.  FI.  Stevens). 
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variola,  typhoid  fever  and  malaria.  Bacilli  and  cocci  have  been  found 
in  the  lesions ;  hence  it  is  possible  that  the  condition  may  be  autoinocula- 
ble.  No  doubt,  the  diminished  power  of  resistance  of  the  affected  tissues 
makes  possible  the  local  infection. 

Prognosis  and  Treatment. — Although  persistent,  recovery  usually 
takes  place.  When  children  are  affected,  the  result  may  be  fatal.  Con¬ 
stitutional  treatment  is  all  important.  Local  means  are  usually  of  an 
antiseptic  nature  with  or  without  surgical  assistance. 


HYSTERICAL  GANGRENE 

Kaposi  has  described  a  gangrene  of  the  skin  noticed  by  him  in 
hysterical  and  anemic  young  women.  This  condition  may  be  an  im¬ 
posture  or  possibly  due  to  some  central  nerve  lesion.  It  occurs  first  as 


Fig.  66.- — Hysterical  gangrene  in  a  neurotic  young  woman.  A  number  of  gangrenous 
lesions  appeared  during  the  course  of  two  years.  Cured  with  local  protective  and 
soothing  measures  plus  Hyoscyamus  2x. 

a  raised,  reddened  spot,  varying  in  size  from  a  quarter  to  a  silver  dol¬ 
lar  and  accompanied  by  burning  sensations.  In  a  few  hours,  the  skin 
becomes  bluish-black  or  greenish-brown  in  color  and  a  leathery  eschar 
is  formed,  like  that  produced  by  sulphuric  acid.  A  hypertrophic  scar 
may  follow. 

Prognosis  and  Treatment. — The  process  is  recurrent,  and  may 
continue  for  months  or  years  before  stopping.  Constitutional  treatment, 
often  including  mental  suggestion,  is  essential.  I  have  seen  cases  im¬ 
proved  or  cured  by  Arsenic,  Hyoscyamus,  Ignacea  and  Kreosote. 
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DIABETIC  GANGRENE 

No  doubt  the  chief  cause  of  this  form  is  the  diminished  tissue  re¬ 
sistance  which  diabetes  occasions.  Hence  microorganisms  can  gain  easy 
access.  In  some  primary  forms,  the  origin  is  purely  neurotic.  It  may 
be  unilateral  or  bilateral  and  is  apt  to  affect  the  middle  of  the  extremities 
rather  than  the  fingers  and  toes  although  rarely  it  may  affect  any  por¬ 
tion.  Its  local  origin  may  be  purely  primary  or  secondary  to  slight  in¬ 
juries,  such  as  excoriations,  furuncles  or  knocks.  The  lesions  pass 
through  the  various  stages  of  inflammation  with  the  formation  of  bul¬ 
lae,  crusts,  granulating  ulcers  and  sloughing.  Kaposi  describes  a  form 
of  bulloserpiginous  gangrene,  beginning  in  blebs,  which  ulcerate  and 
heal  at  one  side  while  progressing  on  the  other. 

Prognosis  and  Treatment. — Cases  of  spontaneous  origin  may  heal 
but  the  disease  is  usually  a  grave  complication  of  a  most  serious  under¬ 
lying  condition.  The  treatment  is  that  of  diabetes,  together  with  local 
antisepsis,  and  is  most  unsatisfactory.  When  septicemia  impends  sur¬ 
gical  interference  is  often  indicated.  The  following  remedies  have  been 
used  advantageously:  Arnica,  Arsenic  and  Kreosote. 


SYMMETRIC  GANGRENE 

( Local  asphyxia;  Raynaud's  disease ) 

Definition. — A  rare  affection  occurring  at  the  periphery  of  the  cir¬ 
culation  and  characterized  by  local  ischemia  and  asphyxia,  and  usually 
ending  in  gangrene  of  the  skin  and  deeper  tissues  which  is  often  sym¬ 
metrically  distributed. 

Symptoms. — Extremities  such  as  the  fingers  and  toes,  or  less  often 
the  nose,  ears  and  brows  or  rarely  other  locations  may  be  attacked.  The 
first  indications  are  coldness  and  paleness  of  the  parts  affected  (local 
ischemia).  Numbness,  loss  of  sensation,  pain  and  pallor  may  precede 
or  follow  the  initial  symptoms.  After  a  variable  period  the  second 
stage  (local  asphyxia)  develops  with  sensations  of  prickling,  crawling, 
stinging  and  pain  with  a  swollen  dark  red,  livid  or  bluish  appearance. 
Unless  the  disease  be  arrested  at  this  or  an  earlier  period,  the  third  stage, 
that  of  superficial  dry  gangrene,  is  developed.  At  this  time,  the  skin 
may  be  cold,  firm  and  dark  in  color,  with  vesicles  and  bullae  along  the 
edge  of  the  gangrenous  patch.  The  line  of  demarcation  is  pronounced 
and  the  necrosed  parts  eventually  slough  off.  In  milder  cases,  the  ulcera¬ 
tion  is  superficial  and  recovery  ensues,  leaving  the  fingers  thinned  and 
covered  with  small,  white,  tough  scars  or  the  tissues  may  regain  their 
tone  without  ulceration  or  the  nails  alone  may  fall,  as  I  have  noticed  in 
two  cases. 

Etiology  and  Pathology. — This  condition  usually  follows  directly 
from  exposure  to  cold  but  has  been  observed  after  the  exanthemata, 
diphtheria,  malaria,  gout,  diabetes,  syphilis,  tuberculosis  and  various 
neuroses.  Leloir  claims  that  it  is  most  common  between  the  ages  of 
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fifteen  and  thirty-five  and  that  four-fifths  are  females.  Most  of  my 
cases  have  been  young  males.  Pathologically  it  is  a  trophoneurosis  of 
the  skin,  of  a  circulatory  nature  due  to  peripheral  or  central  causes. 

Diagnosis. — This  should  be  readily  made  where  there  is  a  history 
of  local  asphyxia,  the  location  of  the  gangrenous  process  is  symmetrical 
and  on  the  extreme  parts  of  the  body. 

Prognosis  and  Treatment. — The  former  is  good  when  the  affected 
areas  are  small  but  there  is  a  tendency  to  recurrence.  It  is  bad  when 
the  process  is  extensive  or  the  general  conditions  unfavorable.  Disfig¬ 
urement  or  mutilation  is  the  rule.  Treatment  aims  to  improve  physio¬ 
logical  living  by  general  and  local  measures,  such  as  proper  diet,  exer¬ 
cise,  galvanization  of  the  spine  and  affected  parts  (the  positive  elec¬ 
trode  being  applied  to  the  spine  and  the  negative  immersed  with  the 
affected  part  in  water)  or  the  local  application  of  the  high-frequency 
currents.  Stimulation  and  friction  with  alcoholic,  camphorated  or  oily 
lotions  for  the  mild  cases  and  antiseptic  and  surgical  treatment  for  the 
later  stages  may  be  indicated.  Calc,  fluor,  Fluoric  acid,  Secale  and 
Vipera  have  benefited  my  cases. 
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( Varicella  gangrenosa ;  Multiple  cachectic  gangrene;  Infantile 

gangrene ) 

Definition. — A  rare  gangrenous  inflammation  of  the  skin  of  un¬ 
known  origin,  following  varicella  and  other  vesicular  or  pustular  erup¬ 
tions  of  childhood. 

Symptoms. — Originally,  this  condition  was  looked  upon  as  second¬ 
ary  to  varicella  but  it  has  since  been  discovered  following  other  vesic¬ 
ular  or  pustular  diseases  of  the  skin  in  children  and  occasionally  with¬ 
out  presenting  any  antecedent  cutaneous  history.  Following  varicella 
or  variola  or  even  simple  pustular  diseases,  crusted,  pea-sized  pustules, 
surrounded  by  a  marked  inflammatory  areola,  develop  and  in  a  short 
time  throw  off  the  crusts,  leaving  a  marked  ulceration.  The  lesions 
may  be  few  or  many  and  if  they  are  near  together,  may  coalesce  and 
form  large,  irregular  ulcers.  They  are  commonly  located  on  the  lower 
half  of  the  body,  if  not  connected  with  antecedent  lesions,  and  begin  as 
small  papulopustules  which  develop  on  an  erythematous  base,  enlarge  to 
the  size  of  a  pea  and  form  a  crust,  sometimes  with  a  pustular  border, 
much  like  the  vaccine  pustule.  Fever,  vomiting,  diarrhea,  bronchial 
and  lung  complications  are  general  symptoms  and  sepsis  may  be  present. 

Etiology  and  Pathology. — The  majority  of  cases  occur  in  the  first 
year  of  life.  My  own  cases  were  all  under  two  years  of  age,  and  were 
hospital  subjects,  in  which  neglect,  debility  and  anemia  appeared  to  be 
contributing  factors.  It  would  seem  probable  that  some  predisposing 
constitutional  state  was  the  real  cause  although  the  eruption  may  be 
excited  by  the  local  lesions  of  certain  skin  affections,  foul  secretions, 
microorganisms,  etc.  Various  forms  of  bacteria  have  been  found  in 
the  lesions,  including  the  staphylococcus  and  streptococcus. 
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Diagnosis. — Its  usual  occurrence  in  infancy  after  some  eruptive 
disease,  characteristic  lesions,  which  in  their  evolution  form  pustules, 
crusts  and  gangrenous  ulcers,  all  lesions  occurring  at  the  same  time  in 
one  case,  should  be  sufficient  to  differentiate  this  condition  from  ecthyma 
or  syphilis. 

Prognosis  and  Treatment. — A  constitutional  weakness,  extreme 
youth  of  the  patient,  the  number  of  the  lesions  or  the  character  of  de¬ 
veloped  complications,  all  tend  to  make  the  prognosis  grave,  although 
the  disease  itself  is  probably  not  of  a  fatal  character. 

Treatment  includes  absolute  cleanliness,  mechanical  protection  and 
mild  antisepsis.  Alkaline  baths  or  sponging,  followed  by  the  application 
of  a  weak  boric  acid  or  aristol  ointment  (5  to  15  grains  to  an  ounce  of 
fresh  lard)  is  the  only  local  treatment  needed  for  most  cases.  When  the 
bacterial  feature  is  pronounced,  antiseptic  treatment  may  be  used  such  as 
boric  acid,  aristol  or  ichthyol  ointments  (5  to  10  per  cent.),  or  mercuric 
chlorid  solution  (1:5000).  Supportive  measures  in  the  shape  of  abun¬ 
dant  nourishment  and  prompt  attention  to  any  complication,  together 
with  the  indicated  remedy,  comprise  the  balance  of  the  treatment.  See 
indications  for  Arnica,  Arsen.,  Crotalus,  Kali  bichrom.,  Kreos.,  Nit. 
acid,  Secale  and  Sul.  acid. 


THE  EXANTHEMATA 

Inasmuch  as  the  eruption  is  the  most  conspicuous  feature  of  these 
diseases,  their  specific  consideration  should  be  part  of  every  work  on 
diseases  of  the  skin,  if  for  no  other  reason  than  their  resemblance  to 
the  lesions  of  other  conditions.  However,  it  is  unnecessary  to  discuss 
them  in  detail  except  as  to  their  cutaneous  lesions.  They  present  cer¬ 
tain  common  characteristics:  in  all,  the  lesions  are  symmetrical  and  gen¬ 
erally  distributed ;  the  active  eruption  is  succeeded  by  a  desquamative  or 
exfoliating  stage ;  there  is  never  a  chronic  element  to  these  disorders 
because  they  pursue  an  acute  self-limited  course;  they  often  occur  in 
epidemics  and  more  often  affect  children ;  each  is  produced  by  a  specific 
contagion  which  is  derived  from  an  animal  body  suffering  from  the 
same  disease,  although  the  exact  causative  microorganisms  are  not  at 
present  demonstrable ;  and  no  specific  medication  is  capable  of  arresting 
their  course. 


RUBEOLA 

{Measles;  Morhilli ) 

Definition. — An  acute,  epidemic,  markedly  contagious  disease,  ac¬ 
companied  by  fever,  catarrhal  inflammation  of  the  upper  respiratory 
tract  and  a  red,  non-elevated  or  slightly  elevated  macular  eruption. 

Symptoms. — After  an  incubative  period  of  from  ten  to  twelce  days, 
prodromata  appear,  consisting  of  fever  (ioi°  to  103°  F.),  chills,  an 
incessant,  hacking  cough,  and  catarrhal  inflammation  of  the  nose, 
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larynx  and  conjunctiva.  Rarely,  there  are  convulsions.  Prodromal 
eruptions  have  been  noticed  and  may  be  urticarial,  erythematous  or 
scarlatiniform.  Koplik’s  spots,  which  appear  on  the  mucous  membrane 
of  the  palate,  uvula,  lips  and  cheeks  and  may  be  described  as  small, 
irregular,  bright  red  spots,  in  the  center  of  which  is  a  bluish  white  punc¬ 
ture,  occur  in  nearly  ninety  per  cent,  of  all  cases,  and  may  be  seen  as 
early  as  three  days  before  the  actual  eruption  of  the  disease. 

The  eruption  may  be  expected  on  the  fourth  day,  first  appearing  on 
the  forehead  and  temples,  thence  extending  in  one  to  two  days  down 
over  the  neck,  the  upper  part  of  the  trunk,  and  the  upper  extremities. 
By  the  third  day  it  may  involve  the  legs  but  these  are  the  last  and  least 
intensely  attacked.  On  the  fourth  to  sixth  day,  the  climax  as  regards 
color  and  maximum  development  is  seen  over  the  entire  body,  includ¬ 
ing  the  palms  and  soles.  After  this  attainment  the  eruption  gradually 
fades,  the  catarrhal  symptoms,  including  the  cough,  becoming  less  an¬ 
noying  and  desquamation  ensues.  The  eruption  may  be  characterized 
as  diffuse,  reddish,  yellowish  red  or  even  dark  or  dusky  red  macules, 
varying  in  size  from  a  pea  to  a  small  finger-nail,  round,  oval  or  irregu¬ 
lar  in  shape  but  well  defined  and  invariably  symmetrical.  They  may  be 
slightly  elevated  or  not  at  all.  Occasionally,  pin-head-sized,  discrete 
papules  and  very  rarely,  vesicles,  may  be  noted.  Whatever  the  lesions, 
they  will  pale  under  pressure,  showing  a  yellowish  tint  and  often  be¬ 
coming  aggregated,  particularly  over  the  upper  portion  of  the  body, 
assuming  a  crescentic  outline.  Sometimes  the  itching  and  burning  are 
insignificant  as  compared  with  the  active  coryza  and  fever. 

Desquamation  begins  as  the  rash  fades  and  appears  first  upon  the 
lesions  which  were  earliest  developed.  It  is  accompanied  by  cessation 
of  fever  and  the  production  of  delicate  yellowish-brown  pigmentation. 
The  scaling  is  usually  slight  and  of  a  fine  furfuraceous  character.  It  is 
often  so  fine  as  to  be  hardly  noticeable. 

Complications  and  sequela  are  many  and  depend  upon  the  health 
of  the  individual  attacked,  and  upon  various  hygienic  conditions  as  well 
as  the  nature  of  the  particular  epidemic.  The  eruption  may  disappear 
suddenly  and  as  rapidly  reappear,  may  be  entirely  wanting,  may  be 
unusually  prolonged  or  may  be  complicated  by  herpetic,  urticarial,  bul¬ 
lous  or  petechial  lesions.  The  chief  complications  are  referable  to  the 
respiratory  tract,  such  as  bronchitis,  bronchial  pneumonia  and  even  pul¬ 
monary  tuberculosis.  Sequelae  may  include  typhoid  conditions,  chronic 
affections  of  the  eyes,  or  other  exanthemata  and  occasionally  gangrene, 
impetigo,  furuncles  and  abscesses. 

Etiology  and  Pathology. — Susceptibility  is  practically  universal, 
although  chiefly  limited  to  childhood,  because  probably  the  largest  num¬ 
ber  of  individuals  are  unprotected  by  previous  attacks  at  that  period. 
One  attack  usually  confers  immunity  but  it  may  occur  more  than  once 
in  the  same  individual.  It  is  often  epidemic  and  appears  to  favor  the 
winter  and  spring  months.  Measles  is  contagious  and  infectious  from 
the  beginning  of  prodromata  to  the  complete  disappearance  of  the  des¬ 
quamation.  The  usual  means  of  contagion  is  by  direct  exposure.  Measles 
is  the  most  contagious  of  the  various  exanthemata,  but  inoculability 
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is  still  in  dispute.  Although  specific  causative  agencies  have  been  pro¬ 
claimed,  further  research  is  essential  before  a  microbic  parasite  can  be 
offered  as  proof  of  the  parasitic  origin  of  measles.  Much  has  been  said 
concerning  the  micrococci  and  other  organisms  found  in  the  blood,  in 
the  trachea,  in  the  breath,  and  by  postmortem  but  the  general  pathology 
simply  represents  an  acute  hyperemia,  occasionally  becoming  exudative, 
limited  to  the  papillary  layer  of  the  corium  and  the  vascular  perifol¬ 
licular  plexuses. 

Diagnosis. — The  main  points  to  recollect  in  making  a  diagnosis  of 
measles  are  its  epidemic  prevalence,  presence  of  Koplik’s  spots  and 
other  prodromata,  catarrhal  symptoms,  continuance  of  fever  after  the 
eruption,  color  of  the  eruption,  and  the  possible  discovery  of  its  nature 
from  the  source  of  contagion.  The  irregular  temperature  record  of 
measles,  as  well  as  the  character  of  the  eruption,  should  differentiate  it 
from  the  erythemas  accompanied  by  fever  as  well  as  drug  eruptions  and 
syphilitic  lesions.  The  schema  on  the  opposite  page  will  serve  to  present 
the  points  in  differentiation  between  the  exanthemata. 

Prognosis  and  Treatment. — The  outcome  is  generally  favorable 
although  complications,  or  its  presence  in  the  very  young  or  in  the  de¬ 
bilitated,  will  influence  the  prognosis. 

Treatment  embraces  the  strictest  isolation,  disinfection,  ventilation 
and  such  hygienic  measures  as  are  needed  for  fever  cases.  It  may  be 
necessary  to  treat  the  complications  rather  than  the  disease,  but  con¬ 
finement  to  bed  and  measures  to  prevent  any  undue  exposure  are  im¬ 
portant.  Locally,  the  surface  may  be  sponged  once  daily  with  a  weak, 
alkaline  solution  which  should  be  cool  but  not  cold,  warm  but  not  hot, 
to  be  followed  by  the  application  of  a  bland  oily  or  fatty  substance 
which  will  relieve  any  subjective  sensation.  The  sick  chamber  should 
be  darkened  for  the  sake  of  the  eyes  but  should  be  well  ventilated.  In¬ 
ternal  medication  is  indicated  in  all  cases,  especially  to  modify  any  ten¬ 
dencies  to  complications  or  secjuebe.  See  Aeon.,  Ail.,  Ars.,  Ars.  iod., 
Bry.,  Euphras.,  Gels.,  Kali  Bich.,  Puls.,  Rhus  tox.,  Spong.,  Sticta  and 
Sulphur. 
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( German  measles;  Rubella) 


Definition. — An  acute  epidemic,  mildly  contagious  disease,  charac¬ 
terized  by  very  slightly  elevated,  rose-colored  macules,  slight  catarrhal 
symptoms,  slight  fever,  and  lasting  usually  three  or  four  days. 

Symptoms. — The  incubative  period  is  more  variable  than  that  of 
measles.  It  may  vary  from  four  to  twenty-one  days.  German  measles 
usually  occurs  in  epidemics,  sporadic  cases  being  unknown.  It  is  a 
specific  entity  not  related  to  measles  or  scarlet  fever  and  not  protecting 
against  attacks  of  either  of  these  diseases.  The  prodromes  are  rare  or, 
if  mild,  include  malaise,  headache,  articular  pains,  nausea  and  vomiting. 
Enlargement  of  the  posterior,  cervical  glands  generally  occurs  but  there 
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is  usually  no  fever;  if  the  latter  is  present,  however,  it  only  lasts  for  a 
couple  of  days  and  seldom  goes  above  1020  F. 

The  eruption  is  usually  the  only  real  evidence  of  the  disease.  It  is 
polymorphic,  presenting  the  appearance  of  scarlet  fever  in  one  part  of 
the  surface  and  measles  in  another  or  in  the  same  epidemic,  individual 
patients  will  present  different  forms.  The  eruption  first  appears  on  the 
face  and  scalp,  then  on  the  neck,  trunk,  upper  and  lower  extremities, 
in  the  form  of  multiple  discrete,  pin-point  to  pin-head-sized  macules  of 
a  rosy  or  pinkish  red,  rarely  darker.  The  lesions  may  become  grouped 
in  round  or  oval  patches,  but  seldom  show  a  crescentic  form.  The 
elements  of  the  eruption  are  apt  to  remain  discrete  and  disseminated 
but  after  complete  evolution  may  be  slightly  elevated.  The  entire  process 
fades  in  from  one  to  five  days  and  there  may  be  slight  branny  desqua¬ 
mation.  The  complications  and  sequela  are  few  and  unimportant. 

Etiology  and  Pathology. — The  disease  is  distinctly  infectious  and 
contagious,  attacks  an  individual  once  in  a  lifetime,  and  those  usually 
affected  are  children.  It  is  apt  to  come  in  epidemics.  It  is  almost  as 
common  as  measles  but  the  infection  appears  to  be  more  persistent  and 
tenacious  and  is  often  carried  by  articles  of  clothing.  The  probable 
parasitic  cause  of  the  disease  has  not  been  discovered  but  there  is  little 
doubt  that  it  is  an  animal  or  vegetable  microorganism. 

Diagnosis. — The  appearance  of  the  eruption  without  prodromes,  its 
mildness,  epidemic  character,  transitory  fever,  adenopathy,  occurrence 
in  children  who  have  had  measles  or  scarlet  fever  previously,  together 
with  the  typical  eruption,  should  be  sufficient  to  make  the  diagnosis. 
However,  gastrointestinal  erythemas  should  be  constantly  borne  in  mind. 
See  differential  table  under  rubeola  for  additional  diagnostic  points. 

Prognosis  and  Treatment. — The  disease  is  benign  and  runs  a 
quick  course  in  one  to  two  weeks.  Deaths  only  ensue  from  complications 
usually  affecting  the  respiratory  tract.  It  is  not  necessary  to  insist  on 
rest  in  bed  if  the  fever  or  catarrhal  symptoms  are  absent  or  slight, 
although  quarantine,  with  an  abundant  supply  of  fresh  air  and  the 
usual  fever  diet,  are  necessary  to  guard  the  patient  against  undue  ex¬ 
posure  or  complications.  Internal  medication  may  call  for  the  follow¬ 
ing:  Aeon.,  Apis,  Ars.,  Ars.  iod.,  Copaiva,  Phyt.,  and  Sulphur. 


SCARLATINA 

( Scarlet  fever) 

Definition. — An  acute,  infectious  disease,  characterized  by  a  high 
febrile  onset,  with  headache,  vomiting  and  sore  throat,  followed  by  a 
generalized  punctiform  rash  and  later,  desquamation. 

Symptoms. — Three  days  is  the  average  period  of  incubation,  but  it 
may  be  from  one  day  to  six.  The  poison  is  less  volatile  and  less  rapidly 
dissipated  than  that  of  measles  and  hence  may  remain  effective  for  a 
longer  time  in  connection  with  articles  which  act  as  a  medium  of  con¬ 
tagion.  Prodromal  symptoms  lasting  from  twelve  hours  to  two  days 
(markedly  different  from  measles)  are  most  important  and  are  espe- 
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dally  abrupt,  beginning  with  vomiting,  headache  or  characteristic  sore 
throat.  Convulsions  may  be  the  first  symptom  in  children.  The  pulse 
is  rapid  and  bounding,  the  skin  is  dry  and  temperature  varies  from 
1020  to  105°  F. ;  the  tongue  has  a  creamy  white  coating  with  the  papillae 
reddened  and  exaggerated,  causing  the  so-called  strawberry  tongue.  In 
fact,  all  exposed  mucous  surfaces  are  reddened,  engorged  and  covered 
with  deep  red  puncta.  The  lymphatic  glands  of  the  neck,  those  of  the 
groin  or  in  fact  those  of  any  locality,  may  be  enlarged.  The  prodromal 
stage  terminates  with  the  appearance  of  the  eruption,  but  fever  persists 
and  other  symptoms  do  not  improve  at  the  time. 

It  is  customary  for  the  eruption  to  appear  within  the  first  twenty- 
four  hours  of  the  illness.  It  usually  spares  the  face,  but  develops  about 
the  neck  and  subclavicular  region  and  rapidly  spreads  to  the  trunk  and 
extremities,  including  the  dorsal  surfaces  of  the  hands  and  feet,  all 
being  covered  in  the  course  of  the  second  day.  It  might  be  described 
as  a  dull  or  dusky  red,  pin-head-sized,  punctiform  rash  grouped  about 
the  hair-follicles,  which  later  appears  as  a  generalized  diffused  reddish 
blush.  When  it  has  covered  the  entire  surface,  it  may  be  distinctly 
scarlet  in  color,  somewhat  like  the  appearance  of  a  boiled  lobster  but 
the  color  varies  in  different  individuals  and  at  different  periods.  The 
punctate  form  often  persists  upon  the  limbs,  whereas  the  diffused  scarlet 
erythema  is  most  marked  upon  the  trunk.  The  eruption  can  be  made 
to  disappear  in  the  early  stages  of  the  disease  upon  pressure  and  a 
whitish  line,  which  persists  for  a  short  time,  may  be  made  upon  the 
affected  surface  by  drawing  the  finger  nail  over  it.  As  was  mentioned 
before,  the  fever  and  other  constant  symptoms  remain  with  the  eruptive 
state  which  terminates  in  from  two  to  seven  days.  Its  maximum  de¬ 
velopment  is  from  one  to  three  days  and  it  is  during  this  time  that 
albumin  may  be  noticed  in  the  urine  together  with  other  symptoms 
of  acute  nephritis.  The  eruption  disappears,  leaving  a  yellowish  pig¬ 
mentation  of  the  skin,  in  four  to  ten  clays  after  the  climax  has  been 
reached,  when  the  other  symptoms  vanish.  In  severe  cases  as  well  as 
in  some  mild  forms,  minute  hemorrhagic  puncta  and  numerous  miliary 
vesicles  may  be  seen  if  careful  search  is  made. 

Desquamation  occurs  along  with  general  convalescence  and  appears 
first  upon  the  oldest  lesions.  In  most  cases  it  is  governed  by  the  severity 
of  the  preceding  eruption  but  it  may  be  out  of  all  proportion  to  it. 
However,  it  is  more  pronounced  and  characteristic  in  scarlatina  than  in 
any  of  the  other  exanthemata.  It  may  be  superficial  and  furfuraceous 
or  it  may  come  off  in  lamellated  layers,  as  in  the  shedding  of  the  cast 
of  a  toe  or  finger  or  an  entire  hand  or  foot.  The  nails  may  be  shed 
and  rarely  the  hair  may  fall  out.  The  entire  process  consumes  from 
two  to  six  weeks,  or  even  longer. 

Two  other  forms  are  described  besides  the  common  type.  One  is 
known  as  septic  scarlatina ,  which  will  show  parenchymatous  inflamma¬ 
tion  of  the  tonsils  and  neighboring  mucous  membrane  with  tumefaction, 
submucous  involvement  and  glandular  enlargement.  It  may  assume  an 
ulcerative,  suppurative  and  even  gangrenous  form,  which  is  often  fatal. 
Toxic  scarlatina  is  the  other  type  and  is  likewise  severe.  It  has  been 
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likened  to  typhus,  presenting  convulsive  symptoms  with  an  ill-developed, 
dusky  red,  hemorrhagic  or  petechial  eruption.  It  may  be  accompanied 
by  albuminuria,  meningitis,  diarrhea  and  coma  and  is  usually  followed 
with  fatal  consequences. 

Complications  and  sequela  are  numerous  and  only  the  more  impor¬ 
tant  will  be  mentioned.  The  eruption  may  show  considerable  elevation, 
small  papules,  vesicles,  blebs,  or  purpuric  lesions  may  be  present,  and 
rarely  bullous,  pustular  and  urticarial  lesions  have  appeared.  Nephritis 
is  the  most  serious  complication  but  gastrointestinal  diseases,  all  forms 
of  otitis,  with  meningitis  or  phlebitis,  pneumonia,  pericarditis,  pleurisy, 
peritonitis,  persistent  catarrh,  keratitis,  chronic  adenopathy  and  conse¬ 
quent  malnutrition  in  any  of  its  many  forms,  may  be  expected  and 
may  make  of  the  patient  a  confirmed  chronic  invalid. 

Etiology  and  Pathology, — This  disease  usually  occurs  but  once 
in  a  lifetime  and  is  more  prevalent  during  the  late  winter  and  early 
spring  months.  The  contagious  element,  which  is  no  doubt  a  micro¬ 
organism  undiscovered  as  yet,  is  most  active  during  the  eruptive  and 
desquamative  periods  of  the  disease.  Both  sexes  and  all  ages,  more 
particularly  children  and  infants,  are  attacked.  While  the  susceptibility 
to  scarlet  fever  is  by  no  means  as  universal  as  that  shown  in  smallpox 
and  measles,  nevertheless  the  disease  is  often  epidemic.  The  contagion 
may  be  conveyed  from  a  patient  suffering  from  the  disease,  by  a  third 
party,  or  through  infected  objects.  As  has  been  mentioned,  the  causal 
pathological  agent  has  not  been  discovered  but  it  may  possibly  be  a 
protozoon.  Like  measles,  there  is  a  hyperemia  due  to  dilatation  of  blood 
and  lymph  vessels  with  a  moderate  degree  of  exudation.  The  latter  when 
it  occurs  is  limited  to  the  rete  and  the  papillary  layer  of  the  corium. 

Diagnosis. — The  typical  sore  throat,  intense  fever,  punctiform  scar¬ 
let  rash,  extending  to  the  border  of  the  inferior  maxilla,  and  the  yellow¬ 
ish-white  line  caused  by  the  finger  nail  when  passed  over  the  surface, 
should  distinguish  scarlet  fever.  Erysipelas  is  distinguished  by  a  pe¬ 
culiar,  shining,  smooth,  glazed  surface,  with  a  sharp  line  of  demarca¬ 
tion  and  limited  spread.  The  febrile  symptoms  and  the  resulting  des¬ 
quamation  should  enable  one  to  recognize  scarlet  fever  from  drug 
eruptions  of  a  scarlatiniform  appearance.  For  the  differentiation  of 
erythema  scarlatiniform,  see  that  subject.  For  the  diagnostic  features 
of  the  other  exanthemata ,  see  the  table  on  page  216. 

Prognosis  and  Treatment. — Prognosis  should  be  guarded,  al¬ 
though  the  mortality  is  seldom  higher  than  from  4  to  10  per  cent. 
The  character  of  the  individual  case,  the  age  and  general  condition 
of  the  patient,  and  the  presence  or  absence  of  complications,  may  modify 
the  prognosis. 

Everything  should  be  done  to  prevent  the  transmission  of  the  dis¬ 
ease  and  to  this  end  complete  isolation  of  patients  and  their  attendants, 
sterilization  of  all  their  articles,  and  thorough  disinfection  of  the  sick¬ 
room  after  its  use  are  essential.  Fresh  air  should  he  abundant  and 
food  and  drink  should  be  appropriate  for  a  fever  case.  Tepid  or  cool 
baths  may  he  used  to  reduce  the  bodily  temperature  and  following 
this  some  oily  or  fatty  substance  will  prove  grateful  and  beneficial 
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to  the  patient.  If  itching  or  burning  is  pronounced,  i  per  cent,  menthol, 
or  2  per  cent,  carbolic  acid,  in  some  bland  ointment  may  be  used.  In 
general  the  treatment  may  be  summed  up  as  antiseptic  and  expectant. 
The  internal  medication  is  most  important,  probably  more  so  in  this 
disease,  because  of  the  chance  of  complications  and  sequelae,  than  in 
any  of  the  exanthemata.  See  indications  for  Aeon.,  Ail.,  Apis,  Ars., 
Asimina,  Bell.,  Bry.,  Canth.,  Caps.,  Carbo.  acid,  Crot.,  Gels.,  Lach., 
Mur.  acid,  Phyt.,  Rhus  tox.,  Strain.,  and  Sulphur. 


VARIOLA 

( Smallpox ) 

Definition.-  -An  acute,  highly  contagious  disease,  characterized  by 
febrile  prodromata  and  followed  by  successive  stages  of  macules,  pap¬ 
ules,  vesicles,  pustules  and  crusts,  usually  leaving  pits  or  scars. 

Symptoms. — -The  incubative  period  is  from  five  to  twenty  days, 
usually  about  ten.  The  onset  of  the  initial  stage  or  period  of  invasion 
is  sudden  and  violent  and  is  characterized  by  a  distinct  chill,  which  is 
quickly  followed  by  a  rapid  rise  of  temperature  from  103 0  to  104°  F., 
with  full,  tense  and  accelerated  pulse.  Nausea,  vomiting,  headache,  rest¬ 
lessness  and  insomnia  are  common  in  adults  while  children  are  more  apt 
to  be  drowsy,  with  convulsions  comparatively  frequent.  If  the  tempera¬ 
ture  is  high,  delirium  may  ensue.  Pain  in  the  lumbar  and  sacral  region 
of  the  back  is  almost  diagnostic,  appearing  in  more  than  half  of  the 
cases,  although  generalized  aches  and  pains  are  common.  Vertigo  is 
a  frequent  symptom  and  in  severe  cases  prostration  and  muscular  re¬ 
laxation  are  pronounced.  Prodromal  rashes  often  occur,  usually  on  the 
second  day  but  they  usually  disappear  within  two  days.  The  type  known 
as  “roseola  variolosa, ”  resembling  measles,  is  the  most  common  type. 
It  may  be  generalized  or  limited  but  is  not  elevated  above  the  level  of 
the  skin,  hence  is  scarcely  appreciated  bv  the  finger  and  is  distinctly 
ephemeral.  The  form  resembling  scarlet  fever  is  less  common  and, 
while  it  may  involve  a  large  part  of  the  surface,  is  more  apt  to  affect 
the  thighs,  trunk,  inguinal  region,  and  extensor  surfaces  of  the  extrem¬ 
ities.  A  petechial  or  hemorrhagic  rash  has  been  noted,  which  shows 
a  particular  affinity  for  the  lower  abdominal,  inguinal  and  genital  re¬ 
gions  and  inner  aspects  of  the  thighs,  forming  a  triangle  (the  so-called 
crural  triangle  of  Simon).  An  axillary  triangle  is  also  described,  in¬ 
cluding  the  inner  aspect  of  the  arms,  axilla  and  pectoral  region.  This 
eruption,  being  due  to  hemorrhage  in  the  skin,  does  not  disappear  upon 
pressure.  Urticarial  and  erythematopetechial  eruptions  have  also  been 
reported.  The  hemorrhagic  type  usually  presages  a  severe  smallpox, 
while  the  roseolous  form  is  much  more  common  in  cases  of  varioloid, 
and  rarely  may  be  the  only  cutaneous  symptom  ( variola  sine  exant  lie- 
mate).  In  these  very  mild  forms,  prodromal  symptoms  are  the  only 
ones,  and  the  condition  subsides  without  the  development  of  the  typical 
eruption. 
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The  eruption  first  appears  as  minute  red  macules  which  within 
twenty-four  hours  develop  into  pin-head-sized  or  larger,  firm,  conical 
papules,  the  feeling  of  which  has  been  likened  to  imbedded  shot  and 
often  they  are  better  appreciated  by  the  touch  than  by  the  eye.  They 
usually  appear  the  morning  of  the  third  or  fourth  day,  on  the  face 
and  scalp.  Later,  the  neck,  trunk  and  limbs  are  involved  and,  in  well- 
marked  cases,  every  portion  of  the  surface  is  invaded,  including  the 
palms  and  soles.  Usually  the  fever  disappears  when  this  eruption 
occurs  and  the  patient  experiences  much  relief.  In  a  few  cases,  a  lowered 
fever  persists.  During  the  first  two  days  of  the  eruption,  the  papules 
multiply  and  become  correspondingly  aggregated.  The  papules  which 
appeared  earliest  are  first  to  become  vesicles  containing  translucent 
serum.  This  vesicle  is  characteristically  umbilicated  but  its  central 
depression  is  large  beyond  all  proportion,  and  the  undistended  epidermis 
about  it  is  often  puckered  or  fluted.  From  the  fifth  to  the  twelfth 
day,  the  vesicles  become  pustules,  the  process  beginning  with  the  oldest 
vesicles,  usually  those  on  the  face  and  upper  parts  of  the  body.  The 
pustules  become  pea-sized,  surrounded  by  a  distinct  areola  and,  when 
fully  distended,  the  central  portion,  which  holds  down  the  roof  wall, 
ruptures  and  the  umbilication  is  lost.  So-called  secondary  fever,  which 
however  is  not  essential  to  the  disease,  develops  with  the  process  of 
suppuration.  It  is  caused  by  extensive  suppuration  occurring  locally 
or  internally  and  may  be  septicemic,  symptomatic  or  sympathetic  in 
nature.  This  is  the  most  serious  condition  of  the  patient,  for  he  now 
presents  such  a  degree  of  edema  and  swelling  that  the  features  are 
undistinguishable,  the  lips,  eyelids,  nostrils  and  mucous  outlets  dis¬ 
figured  and  obstructed  with  irritative  discharges  and  swallowing  is 
painful  and  often  impossible,  causing  an  abnormal  flow  of  saliva.  This 
general  pustular  condition  is  also  present  in  the  gastrointestinal  tract 
as  has  been  shown  by  autopsies  but  strange  to  say,  gangrenous  compli¬ 
cations  are  not  often  seen. 

Between  the  twelfth  and  fourteenth  day,  desiccation  begins  and  is 
usually  completed  in  from  ten  to  twenty-one  days.  As  the  pustules 
rupture,  yellowish,  brownish  or  blackish  crusts  are  formed  and,  with 
this  formation,  the  secondary  fever  decreases,  the  appearance  becomes 
more  normal,  tumefaction  disappears,  and  the  characteristic  and  intol¬ 
erable  fetid  odor  is  less  noticed.  Pigmentations  are  purplish  or  violet 
in  color  and  slowly  disappear  leaving  symmetrical  scars ,  at  first  de¬ 
pressed  and  of  a  dull  red  hue,  later  becoming  white.  Naturally  these 
scars  are  more  plainly  seen  upon  the  surfaces  exposed  to  air  and  light 
such  as  the  face.  Time  will  usually  render  these  scars  less  pronounced, 
but  they  are  persistent  nevertheless.  Four  to  six  weeks  is  necessary 
before  the  course  of  the  disease  is  entirely  completed.  Brief  mention 
only  will  be  made  of  atypical  forms. 

Varioloid  is  a  modified  variola,  whether  occurring  after  vaccination 
or  bearing  no  relation  to  it.  It  may  present  severe  prodromal  symp¬ 
toms,  often  a  scantily  developed  and  shorter  eruptive  stage,  earlier 
desiccation  and  fewer  and  less  disfiguring  scars.  There  may  be  a 
cessation  of  the  eruptive  stage  at  any  of  its  several  stages  and  the 
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secondary  fever  may  be  absent.  It  is  curious  to  note  that,  although  an 
epidemic  may  take  this  form,  a  patient  with  varioloid  may  transmit  to 
another  the  most  malignant  form  of  variola. 

Hemorrhagic  variola  ( malignant  smallpox)  is  rare,  and  is  usually 
described  in  two  types.  The  purpuric  form  usually  occurs  in  the  de^ 
bilitated,  in  infants,  in  puerperal  women  or  in  alcoholics,  while  the 
other  type  is  known  by  the  tendency  of  its  pustules  to  become  hemor¬ 
rhagic.  The  typical  lesion  is  a  deep  purple-red,  pin-head  to  split-pea¬ 
sized  papule,  suggestive  of  measles  in  severe  form.  Later  the  color 
becomes  a  deep  indigo  or  almost  black  and  the  general  symptoms  are 
proportionately  magnified.  Petechial  eruptions  may  appear  in  any 
locality  and  may  be  mingled  with  the  papules.  Although  the  regular 
stages  of  variolous  lesions  may  develop,  extravasation  of  blood  in  and 
around  the  lesions  is  usually  noted.  There  are  apt  to  be  hemorrhages 
from  all  the  mucous  outlets  and  hence  mucocutaneous  orifices  are  par¬ 
ticularly  involved.  Internal  or  visceral  complications  are  always  present 
and  death  usually  occurs  from  shock,  coma,  pneumonia  or  rapid  ex¬ 
haustion. 

Confluent  variola,  while  less  malignant  than  the  form  just  men¬ 
tioned,  is  very  severe.  The  prodromata  are  intense  and  often  do  not 
cease  with  the  appearance  of  the  eruptions.  While  the  lesions  may 
develop  typically  at  the  onset,  they  finally  occupy  the  entire  surface 
by  a  process  of  coalescence.  Edema  is  usually  marked,  respiration  and 
deglutition  are  interfered  with  and,  if  the  patient  survives  the  stage  of 
desiccation,  a  brownish  or  black-brown  crust  involves  all  or  most  of 
the  body.  Systemic  phenomena  are  commonly  grave  and  death  often 
ensues. 

'  Complications  and  sequela  are  many  and  varied,  although  remark¬ 
ably  infrequent  when  the  total  number  of  cases  is  considered.  Furun¬ 
cles  are  the  most  frequent  complication,  followed  by  abscesses,  carbun¬ 
cles,  erysipelas,  bed  sores  and  gangrene,  while  systemically,  pneumonia, 
pleurisy,  nephritis,  diseases  of  the  eye,  middle  ear,  joints,  respiratory 
and  gastrointestinal  tracts  and  motor  and  sensory  paralyses  may  be 
noted. 

Etiology  and  Pathology. — Age,  sex  and  condition  of  life  appear 
to  exert  no  influence  on  smallpox  which  is  one  of  the  most  contagious 
and  infectious  of  all  diseases.  It  is  somewhat  influenced  by  the  season, 
being  more  prevalent  in  the  cold  months  of  the  year  in  temperate  zones. 
It  is  infectious  at  all  stages;  least  so  during  the  initial  stage  and  mark¬ 
edly  so  during  suppurative  and  early  desiccative  periods.  It  may  be 
transmitted  by  mediate  or  immediate  contact  and  is  often  epidemic. 
A  microorganism  is  no  doubt  the  specific  causative  factor,  but  the  exact 
parasite  cannot  be  named  at  this  time.  Numerous  organisms  such  as 
streptococci  and  spore-bearing  bacilli  have  been  urged  as  causative  while 
Guarnieri  and  others  have  suggested  a  protozoon,  the  cytoryctes  variolae, 
as  the  causative  factor,  but  other  investigators  believe  these  bodies  are 
merely  the  products  of  degeneration. 

The  histopathology  of  the  pock  has  interested  many  investigators. 
The  theories  of  LTnna  are  those  usually  accepted.  He  believes  that  the 
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vesicle  of  smallpox  is  the  result  of  peculiar  degenerations  of  the  proto¬ 
plasm  of  the  epithelial  cells.  These  changes  are  of  two  varieties,  both 
forms  of  fibrinoid  degeneration,  and  have  been  called  by  Unna  reticu¬ 
lating  and  ballooning  colliquation  or  softening.  It  is  not  necessary  here 
to  go  into  a  detailed  statement  of  the  essential  steps  in  this  pathological 
metamorphosis. 

Diagnosis  of  a  well-developed  case  of  variola  is  not  difficult.  In 
the  early  stage  when  prodromic  rashes  may  be  present,  the  symptoms  to 
recollect  in  differentiating  variola  from  the  other  exanthemata  will  be 
found  in  the  table  given  on  page  216.  It  is  possible  that  impetigo 
contagiosa  might  be  mistaken  for  variola  but  it  is  non-febrile,  never 
generalized,  usually  affecting  only  the  face  and  hands,  with  few  lesions 
and  without  umbilication.  Syphilis  and  acne  are  always  distinguished 
by  their  comparatively  chronic  course,  previous  history  and  lack  of  fever. 

Prognosis  will  depend  upon  the  prevailing  epidemic,  age  of  the  pa¬ 
tient,  his  general  condition,  the  extent  and  character  of  the  lesions  and, 
most  important  of  all,  upon  the  question  of  previous  vaccination.  One 
attack  usually  affords  immunity  from  a  second  attack. 

Treatment. — Vaccination  and  revaccination  are  essential  in  the  pre¬ 
vention  of  smallpox  and  are  the  most  important  consideration  in  the 
preventive  therapeutics  of  this  disease. 

Local  treatment  of  the  active  attack  is  for  the  purpose  of  relieving 
subjective  sensations  such  as  pain,  burning  and  itching,  to  lessen  the 
offensive  odor,  to  prevent  septicemia  and  to  lessen  or  possibly  prevent 
scarring.  Various  antiseptics  have  been  advised  but  have  been  used 
without  particularly  good  results.  Among  these  may  be  mentioned  the 
various  salts  of  mercury,  boric  acid,  potassium  permanganate,  iodoform, 
carbolic  acid,  eucalyptus,  thymol  and  the  salicylates.  To  relieve  the 
itching  and  burning,  the  body  may  be  sponged  or  bathed  in  cool  or 
tepid  water  as  often  as  is  necessary.  In  severe  cases  a  continuous  warm 
bath  is  often  beneficial.  Throat  gargles  of  potassium  chlorate,  myrrh, 
thymol  or  carbolic  acid  may  be  used.  The  edges  of  the  eyelids  should 
be  covered  with  cold  cream  or  vaselin  twice  daily.  A  2  per  cent,  solu¬ 
tion  of  creolin  in  glycerin,  equal  parts  of  olive  oil  and  lime  water,  equal 
parts  of  ice  water  and  glycerin,  or  10  per  cent,  alcohol  in  glycerin,  will 
relieve  the  itching  and  burning.  Occasionally,  to  prevent  septicemia, 
antiseptic  baths  of  mercuric  chlorid  (1:  10000  to  1:  20000)  or  creolin 
(1 :  500  to  1 :  1000)  may  be  used,  or  the  pustules  may  be  opened,  evacu¬ 
ated  and  sponged  with  these  same  solutions  in  greater  strength.  After 
these  baths  or  applications,  a  dusting  powder  of  5  per  cent,  iodoform 
or  15  per  cent,  aristol  may  be  applied  to  relieve  the  offensive  odor. 
The  prevention  or  lessening  of  pitting  is  most  important  from  the 
patient’s  standpoint,  but  none  of  the  remedies  offered  are  sure.  Many 
patients,  especially  those  with  superficial  lesions  or  those  who  have  been 
vaccinated,  recover  without  any  or  slight  pitting.  The  local  application 
of  tincture  of  iodin,  applied  once  or  twice  daily,  has  given  good  results 
in  the  lessening  of  pitting,  and  also  in  the  prevention,  to  a  certain 
degree,  of  secondary  pyogenic  infection.  The  red  light  treatment  of 
smallpox,  based  upon  the  exclusion  of  the  chemical  rays  of  light,  was 
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advised  by  Finsen  of  Copenhagen,  but  it  has  not  demonstrated  its 
clinical  value,  and  is  not  feasible  in  the  great  majority  of  cases. 

The  following  measures  are  simple  and  sensible.  An  efficient  nurse 
is  all  important  to  carry  them  out  and  to  see  that  the  sick  room  is  dark¬ 
ened,  and  kept  plentifully  supplied  with  fresh  air.  The  skin  of  the 
face  may  be  sponged  with  a  weak  formalin  or  creolin  solution  and 
frequently  anointed  with  some  bland  oily  or  fatty  substance,  over 
which  may  be  laid  compresses  of  weak  solutions  of  carbolic  acid,  boric 
acid  or  thymol.  Occasionally  the  simple  ointments  may  contain  the  last- 
mentioned  ingredients,  or  resorcin,  bismuth  or  sulphur.  The  small¬ 
pox  patient  is  a  bed  case  and  preferably  a  hospital  subject.  The  general 
treatment  is  the  same  as  applied  to  any  other  acute  infectious  disease 
in  that  it  embraces  a  simple  nutritious  diet,  with  stimulants,  tonics  and 
sedatives  as  needed  plus  good  nursing. 

For  symptomatic  remedies,  see  Aeon.,  Ant.  tart.,  Apis,  Ars.,  Bapt., 
Garb,  acid,  Crot.,  Ffepar  sub,  Hyd.,  Kali  bich.,  Lach.,  Merc,  sol.,  Rhus 
tox.,  Sarrac.,  Sulp.,  Thuja  and  Variolinum. 


VARICELLA 

( Chicken-pox ) 

Definition. — An  acute,  contagious  disease  of  benign  type,  occurring 
chiefly  in  children  and  characterized  by  crops  of  discrete  vesicles,  ac¬ 
companied  by  mild  fever  beginning  with  the  appearance  of  the  eruption. 

Symptoms.— The  incubative  period  is  from  ten  to  twenty-one  days. 
Prodromata  are  usually  absent,  or  so  slight  as  to  be  unimportant  al¬ 
though  there  may  be  some  rise  of  temperature,  anorexia,  indefinite  pains, 
and  chilliness.  Rarely  a  prodromal  erythema  is  the  first  evidence  of 
the  disease,  and  is  generalized,  somewhat  like  scarlet  fever,  but  less 
punctate.  Occasionally  one  or  several  umbilicated  vesicles  may  be  found 
and  although  the  temperature  may  be  up  to  104°  F.,  the  patient  does 
not  seem  sick.  Both  this  preliminary  erythema  and  the  temperature 
disappear  in  from  one  to  two  days  and  the  patient  develops  the  typical 
varicella  eruption.  In  adults  the  prodromal  stage  may  be  marked,  and 
similar  in  the  mildest  sense  to  that  observed  in  variola. 

Commonly  the  eruption  is  the  first  symptom  and  a  varying,  moderate 
degree  of  fever,  990  to  ioo°  F.,  accompanies  it,  but  only  lasts  one  to 
three  days.  The  eruption  appears  first  upon  the  back,  face  or  scalp, 
although  not  distinctively  so,  and  its  extension  is  irregular.  Ordinarily 
the  lesions  are  more  profuse  on  the  back  than  on  the  distal  portions. 
The  palms  and  soles  are  rarely  involved  but  when  they  are,  much  less 
so  than  in  smallpox.  The  dorsal  surfaces  of  the  hands  and  feet  are 
only  slightly  affected.  In  fact,  it  may  be  said  that  the  eruption  prefers 
the  covered  portions  of  the  body.  The  vesicles  of  chicken-pox,  which 
develop  rapidly  from  pea-  to  bean-sized  rosy  macules,  are  ordinarily  pin¬ 
head  to  pea-sized,  round  or  oval,  elevated,  superficial  in  character,  scanty 
or  abundant,  usually  scattered  and  almost  never  umbilicated,  puckered 
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or  fluted  as  in  smallpox.  They  appear  in  crops  at  intervals  of  hours, 
never  longer  than  a  day  or  two,  and  because  of  this  appearance  are 
seen  in  the  varying  stages  of  evolution  and  involution.  Hence  there 
may  be  present  at  one  time  small  or  large  vesicles,  vesicopustules  or  even 
dark  crusts;  in  fact,  multiformity  is  a  characteristic  feature  of  chicken- 
pox.  True  umbilication  does  not  occur  in  chicken-pox,  although  partial 
evacuation  of  contents,  with  central  collapse  of  the  vesicle  wall,  or  the 
presence  of  a  hair-follicle  may  show  a  slight  invagination  of  the  sur¬ 
face.  The  duration  of  the  individual  lesions  is  short,  their  course 
being  from  one  to  three  days  while  the  whole  process  is  ended  in  from 
seven  to  twelve  days.  It  is  quite  common  for  some  lesions  to  be  followed 
by  scars ,  but  they  are  never  as  numerous  as  those  seen  in  smallpox, 
usually  being  limited  to  ten  or  a  few  more.  They  are  invariably  sec¬ 
ondary  to  an  infection  from  scratching  or  some  other  form  of  irrita¬ 
tion,  caused  not  so  much  by  real  itching  as  by  the  mere  knowledge  of 
the  presence  of  the  lesions.  The  mucous  membranes  may  be  involved, 
especially  the  hard  and  soft  palate  but  the  eruption  is  usually  scant. 

Complications  and  sequela  are  comparatively  few,  although  pemphi¬ 
goid  bullae,  boils,  abscesses,  erysipelas  and  gangrene  have  been  noted. 

Etiology  and  Pathology. — The  majority  of  cases  are  seen  among 
infants  and  children,  although  adults  are  occasionally  attacked.  Second 
attacks  may  occur  but  are  infrequent.  Susceptibility  is  not  influenced 
by  season,  climate  or  race.  The  disease  is  distinctly  infectious  but  the 
inoculability  is  questionable.  The  reader  is  referred  to  Unna’s  detailed 
findings  concerning  the  pathological  course  of  the  chicken-pox  lesion. 
It  will  be  sufficient  to  say  that  there  is  an  extensive  fibrinoid  metamor¬ 
phosis  of  the  epithelium,  as  in  variola. 

Diagnosis. — The  main  diagnostic  points  of  varicella  are, — the  ap¬ 
pearance  usually  in  children  of  successive  crops  of  a  maculovesicular 
eruption,  most  marked  on  the  trunk.  For  further  differential  points 
of  this  and  other  exanthemata  see  the  table  on  page  216.  Impetigo 
contagiosa  will  show  lesions  usually  on  the  face  and  hands  which  are 
more  persistent,  with  bulkier  crusts,  but  no  temperature  feature  as  in 
varicella. 

Prognosis  and  Treatment. — Chicken-pox  is  the  mildest  of  the  ex¬ 
anthemata.  Patients  seldom  die  of  it,  although  complications  may  pos¬ 
sibly  cause  such  a  result.  Treatment  aims  to  avoid  any  aggravation 
of  the  attack.  Complications  brought  about  by  exposure  or  by  the 
severity  of  the  disease  may  need  special  treatment  but  usually  it  is  not 
necessary  to  keep  a  child  in  bed.  Local  treatment  is  of  considerable 
importance  to  prevent  scarring  and  here  again  the  use  of  tincture  of 
iodin,  or  glvcerin  and  alcohol  in  equal  parts,  may  be  recommended,  or 
an  ointment  containing  3  per  cent,  carbolic  acid  and  5  per  cent,  ammo- 
niated  mercury  may  be  used  to  relieve  the  itching,  and  incidentally 
secondary  infection  and  scarring.  Internal  medication  is  seldom  needed 
but  if  desirable,  the  following  may  prove  useful:  Aeon.,  Ant.  tart.,  Dulc., 
Kali  mur.,  Merc,  sol.,  Rhus  tox.,  and  Sulphur. 
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Bovine  vaccinia  or  cowpox  never  occurs  spontaneously  in  a  human 
subject  but  is  artificially  produced  in  man  by  inoculation  with  a  lymph 
originally  derived  from  the  cow.  This  operation  is  termed  vaccination 
and  is  characterized  by  one  or  more  skin  lesions  depending  upon  the 
number  of  points  inoculated  by  the  special  virus.  A  typical  and  so-called 
successful  vaccination  will  present  consecutive  stages  of  papules,  vesicles, 
pustules  and  desiccation,  ending  in  the  falling  of  the  crusts  at  the  end 
of  the  third  week  and  permanent  scarring  which  eventually  becomes 
white  with  minute  pits  or  depressions.  Constitutional  disturbances,  in¬ 
cluding  fever  to  a  varying  degree,  are  often  present.  When  this  process 
is  complete,  total  or  partial  immunity  against  smallpox  is  conferred  upon 
the  person  vaccinated. 

The  actual  operation  of  vaccination  is  so  well  understood  that  it 
would  be  useless  to  go  into  details,  except  to  remark  that  a  perfect  re¬ 
sult,  including  the  avoidance  of  complications  or  sequelae  can  only  be 
achieved  by  exercising  care  as  to  the  preparation  of  the  vaccine,  asepsis 
during  the  actual  operation  of  vaccination,  and  subsequent  protection. 
Furthermore,  the  general  condition  of  the  individual  should  be  as  nearly 
normal  as  possible.  The  protective  value  afforded  by  vaccination  far 
outweighs  any  disease-producing  effects  it  may  possess.  These  latter  are 
so  many  and  so  diversified  that  it  is  necessary  to  suggest  a  divisional 
grouping  more  or  less  arbitrary  and  for  that  purpose  the  classification 
of  Malcolm  Morris  as  enlarged  and  modified  by  Louis  Frank,  is  the  best. 
This,  with  some  changes  of  my  own,  is  as  follows: — 


Local. 


1.  Eruptions  due  to 
vaccine  virus.  -< 


Systemic. 


Erythema. 
Dermatitis, 
j  Normal  vaccinia. 
Adenitis. 


r 


< 


Generalized  erythema. 
Urticaria. 

Erythema  multi  forme. 
Generalized  vaccinia. 
Purpura. 


2.  Eruptions  due  to 
mixed  inocula¬ 
tion  introduced 
at  time  of  vac-  -< 
cination  or  sub¬ 
sequently. 


Local. 


Systemic. 


Impetigo  contagiosa. 

Furunculosis. 

Cellulitis. 

]  Erysipelas. 

Gangrene. 

[  Tuberculosis  cutis. 

Gangrene. 

Pyemia. 

{  Syphilis. 

Leprosy. 

I  Tuberculosis. 


3. 


Eruptions  following  vaccination. 


r 


Eczema. 

Urticaria. 

Pemphigus. 

Psoriasis. 

Furunculosis. 
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Any  physician  whose  experience  co\rers  a  few  hundred  vaccinations, 
will  recall  some  of  the  above  types  of  vaccinal  eruptions.  Erysipelas 
and  generalized  vaccinia  are  uncommon.  Cellulitis,  gangrene  and  sep¬ 
ticemia  are  rare,  while  syphilis,  leprosy  and  tuberculosis  are  only  pos¬ 
sible  results  from  infective  inoculation.  The  sequelae  of  vaccinia,  as 
noted  under  group  three  of  the  above  scheme,  can  probably  be  greatly 
extended  hut  it  is  not  our  purpose  to  mention  every  possible  condition. 
In  these  days  of  improved  technic,  when  bovine  virus  is  used  almost  ex¬ 
clusively,  most  of  the  eruptions  are  readily  preventable,  and  even  when 
they  do  occur,  are  usually  of  a  temporary  erythematous  or  urticarial 
variety. 

Local  treatment  aims  to  relieve  the  subjective  sensations  and  to  pro¬ 
tect  the  lesions.  Occasionally  antiseptic  methods  are  necessary.  If  so, 
they  are  the  same  as  outlined  for  dermatitis  venenata  and  acute  eczema. 


OTHER  INFECTIOUS  DISEASES  THAT  MAY  SHOW 

ERUPTIONS 

Under  this  heading  will  be  considered  the  skin  manifestations  of 
some  of  the  acute  infectious  diseases  which  present  fairly  constant  erup¬ 
tions,  as  well  as  some  accidental  forms.  It  is  a  question  whether  these 
lesions  are  toxic  in  all  cases,  but  it  is  generally  thought  that  toxins  de¬ 
velop  in  the  several  processes  and  cause  the  appearance  of  eruptions 
often  similar  to  the  common  exanthemata.  For  a  description  of  the 
general  symptoms  of  the  diseases  about  to  be  mentioned,  the  reader  is 
referred  to  any  text-book  on  general  medicine.  While  the  treatment  is 
more  that  of  the  disease,  rather  than  of  the  eruption,  the  latter  may 
demand  local  measures  to  protect  the  lesions  and  to  comfort  the  patient. 


ROCKY  MOUNTAIN  SPOTTED  FEVER 

This  may  be  described  as  an  actively  contagious,  endemic,  febrile  dis¬ 
ease  occurring  from  March  to  July,  especially  in  May  and  June.  Cases 
are  limited  to  the  Rocky  Mountain  region,  particularly  Montana  and 
Idaho,  and  are  characterized  clinically  by  continuous  fever  (ioi°— 
105°  F. ),  severe  arthritic  and  muscular  pains,  a  profuse  petechial  or 
purpuric  eruption  which  usually  appears  on  the  third  or  fourth  day  after 
the  onset  on  the  ankles,  wrists,  forehead  and  back,  spreading  rapidly  to 
other  parts  of  the  body.  The  palms,  soles  and  scalp  may  be  affected  in 
severe  cases.  The  macules,  pink  or  red  in  color,  soon  become  papules 
terminating  in  dark  red  patches  or  petechise  which  may  become  large 
ecchymotic  spots.  In  severe  cases  these  latter  may  invade  the  entire 
cutaneous  surface.  An  icteric  macule  is  often  present  in  addition  to  the 
lesions  just  described.  The  temperature  remains  more  or  less  high  for 
ten  or  twelve  days,  when  the  eruption  fades  and  desquamation,  most 
marked  on  the  hands,  feet  and  face,  ensues. 


GONORRHEA 
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Etiology  and  Pathology. — -This  disease  attacks  both  sexes  and 
all  ages  but  is  most  common  among  males  between  30  and  40  years  of 
age.  Its  definite  seasonal  and  endemic  occurrences  have  been  noted. 
The  exact  cause  and  intermediary  host  are  unknown  but  the  commonest 
disseminating  agent  appears  to  be  the  wood-tick  ( Dermacentor  ander- 
soni),  for  it  has  been  proven  that  the  disease  exists  in  ticks  in  nature. 
Whether  the  organism  of  Rocky  Mountain  spotted  fever  be  a  protozoon 
or  a  bacterium,  it  is  a  fact  that  it  is  transmitted  to  man  by  the  bite  of  the 
tick  and  hence  the  suggestion  that  some  animal  host  is  responsible  for 
the  perpetuation  of  the  disease.  By  a  process  of  elimination  the  domes¬ 
tic  and  larger  wild  animals  have  been  eliminated,  and  the  smaller  mam¬ 
mals  indigenous  to  the  locality  in  which  the  disease  exists,  such  as  the 
ground  squirrel,  ground  hog,  rock  squirrel,  chipmunk,  mountain  rat  and 
weazel  remain  as  the  probable  sources  of  food  supply  for  the  ticks.  The 
first  named  is  most  prevalent  although  the  others  may  act  as  hosts  for 
the  virus.  The  pathological  changes  are  not  extreme  but  are  fairly  con¬ 
stant.  Postmortem  findings  have  been  noticed  in  the  skin,  spleen,  liver, 
pancreas  and  kidneys. 

Prognosis  and  Treatment. — A  high  rate  of  mortality  has  been 
noted  in  individual  epidemics,  but  an  average  rate  would  be  from 
4  to  10  per  cent.  Prophylactic  treatment  is  most  important,  and  em¬ 
braces  the  killing  of  ticks  on  cattle,  horses,  sheep  and  all  other  animals 
in  the  infected  zone.  Clearing  and  burning  of  the  land  may  be  needed 
and  the  slaughter  of  the  small  animal  hosts  is  most  logical.  Personal 
prophylaxis  consists  in  the  wearing  of  tick-proof  clothing  and  a  daily 
search  for  ticks  with  their  prompt  removal.  Ricketts  has  produced  a 
protective  serum  which  may  be  administered  when  the  bite  is  noted. 
This  serum,  if  given  early  and  in  large  doses,  may  even  be  curative. 
Sodium  cacodylate  and  quinin  have  been  urged,  but  with  only  fair  re¬ 
sults.  ‘‘Good  nursing  and  symptomatic  medication”  is  the  best  thera¬ 
peutic  advice. 


GONORRHEA 

While  little  has  been  said  upon  the  skin  complications  of  this  dis¬ 
ease,  when  they  are  present,  they  are  so  fairly  constant  as  to  lead  to  the 
belief  that  they  are  not  a  mere  coincidence.  They  are  mainly  of  the  dif¬ 
fuse  scarlatiniform  or  rubeoliform  variety  with  erythema  multiforme 
and  purpura  less  common.  There  has  been  much  speculation  as  to  the 
reason  of  these  eruptions.  Theiry  suggests  three  principal  theories  to 
explain  the  relationship  between  the  gonorrheal  and  the  cutaneous  mani¬ 
festations,  as  follows:  (1)  a  reflex  action  having  its  origin  in  the  urethra, 
and  later  attacking  the  skin;  (2)  a  gonorrheal  virus;  and  (3)  a  mild 
gonorrheal  pyemia.  It  would  seem  to  me  from  my  own  experience  that 
the  bacteremia  theory  is  the  most  plausible. 
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TYPHOID  FEVER 

In  possibly  20  per  cent,  of  all  cases  of  typhoid  there  are  no  skin 
manifestations  but  in  the  remainder  a  fairly  characteristic  eruption  makes 
its  appearance  on  the  seventh  or  eighth  day.  This  may  occur,  however, 
as  early  as  the  second  or  as  late  as  the  twentieth  day.  It  appears  in  the 
form  of  discrete,  rounded,  circumscribed,  rose-colored  macules  or 
maculopapules,  which  are  slightly  elevated  and  not  larger  than  lentil 
seeds.  At  first  pale  red,  they  later  become  darker  and  are  rarely 
petechial.  They  appear  in  crops  at  intervals  of  from  three  to  four  days 
and  persist  from  three  to  five  days.  The  entire  eruption  seldom  lasts 
more  than  two  weeks.  The  number  of  spots  is  small,  from  five  to  thirty, 
although  exceptionally  profuse,  and  are  usually  located  on  the  abdomen, 
thorax  and  back,  though  they  may  extend  elsewhere.  As  has  been  noted 
in  scarlet  fever  and  measles,  small  vesicles  may  develop  on  the  rose  spots 
of  typhoid  fever  and  necessarily  precede  desiccation.  Relapses  often 
cause  the  reappearance  of  the  typhoid  spots.  Atypical  eruptions  occa¬ 
sionally  occur  in  the  course  of  typhoid  fever,  such  as  simple,  scarlatinoid 
or  morbilliform  erythema.  These  are  often  drug  rashes  pure  and  sim¬ 
ple  but  they  may  be  the  result  of  the  absorption  of  intestinal  toxins. 
Urticaria,  purpura,  dermatitis  gangrenosa  or  furunculus  may  rarely  oc¬ 
cur,  while  herpes  simplex,  sudamen  and  miliaria  are  more  common.  Des¬ 
quamation  and  atrophic  streaks  (striae  atrophicae)  have  been  noted  occa¬ 
sionally  after  typhoid  fever. 


TYPHUS  FEVER 

The  eruption  in  this  disease  is  present  in  95  per  cent,  of  all  cases 
and  is  such  a  conspicuous  and  diagnostic  feature  as  to  lead  to  the 
terms  “spotted  fever”  or  “petechial  fever.”  The  eruption  usually  ap¬ 
pears  on  the  fourth  or  fifth  day  but  may  vary  from  the  second  to  the 
eleventh  day.  It  is  first  noted  upon  the  abdomen,  thorax  and  back, 
sometimes  extending  to  the  arms  and  legs  and  even  to  the  hands  and 
feet.  The  face  is  usually  entirely  free  from  the  eruption.  Two  elements 
are  to  be  noted  in  this  erythema,  the  so-called  “subcuticular  mottling” 
which  may  be  present  without  the  second  element,  the  rose-spots  or 
macules.  The  latter  are  pin-head  to  split-pea  in  size,  pink  to  rose-red  in 
color,  ill-defined  and  scarcely  elevated.  Primarily  these  macules  dis¬ 
appear  completely  upon  pressure  but  gradually,  as  they  become  darker, 
even  purplish,  pressure  will  not  cause  any  fading  of  the  discoloration. 
The  dark  aspect  is  caused  by  extravasation  of  blood  but  only  a  certain 
proportion  of  the  macules  are  involved.  Petechial  spots  are  more  com¬ 
monly  seen  on  the  back  and  about  the  flexures  of  the  joints.  While  sim¬ 
ple  macules  may  disappear  in  a  day  or  two  and  those  showing  moderate 
hemorrhage  in  five  or  six  days,  the  deeply  colored  patches  persist  for 
two  or  three  weeks,  and  all  the  gradations  of  color  noted  in  an  ordinary 
black  and  blue  spot  will  develop.  Branny  or  furfuraceous  desquamation 
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ensues.  The  diagnosis  might  be  confusing  when  the  typical  eruption  is 
profuse  and  coalescing  because  it  will  then  resemble  measles.  The  early 
lesions  of  typhus  might  simulate  those  of  typhoid.  They  are,  however, 
less  papular,  more  abundant,  and  later  petechial. 


INFLUENZA 

There  is  no  characteristic  eruption  of  this  disease.  Various  forms  of 
erythema  such  as  morbilliform,  scarlatiniform,  multiform  or  nodose 
have  occasionally  been  observed.  There  may  be  at  times  urticaria,  herpes 
zoster,  while  herpes  facialis  and  sudamen  are  more  common. 


DENGUE 

This  is  an  acute  epidemic  fever,  chiefly  of  the  tropical  or  semitropi- 
cal  countries.  At  the  beginning  of  the  disease  there  is  a  transient  ery¬ 
thema  rarely  lasting  more  than  twenty-four  hours.  A  secondary  or 
terminal  eruption  is  far  more  common  and  appears  on  the  face,  forearms, 
chest  and  palms,  or  may  be  more  general  in  character.  It  may  resem¬ 
ble  scarlet  fever,  measles  or  urticaria  and  lasts  from  a  few  hours  to 
three  days,  followed  by  various  degrees  of  desquamation.  Pruritus  is 
fairly  common  as  the  rash  fades.  Herpes  simplex  is  of  common 
occurrence. 


MALARIA 

This  disease  presents  no  eruption  peculiar  or  constant.  Herpes  sim¬ 
plex  and  urticaria  occur  commonly  while  a  pigmentation  of  the  skin, 
varying  from  a  pale  yellow  to  a  bronze  color,  may  develop,  depending 
upon  the  degree  of  anemia  and  jaundice.  Erythemas  of  various  types, 
purpura  and  gangrene  have  been  observed  in  the  course  of  malaria. 


EPIDEMIC  CEREBROSPINAL  MENINGITIS 

A  petechial  eruption  was  so  constant  a  symptom  of  this  disease  as  it 
first  occurred  in  this  country  as  to  lead  to  the  term  “spotted  fever.”  It 
may  be  said,  however,  that  at  the  present  time  it  occurs  in  a  third  or  less 
of  all  cases.  This  eruption  appears  about  the  third  day,  in  the  form  of 
pin-head-  to  pea-sized  dark  red  or  purplish  petechiae,  which  develop  into 
larger  ecchymotic  spots.  The  color  gradations  of  the  skin  subsequently 
take  place.  The  number  of  spots  is  ordinarily  small  and  scattered  upon 
the  face,  trunk  and  extremities.  Herpes  simplex  is  frequently  noted, 
while  sudamen,  urticaria  and  pemphigoid  bullae  rarely  occur. 
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MILIARY  FEVER 

This  rare  epidemic  disease,  chiefly  confined  to  Central  Europe,  shows 
marked  febrile  and  nervous  symptoms,  together  with  profuse  sweating 
and  a  typical  eruption.  The  latter  is  seen  about  the  third  or  fourth  day, 
often  preceded  by  itching  and  may  be  said  to  occur  in  the  form  of  mor¬ 
billiform,  scarlatiniform  or  purpuric  erythema.  Still  another  variety 
which  has  given  the  disease  its  name  consists  of  small  aggregations  of 
conical  papules  which  are  soon  tipped  with  miliary  vesicles.  The  seat 
of  the  eruption  is  the  trunk,  extremities,  face  and  even  the  mucous  mem¬ 
brane  of  the  mouth.  Desquamation  of  a  furfuraceous  or  lamellar  char¬ 
acter  ensues  after  the  eruption  has  lasted  several  davs. 


TONSILITIS 

A  number  of  authors  have  reported  erythemas,  largely  of  a  toxic 
character,  occurring  in  the  course  of  or  following  follicular  or  septic 
tonsilitis. 


RHEUMATIC  FEVER 

There  is  no  constant  or  typical  eruption  present  in  this  disease  but 
sudamen,  miliaria  and  herpes  simplex  may  occur,  while  urticaria  and 
various  erythemas  have  been  noted.  Two  skin  conditions,  erythema  no¬ 
dosum  and  purpura  or  peliosis  rheumatica,  are  separately  considered  in 
this  volume,  but  they  are  admittedly  so  often  associated  with  rheumatic 
symptoms  that,  even  though  they  may  be  due  to  other  toxemias,  they 
might  for  the  sake  of  completeness  be  included  among  the  eruptions 
noted  in  the  course  of  rheumatic  fever. 


TINEA  TRICHOPHYTINA 

{Trichophytosis ;  Ringworm) 

Definition. — A  common,  contagious,  vegetable  parasitic  disease,  ap¬ 
pearing  on  the  general  body  surface,  scalp,  beard  or  nails  and  caused  by 
the  microsporon  Audouini  or  some  variety  of  the  trichophyton. 

Symptoms. — The  distribution  of  the  pathological  types  of  ring¬ 
worm  is  interesting  and  it  is  possible  to  differentiate  them  clinically  in 
some  cases  but  the  value  of  such  a  distinction  is  slight  to  the  physician 
whose  aim  is  to  cure  the  disease.  Therefore  it  seems  best  to  consider 
the  varieties  of  ringworm  from  a  regional  standpoint.  They  are  tinea 
circinate  (ringworm  of  the  general  surface),  tinea  tonsurans  (ringworm 
of  the  scalp),  and  tinea  barbae  (ringworm  of  the  beard).  A  description 
of  two  minor  varieties,  tinea  cruris  seu  axillaris  (ringworm  of  the  genito- 
crural  and  axillary  regions)  and  tinea  unguium  (ringworm  of  the  nails), 
will  be  included  after  tinea  circinata. 
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Tinea  circinata  ( Trichophytosis  corporis;  Herpes  circinatus;  Ring¬ 
worm  of  the  body).  The  primary  lesion  is  a  pea-sizecl,  pale-red,  well- 
defined,  slightly-raised  macule  which  soon  becomes  scaly  and  tends  to 
clear  in  the  center  as  it  spreads  peripherally,  developing  a  ring-like  or 
annular  lesion.  The  border  is  generally  elevated  during  evolution, 
sharply  defined  and  may  present  papules,  vesicles  and  scales.  Before  full 
growth  of  the  lesion  is  completed,  the  patch  may  vary  from  the  size  of  a 
coin  to  an  area  as  large  as  the  palm  of  the  hand.  Coalescence  of  nearby 
patches  may  lead  to  the  production  of  gyrate  forms.  Frequently,  how¬ 
ever,  the  patches  do  not  clear  in  the  center  but  remain  scaly,  with  or 
without  a  well-defined  border.  Occasionally  the  border  may  lie  pustular 
or  the  whole  surface  may  exhibit  papules,  vesicles  or  pustules.  These 


Pig.  67. — Tinea  circinata  showing  coalescence  of  primary  lesions.  Cured  by  the 
continuous  application  of  5  per  cent,  iodin  in  collodion. 


variations  are  hard  to  recognize  except  with  the  aid  of  the  microscope. 
Itching  is  usually  slight  and  the  patches  are  usually  few  in  number,  often 
single.  The  lesions  may  be  limited  to  one  part  of  the  body,  often  several 
in  the  same  region,  and  commonly  attack  such  exposed  surfaces  as  the 
neck,  face  and  back  of  hands,  without  symmetry  or  order.  Tinea  cir¬ 
cinata  may  appear  alone  or  in  association  with  the  other  forms  of  ring¬ 
worm. 

Tinea  cruris  seu  axillaris  (so-called  eczema  marginatum) . — When 
this  disease  attacks  the  crural  or  axillary  regions,  symmetry  of  develop¬ 
ment  is  often  observed.  The  warmth,  moisture  and  friction  of  the  parts 
attacked  favors  the  growth  of  the  fungus  and  its  rapid  development  ex¬ 
cites  marked  itching  and  irritation  and  even  eczematous  inflammation. 
The  patches  become  large  from  coalescence  and  form  festooned,  ele¬ 
vated,  broad,  papular  or  squamous  borders  enclosing  inflamed  or  pig¬ 
mented  areas.  Fresh  rings  or  segments  of  circles  form  within  the 
enclosure,  while  the  original  border  may  advance  down  the  lateral  chest 
wall  or  down  the  leg  to  the  knee  or  up  to  the  navel,  or  onto  the  perineum 
buttocks  or  chest. 

Tinea  unguium  ( Onychomycosis ;  Ringworm  of  the  nails)  is  rare. 
The  nail  becomes  opaque,  whitish,  thickened  and  brittle.  Fortunately 
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only  two  or  three  nails  are  affected  but  even  they  run  a  chronic  course 
and  are  difficult  to  cure.  For  further  details  see  the  section  on  diseases 
of  the  nails. 

Tinea  tonsurans  ( Trichophytosis  capitis;  Herpes  tonsurans;  Porrigo 
furfurans;  Tinea  tondens;  Ringworm  of  the  scalp)  begins  as  a  super¬ 
ficial,  small,  scaly,  reddish,  round  or  irregular  patch,  or  if  seen  early 
enough  may  appear  as  a  papular  elevation  about  one  or  more  hairs. 
Upon  enlargement,  vesicles  or  pustules  may  appear  at  the  margin  but  the 
characteristic  appearance  is  a  dime-  to  silver-dollar-sized  patch  covered 


Fig.  68. — Tinea  cruris  occurring  in  a  leper.  Microscopic  examination  revealed 
the  ringworm  fungus  in  this  lesion  as  well  as  in  other  areas  on  the  back  and 
chest.  Cured  with  the  oleate  of  copper  ointment. 


with  whitish,  branny  scales.  As  the  hairs  become  infected  they  lose 
their  luster,  become  dry,  brittle  and  break  off.  Often  they  become  so 
short  that  they  are  difficult  to  find  and  in  fair  or  fine  haired  people  they 
are  even  harder  to  recognize  because  they  become  twisted  or  matted 
down  with  the  scales.  There  is  usually  more  than  one  lesion  and  two 
or  more,  coalescing,  may  form  irregular  or  gyrate  patches  of  broad  di¬ 
mensions.  The  crown  and  parietal  regions  are  the  favorite  sites  but 
other  forms  of  ringworm  may  be  present  on  the  adjacent  regions  of  the 
neck  and  face.  The  color  of  a  large  patch  may  vary  from  a  dirty  or 
blue  gray  to  greenish-yellow,  or  the  early  red  hue  may  remain.  The 
broken  hairs  often  have  a  whitish  look  from  the  presence  of  the  fungus 
and  in  the  course  of  the  disease  frequently  fall  out  spontaneously,  cans- 
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ing  temporary  baldness.  As  the  scales  fall  off  or  are  removed,  the  hair- 
follicles  have  a  puckered  appearance  and  rarely  an  occasional  pustule 
may  be  found  in  connection  with  the  remnants  of  the  diseased  hair. 

The  inflammation  is  deep  in  the  follicle,  a  pustular  folliculitis  or 
kerion  exists.  This  is  theoretically  the  product  of  mixed  infection  and 
is  analogous  to  the  process  in  tinea  barbae.  It  presents  a  well-defined 
edematous  or  fluctuating  elevation  of  the  scalp,  yellow,  red  or  purplish 
in  color  and  studded  with  suppurating  points.  The  lesions  may  resemble 
carbuncles  and  although  abscesses  may  form,  they  are  not  as  painful 
prostrating  or  necrotic  as  carbuncular  formations.  If  kerion  be  severe 
and  persistent,  permanent  baldness  will  follow.  Because  of  the  sup- 


Fig.  69. — Tinea  tonsurans  of  one  year’s  duration.  Cured  in  two  months  by  the 

application  of  5  per  cent,  iodin  in  collodion. 


purative  process  the  fungus  is  often  hard  to  demonstrate.  Ringworm  of 
the  scalp  may  take  on  a  disseminated  form  in  which  there  is  a  thinning 
of  hair  over  a  considerable  area,  due  no  doubt  to  the  diffuse  but  super¬ 
ficial  invasion.  A  bald  tinea  tonsurans  is  a  rare  variation  presenting  a 
circumscribed  baldness  with  a  smooth  patch  similar  to  alopecia  areata. 
The  ringworm  fungus  may  be  found  in  the  stumps  of  the  affected  hairs 
around  the  border  of  such  a  patch.  A  small  degree  of  itching  can  be 
felt  in  most  ringworms  of  the  scalp,  but  there  is  no  pain  unless  sup¬ 
puration  ensues.  . 

Tinea  barbae  ( Trichophytosis  barbie;  Tinea  sycosis;  Sycosis  para¬ 
sitica;  Parasitic  sycosis;  Herpes  tonsurans  barba;  Mcntagra  parasitica; 
Ringworm  of  the  beard;  Barber  s  itch).  Ringworm  of  the  beard  usu¬ 
ally  begins  as  a  tinea  circinata  but  its  subsequent  course  varies.  If  super¬ 
ficial,  it  may  end  without  inflammation  of  the  hair-follicles.  If  it  pursues 
a  deeper  course,  the  hairs  involved  become  dry,  brittle,  whitish  in  color. 
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are  easily  removed  or  fall  out.  Papules  or  even  deeper  tender  nodular 
indurations  develop  varying  in  size  and  shape,  and  of  reddish  or  purplish 
color.  Hair-pierced  pustules  may  be  present  and  if  the  suppuration  is 
considerable,  crusts  will  form.  The  degree  of  suppuration  as  well  as  the 
whole  course  of  the  disease  varies  greatly.  The  pustular,  nodular  or 
eczematous  forms  may  predominate  or  commingle.  While  the  chin  and 
neck  are  commonly  affected,  any  portion  of  the  bearded  area  may  be 
involved  with  varying  degrees  of  burning,  itching  and  tension.  The 
nodular  type  is  analogous  to  kerion  of  the  scalp  and  the  suppurating 


Fig.  70. — Tinea  barbie,  superficial  Fig.  71. — Same  subject,  cured  by  four 

scaly  or  eczematous  type  of  three  X-ray  treatments  at  five  day  in¬ 
months’  duration.  tervals. 

process  destroys  the  hair-follicles,  causing  permanent  loss  of  hair  and 
scarring.  Ringworm  of  the  beard  is  essentially  chronic,  frequently  re¬ 
lapses,  and  may  last  for  years  if  untreated. 

Etiology  and  Pathology. — There  is  no  doubt  that  a  certain  sus¬ 
ceptibility  of  the  skin  must  preexist  in  many  individuals  attacked  by 
ringworm  but  the  exact  predisposing  causes  are  uncertain.  The  disease 
exists  in  all  countries  although  more  prevalent  in  some  places  than  in 
others.  Sabouraud  claims  that  an  alkaline  sweat  secretion  increases 
the  chance  of  inoculation.  The  poorly  fed  and  the  well-nourished,  the 
well-to-do  and  the  needy,  all  are  attacked.  Age,  however,  exerts  an 
influence  because  tinea  tonsurans  is  almost  always  an  affection  of  child¬ 
hood  and  rarely  originates  after  that  period ;  tinea  circinata  may  occur 
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at  any  age  but  is  rare  after  middle  life;  and  tinea  barbae  belongs  to  the 
period  of  manhood  and  is  most  common  in  the  early  half  of  adult  life. 
All  forms  of  ringworm  are  contagious,  directly  from  one  person  to 
another  or  indirectly  by  clothing,  hats,  caps,  combs,  brushes,  towels  or 
shaving  utensils.  Animals  subject  to  the  disease,  such  as  dogs,  cats, 
rabbits,  cattle  or  horses  may  transmit  it  to  man,  and  then  again,  man 


Fig.  72. — Tinea  barbae,  deep-seated,  nodular,  kerion-like  type.  Cured  by 
the  X-rays  in  two  months  after  five  years’  duration. 

may  inoculate  animals.  Infections  from  these  domestic  animals  are  apt 
to  be  more  active,  severe  and  extensive. 

The  thorough  investigations  of  Sabouraud  and  others  have  estab¬ 
lished  the  fact  that  ringworm  is  caused  by  two  parasitic  fungi,  the  niicro- 
sporon  Audouini  or  small-spored  fungus,  and  the  trichophyton  megalo- 
sporon  or  large-spored  fungus.  Three  forms  of  the  latter  are  described ; 
endothrix,  in  which  the  spores  occur  wholly  within  the  hair  and  which 
is  found,  like  the  microsporon,  chiefly  in  ringworm  of  the  scalp  of  chil¬ 
dren,  although  it  may  occur  in  atypical  lesions  on  the  face  and  neck ; 
ectothrix,  in  which  the  spores  are  wholly  without  the  hair;  and  endo- 
ectothrix,  in  which  the  spores  are  found  both  within  and  without.  These 
last  two  varieties  are  derived  directly  or  indirectly  from  domestic  ani¬ 
mals  and  are  responsible  for  most  cases  of  ringworm  of  the  beard  and 
body  and  for  the  deep-seated,  markedly  inflammatory  and  suppurative 
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types.  Sabouraud  believes  that  the  microsporon  is  essentially  a  human 
parasite.  In  tinea  circinata  the  fungus  is  situated  in  and  under  the 
corneous  layer,  giving  rise  to  papules,  pustules  and  desquamation.  In 
ringworm  of  the  beard  and  scalp  it  usually  invades  both  the  epidermis 
and  the  hair- follicles.  The  growth  of  the  parasites  in  the  hair  is  much 
more  vigorous  than  in  the  superficial  layer,  though  found,  as  a  rule, 
most  abundantly  in  the  corneous  layer  about  the  hairs  when  the  latter 
are  affected. 

For  a  quick  examination  of  the  fungus,  some  of  the  epidermic 
scales  are  scraped  off  with  a  knife,  moistened  with  a  drop  or  two  of 
liquor  potassse  over  which  the  cover-glass  is  lightly  placed.  After  an 
interval  of  five  or  ten  minutes  the  glass  cover  is  firmly  pressed  down 


Fig.  73. — Trichophyton  fungus  (x  about  600;  diagrammatic). 

to  flatten  out  the  scales.  If  a  hair  root  is  to  be  examined,  it  should 
first  be  soaked  for  half  an  hour  in  the  potash  solution  and  then  flattened 
out  under  the  glass  cover.  An  oil  immersion  lens  is  best  suited  but 
the  fungus  can  usually  be  seen  with  a  Vq  inch  dry  lens. 

Diagnosis. — Typical  cases  of  tinea  circinata  may  be  distinguished 
by  the  circular  and  ring-like  patches.  It  is  most  important,  however, 
when  the  disease  arises  in  schools  or  institutions  or  in  any  place  where 
it  is  likely  to  spread  from  child  to  child,  that  there  should  be  no  ques¬ 
tion  as  to  the  diagnosis.  On  the  scalp,  dry  scaly  patches  and  broken 
hairs  twisted  in  various  directions,  matted  or  entangled  with  the  scales 
are  diagnostic.  The  simple  test  of  Duckworth  may  help.  This  consists 
in  placing  a  few  drops  of  chloroform  on  the  suspected  patch  and  allow¬ 
ing  it  to  evaporate,  when  the  hair  affected  with  the  fungus  turns  white 
or  yellow,  while  the  sound  hairs  are  unaffected.  Ringworm  of  the  body 
and  scalp  may  simulate  eczema,  psoriasis,  dermatitis  seborrboica,  favus, 
pityriasis  rosea  and  alopecia  areata. 
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Squamous  eczema  is  not  as  sharply  defined  as  ringworm,  does  not 
spread  with  an  elevated  and  advancing  border  but  merges  gradually 
into  the  surrounding  skin  with  more  even  distribution,  greater  infil¬ 
tration  and  without  healthy  areas  between  nearby  patches.  Eczema 
does  not  affect  the  hair  of  the  scalp  nor  do  eczematous  patches  of  the 
scalp  extend  by  peripheral  growth.  Eczema  is  non-contagious,  chronic 
in  course,  attended  with  marked  itching  and  no  fungus  can  be  found 
on  examination. 

Psoriasis  on  any  surface  will  develop  by  peripheral  growth  but  the 
lesions  are  more  numerous  and  symmetrically  distributed,  chiefly  on  the 
extensor  surfaces,  and  the  scales  are  thick,  pearly-white  and  more 
abundant.  On  the  scalp  the  hairs  are  unaffected.  Psoriasis  shows  no 
history  of  contagion,  is  generally  chronic  and  the  parasitic  fungus  is 
absent. 

Dermatitis  seborrhoica  may  develop  in  well-defined,  round  or  cir¬ 
cular  patches,  but  the  scales  are  greasy  and  the  open  orifice  of  the 
follicle  can  be  readily  seen.  Seborrhea  of  the  scalp  is  diffuse  and 
symmetrical.  It  is  often  an  affection  of  adult  life  and,  while  there 
may  be  a  general  thinning  of  the  hair  affected,  there  are  none  of  the 
characteristic  broken -off  stumps  of  ringworm. 

Favus  may  be  distinguished  by  its  cup-shaped  crusts,  their  color 
and  odor. 

Pityriasis  rosea  will  show  widely  distributed  lesions,  mostly  on  the 
trunk,  of  a  rose-red  or  yellowish  color.  It  is  not  actively  contagious, 
presents  little  scaliness,  and  disappears  in  from  two  weeks  to  three 
months. 

A  parasitic  alopecia  areata,  if  not  identical  with  bald  tinea  tonsurans, 
may  so  closely  resemble  it  that  it  may  be  necessary  to  discover  other 
lesions,  to  detect  fungus  in  the  diseased  hair  of  the  marginal  patch,  or 
to  investigate  the  contagious  history  of  the  case  before  one  can  be  sure. 

Carbuncle  may  resemble  kerion  of  the  beard  or  scalp,  but  it  lacks 
the  fungus  and  history  of  ringworm  and  invariably  shows  pronounced 
necrosis.  Ringworm  of  the  beard,  when  superficial,  may  be  recognized 
by  similar  diagnostic  features  as  pertain  to  tinea  circinata  but,  when 
the  hair-follicles  become  invaded,  it  may  be  mistaken  for  ordinary 
sycosis  or  eczema  of  the  beard. 

Pustular  sycosis  begins  with  the  formation  of  pustules  at  the  mouth 
of  the  follicles  with  a  firmly  implanted  hair  piercing  each.  Suppuration 
may  be  free  but  generally  it  is  superficial,  and  the  extraction  of  the  hair 
is  painful.  Some  variety  of  burning  or  itching  is  usually  noted.  It  is 
very  common  and  often  affects  the  upper  lip,  which  tinea  sycosis  seldom 
involves.  A  microscopic  examination  may  be  necessary  to  differen¬ 
tiate. 

Eczema  of  the  beard  may  involve  the  interpilary  surfaces  with  pro¬ 
fuse  discharge  and  crusting  but  the  nodular,  lumpy  swellings  are  absent, 
and  the  hairs  remain  unaffected  and  cannot  be  extracted  without  dis¬ 
comfort  and  pain. 

Prognosis. — Tinea  circinata  is  readily  curable  in  from  one  to  two 
weeks.  Tinea  tonsurans  and  barbae  can  ultimately  be  cured  by  judi- 
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cious  and  persistent  treatment,  but  it  is  difficult  to  foresee  how  much 
time  may  be  required;  from  five  weeks  to  as  many  months  might  repre¬ 
sent  the  extremes. 

Treatment. — There  can  be  no  question  as  to  the  necessity  of  exter¬ 
nal  causal  treatment  as  the  local  causative  factors  are  known  and  must 
be  exterminated.  It  is  not  so  much  the  actual  antiparasitic  remedy  used, 
but  the  strength  of  the  same  and  its  particular  applicability  to  certain 
portions  of  the  body,  that  are  most  important. 

Tinea  circinata  is  often  cured  by  cleansing  with  soap  and  hot  water 
or  alcohol,  plus  a  simple  parasiticide  applied  daily  for  five  to  ten  days. 
Choice  may  be  made  of  the  following:  tincture  of  iodin ;  20  per  cent, 
solution  of  iodin  in  collodion  ;  boric  acid  1  dram,  thymol  10  drops,  to 
3  ounces  of  alcohol ;  sodium  hyposulphite  in  saturated  or  weaker  aque¬ 
ous  solution ;  mercuric  chlorid  1  to  3  grains  to  an  ounce  of  water ;  or 
one  of  the  following  ointments:  salicylic  acid  (20  to  50  grains),  sul¬ 
phur  sub.  ( 1  to  2  drams),  ammoniated  mercury  (10  to  40  grains), 
each  to  an  ounce  of  lard  or  simple  cerate.  Ointments  or  lotions  may 
be  applied  as  often  as  three  times  daily  for  the  first  few  days  but  in 
cases  of  children,  the  younger  the  patient,  the  weaker  the  prescription. 

In  tinea  cruris,  if  the  eczematous  inflammation  is  pronounced,  some 
of  the  previously  mentioned  formulas  may  need  to  be  diluted.  In  this 
particular  I  have  found  the  calamin-zinc-oxid  lotion  made  with  a  satu¬ 
rated  solution  of  boric  acid  as  a  base,  with  or  without  2  to  10  grains 
of  resorcin  or  carbolic  acid,  very  efficient.  Frequently,  owing  to  the 
luxurious  growth  of  the  fungus  in  this  neighborhood  it  is  necessary 
to  use  stronger  applications,  such  as: 

Phenolis,  gr.  vi ; 

Cupri  oleatis,  gr.  x; 

Ungt.  zinci  benz.,  q.  s.  ad  Bj ;  30 


Acidi  salicylici. 

gr.  xv ; 

1 

Acidi  tannici, 

3j  ; 

4 

Phenolis, 

Ichthyolis, 

Elxx ; 

1 

20 

3j ; 

4 

Zinci  oxidi, 

3j; 

30 

Lanolin., 

q.  s.  ad  Bij ; 

60 

M. 

These  prescriptions  may  be  applied  twice  daily  after  applying  hot 
water  compresses  to  the  parts  for  a  few  minutes  to  cleanse  and  stimulate 
the  surface.  Closely  fitting  trunks  or  undershirt  are  often  helpful  in 
keeping  the  opposing  surfaces  apart  and  protecting  the  outer  clothing. 
Thin  rubber  or  oil  silk  can  be  stitched  over  the  inner  garments  for  the 
same  purpose.  I  know  of  no  form  of  ringworm  which  calls  for  more 
careful  attention  than  the  variety  involving  the  genitocrural  and  ax¬ 
illary  regions. 

Tinea  unguium  may  be  treated  by  thoroughly  scraping  the  affected 
nails  with  a  fine  file,  sand  paper  or  pumice  stone  and  then  covering 
with  lint  soaked  in  a  20  per  cent,  solution  of  sodium  hyposulphite  or 
sulphurous  acid.  A  thin  rubber  glove  or  cap  may  be  worn  over  this 
dressing  at  night.  If  the  hands  need  to  be  used  during  the  day,  a 
mercurial  plaster,  covered  with  adhesive  plaster  and  a  glove  can  be 


24 

6 

M. 


TINEA  TRICHOPHYTINA 


24I 


worn.  After  the  parasite  seems  to  have  disappeared,  applications  of 
an  oleate  of  mercury  ointment  may  be  used  twice  daily  until  the  nail 
regrows.  A  very  successful  method  is  as  follows:  after  the  nail  has 
been  well  scraped,  apply  on  lint  under  oil  silk  a  solution  of  liquor 
potassae  and  distilled  water,  each  fd  ounce  with  30  grains  of  potassium 
iodid.  Apply  this  for  fifteen  minutes;  then  remove  and  dress  the  parts 
in  the  same  manner  with  a  solution  of  4  grains  of  mercuric  chloricl  in 
equal  parts  of  alcohol  and  water,  which  may  be  worn  for  twenty-four 
hours.  The  process  may  be  repeated  until  a  cure  is  effected.  If  the 
parts  become  tender  a  sodium  hyposulphite  solution  may  be  substituted 
until  the  skin  heals.  Massive  doses  of  the  X-rays  with  or  without 
simple  local  treatment  is  the  best  method  when  possible. 

In  tinea  tonsurans  of  short  duration,  superficial  or  occurring  in  in¬ 
fants,  the  treatment  as  suggested  for  tinea  circinata  may  be  employed. 
The  hair  must  be  cut  short  for  at  least  one  inch  around  the  infected 
area  and  the  parts  washed  with  soap  and  alcohol  to  remove  the  scales. 
Then  some  antiparasiticide  should  be  well  rubbed  in  or  otherwise  applied. 

When  epilation  is  deemed  important  the  previous  use  of  oleate  of 
copper,  1  part  to  8  of  lard,  renders  extraction  easier  and  much  less 
painful.  Formerly  epilation  forceps  were  commonly  used  for  the  ex¬ 
traction  of  the  hairs,  which  was  performed  each  day  over  an  inch 
or  more  of  the  surface,  at  the  convenience  of  the  patient,  or  a  de¬ 
pilatory  consisting  of  three  drams  of  barium  sulphid  and  2 drams 
each  of  zinc  oxid  and  powdered  starch,  was  employed  for  the  same 
purpose.  However,  at  the  present  time,  the  X-rays  offer  the  easiest 
and  most  efficient  method  not  only  for  epilation  but  also  to  assist  in  the 
destruction  of  the  parasite.  This  latter  treatment  has  been  brought  to 
such  a  state  of  perfection  by  Sabouraud  and  others  that  a  patch  of 
ringworm  may  be  cured  in  one  treatment,  in  a  large  majority  of  cases, 
if  the  proper  technic  is  used.  I  am  so  thoroughly  in  accord  with  X-ray 
treatment  of  ringworm  of  the  scalp,  especially  in  chronic  and  persistent 
cases,  that  a  brief  description  of  the  method  may  not  be  amiss. 

The  patch  to  be  treated  should  be  placed  at  a  distance  of  fifteen 
centimeters  from  the  center  of  the  focus  tube  with  Sabouraud’s  radi¬ 
ometer  midway.  This  latter  is  a  disc  impregnated  with  barium  platino- 
cyanid,  which  changes  in  color,  thus  measuring  the  dosage  which  is 
necessary.  When  the  tint  “B”  of  Sabouraud  and  Noire’s  radiometer 
(equivalent  to  an  exposure  of  5  units  H.  of  Holzknecht’s  scale)  is 
reached,  the  operation  is  terminated.  The  hair  should  fall  out  in  from 
ten  to  eighteen  days  but  if  it  does  not,  the  operation  may  be  repeated 
four  weeks  later.  Within  a  week’s  time  a  slight  erythema  naturally 
appears  which  gives  way  to  a  faint  pigmentation.  After  the  raying  it 
is  advisable  to  apply  nightly  an  oil  of  cade  ointment  for  at  least  a 
month  so  as  to  insure  complete  destruction  of  the  fungus.  This  measure 
may  be  reinforced  by  a  morning  shampoo  followed  by  the  application 
of  an  alcoholic  lotion  containing  tincture  of  iodin. 

If  the  X-rays  are  not  available  or  desirable,  one  or  more  of  the 
following  applications  may  be  employed:  salicylic  acid  (15  to  20  grains), 
thymol  (30  to  60  grains),  betanaphthol  (1  dram),  iodin  (1  dram). 
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tar  ( i  to  2  drams),  sulphur  (i  to  2  drams),  carbolic  acid  (p>  dram), 
each  to  an  ounce  of  lard,  zinc  oxid  or  cold  cream.  In  more  persistent 
cases,  a  lotion  of  formalin,  at  first  dilute  and  later  full  strength  (40 
per  cent,  formaldehyd)  ;  oleate  of  mercury,  5  to  20  per  cent,  in  oint¬ 
ment  ;  or  mercuric  chlorid,  2  to  4  grains  to  an  ounce  of  lard  or  to  an 
ounce  of  equal  parts  of  water  and  alcohol,  can  be  recommended.  Am- 
moniated  mercury,  5  to  10  per  cent.,  in  a  simple  ointment  is  well  adapted 
for  young  children.  It  has  been  my  main  standby  in  mild  cases  for 
many  years  in  institutional  work.  Oil  of  cade  and  olive  oil  in  equal 
parts  has  been  highly  recommended.  Follicular  suppuration,  such  as 
occurs  in  kerion,  will  help  the  cure  of  ringworm.  To  artificially  pro¬ 
duce  the  same  results  such  irritants  as  croton  oil  or  pyrogallic  acid  have 
been  used. 

Tinea  barbae  requires  much  the  same  treatment  as  tinea  tonsurans, 
except  that  the  strong  applications  are  not  usually  needed  and  that 
epilation  is  even  more  essential.  This  latter  can  best  be  accomplished  by 
the  X-rays,  with  treatments  of  from  four  to  ten  minutes  twice  weekly 
for  three  weeks  or  preferably  by  the  massive  dose  method  which  may 
be  repeated  if  necessary  after  three  or  four  weeks’  interval.  In  treat¬ 
ment  of  kerion  of  the  beard  there  is  no  method  equal  to  the  X-rays, 
although  the  severity  of  the  treatment  may  cause  permanent  loss  of 
hair  and  scarring.  If  epilation  must  be  done  in  the  ordinary  way,  it 
should  cover  only  a  small  area  daily,  just  before  the  application  of 
an  antiparasitic.  The  surface  may  be  thoroughly  cleansed  with  alcohol 
and  soap  and  any  one  of  the  following  prescriptions  used:  a  saturated 
solution  of  sodium  hyposulphite ;  mercuric  chlorid  2  grains  to  an  ounce 
of  cologne  or  alcohol  and  a  /d  dram  of  glycerin ;  thymol  1  dram,  chloro¬ 
form  3  drams,  and  sweet  oil  5  drams;  50  per  cent,  boroglycerid  solution; 
resorcin  or  salicylic  acid,  40  to  60  grains  in  lanolin  and  olive  oil,  each 
jT  ounce.  These  may  be  employed  two  or  three  times  a  day.  Poultic¬ 
ing  or  puncture  of  the  lesions  should  be  avoided.  The  hair  that  is  not 
epilated  should  be  kept  short  and  the  n on-infected  areas  closely  shaved. 

There  is  no  question  in  my  mind  that  internal  remedies,  especially 
sulphur,  tend  to  increase  bodily  resistance  and  make  the  skin  a  less 
desirable  habitat  for  the  parasite.  I  might  suggest  the  following: 
Bary.  carb.,  Graph.,  Kali  bichrom.,  K.  carb.,  Iv.  sulph.,  Lvc.,  Merc, 
biniod.,  Mez.,  Nat.  mur.,  Phos.,  Phyto.,  Sepia,  Sul.,  Tellurium. 


FAVUS 

( Tinea  favosa ) 

Definition. — A  contagious  vegetable  parasitic  affection,  character¬ 
ized  by  pin-head-  to  pea-sized  friable,  cup-shaped,  dry  yellow  crusts. 

Symptoms. — The  common  location  of  this  disease  is  on  the  scalp 
but  it  may  occur  elsewhere,  even  in  rare  instances  on  the  mucous  sur¬ 
faces.  It  begins  as  a  circumscribed  or  diffused  inflammation  with 
scaling,  followed  by  the  formation  of  yellowish,  pin-head-sized  crusts 
seated  about  the  hair-follicles.  While  concave  from  the  first,  as  the 
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crusts  increase  to  the  size  of  a  split  pea  they  appear  more  cup-shaped, 
especially  in  isolated  lesions.  Thus  a  typical  cup  is  split-pea  in  size, 
round,  umbilicated,  perforated  by  a  hair,  and  sulphur-colored.  The 
crusts  are  always  friable  and  can  be  readily  powdered  between  the 
fingers.  If  they  become  aggregated  into  masses  the  round  shape  may 
be  only  evident  at  the  free  border.  When  the  crusts  are  removed  the 
surface  beneath  is  found  irregularly  depressed,  moist,  reddened,  shining, 
cup-shaped  and  atrophic.  This  suppurating  excavation  naturallv  leads 


Fig.  74. — Favus,  chronic  variety  of  the  scalp.  Cured  by  the  long  continued 
application  of  15  per  cent,  oleate  of  copper  ointment. 

to  scarring.  As  a  consequence,  after  a  period  of  several  months,  hair¬ 
less,  white  atrophic  spots  may  be  seen.  The  hair  is  often  affected,  be¬ 
coming  drv,  brittle,  lusterless,  may  split,  break  off,  fall  out  or  be  easily 
drawn  out. 

The  nails  are  occasionally  attacked,  usually  by  scratching  the  scalp. 
There  may  be  evident  through  the  smooth  outer  surface  of  the  nail 
distinct  sulphur-yellow  spots,  or  the  nail  may  become  dry,  opaque,  split, 
furrowed,  fissured  and  raised  from  its  bed  as  is  seen  in  other  parasitic 
diseases  of  the  nails. 

The  non-hairy  parts,  if  invaded,  may  show  typical  lesions  with  the 
same  vigor  and  persistence  as  those  on  the  scalp,  but  usually  atypical 
forms  occur  resembling  ringworm.  These  develop  as  round  scaly 
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patches,  become  clear  in  the  center  and  form  a  vesicular,  papular,  scaly 
or  smooth  elevated  ring.  The  juncture  of  two  or  more  patches  will 
form  figurate  or  gyrate  lesions  containing  possibly  some  character¬ 
istic  favus  crusts. 

The  course  of  favus  is  extremely  chronic,  often  lasting  for  years, 
in  some  instances  a  lifetime,  but  fortunately  it  is  feebly  contagious 
as  compared  with  ringworm.  Varied  sensations  of  itching,  tenseness 
and  fullness  may  be  present  but  are  often  due  to  such  complications 
as  pediculosis,  impetigo,  eczema  or  cellulitis.  The  characteristic  odor 
of  favus  has  been  likened  to  musty  straw  or  mice. 

Etiology  and  Pathology. — -Filth  and  personal  uncleanliness  are  es¬ 
sential  predisposing  factors  and,  although  the  disease  is  directly  con- 


Fig.  75. — Favus  fungus — achorion  Schonleinii  (X  about  800;  diagrammatic). 

tagious  from  person  to  person  and  from  animal  to  animal,  or  from  the 
latter  to  man,  it  is  rarely  communicated  to  a  well -cared- for  skin.  The 
disease  usually  begins  in  childhood  and  once  established  multiplies  with 
greater  luxuriance  than  any  other  vegetable  parasite.  The  sole  cause 
is  a  vegetable  organism  known  as  the  achorion  Schonleinii.  This  fungus 
consists  of  mycelium  and  spores  and  may  be  found  in  the  hair,  hair- 
follicles  and  crusts.  Secondary  changes  of  an  inflammatory  nature 
occur  in  the  corium. 

For  microscopic  examination  a  hair  may  be  extracted,  soaked  in  a 
5  per  cent,  solution  of  caustic  potash  and  then  slightly  flattened  out  on 
a  glass  slide  or  a  particle  of  favus  crust  may  be  prepared  for  examina¬ 
tion  by  first  macerating  it  in  a  solution  of  ammonia,  which  isolates  the 
parasitic  fungi.  The  spores  are  about  i -3000th  of  an  inch,  and  the 
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mycelium  filament  smaller  in  diameter.  A  magnifying  power  of  300 
to  500  brings  them  in  plain  view.  They  may  be  stained  a  brownish 
color  by  moistening  them  with  a  few  drops  of  an  aqueous  iodin  solution 
to  which  has  been  added  potassium  iodid. 

Diagnosis. — Eczema  occurs  in  diffuse  ill-defined  patches.  Its  crusts 
are  yellow,  brown  or  darker,  tenacious,  not  powdery,  without  a  charac¬ 
teristic  odor,  and  while  the  hair  of  the  affected  parts  may  be  matted 
together,  it  is  not  destroyed.  There  is  practically  no  scarring.  Psoria¬ 
sis  presents  whitish  scales  covering  a  smooth  red  surface,  which  readily 
bleeds.  The  hair  is  unaffected  and  there  is  no  odor  or  scarring.  Der¬ 
matitis  seborrhoica  is  usually  diffused  on  the  scalp  while  sharply  de¬ 
fined  on  the  surface.  Its  scales  are  fatty  and  the  skin  beneath  is  usually 
smooth  and  pale  in  color.  Any  resulting  loss  of  hair  is  only  a  general 
thinning  and  often  temporary,  while  scarring  never  occurs.  Ringworm 
shows  uniform  scaliness  of  the  patch,  a  vesicular  advancing  border,  and 
stubbly  hairs.  The  microscope  will  differentiate  the  two  forms  of 
fungus  and  may  be  used  to  assist  in  the  diagnosis  of  favus  from  any 
resembling  disease. 

Prognosis. — Favus  of  the  body  responds  readily  to  treatment.  When 
the  scalp  and  nails  are  involved  a  persistent  effort  alone  will  yield  good 
results,  for  the  conditions  are  very  rebellious.  The  general  health  is 
commonly  unaffected. 

Treatment. — When  the  scalp  is  involved,  long  and  tedious  treatment 
is  apt  to  ensue  and  the  microscope  should  repeatedly  be  used  to  demon¬ 
strate  the  degree  of  cure.  Treatment  should  be  persisted  in  beyond 
any  evident  necessity.  The  hair  should  be  cut  short  and  the  crusts 
softened  with  applications  of  oil  for  a  few  hours  and  the  head  cov¬ 
ered  with  a  cap  or  hood.  Then  a  lather  of  green  soap  and  hot  water 
applied  for  a  thorough  cleansing.  There  is  a  choice  of  local  anti- 
parasitic  measures:  such  as  saturated  solutions  of  sulphurous  acid  or 
sodium  hyposulphite ;  1  to  4  per  cent,  solution  of  formalin ;  a  sulphur 
ointment,  2  drams  to  the  ounce  of  lard  or  lanolin ;  and  in  obstinate 
cases,  oleate  of  copper  ointment,  1  to  3  drams  to  the  ounce ;  beta- 
naphthol,  1  part  to  8  of  ointment  base ;  resorcin,  1  part  to  3  of  lanolin 
and  5  of  sweet  almond  oil;  and  mercuric  chlorid,  2  grains  to  the  ounce 
of  ether,  alcohol  or  water.  Epilation  of  the  diseased  hairs  is  usually 
essential  and  should  be  employed  before  the  above-mentioned  local 
treatment.  Hairs  may  be  removed  with  epilation  forceps  or  by  grasp¬ 
ing  the  hairs  between  the  thumb  and  a  blunt-tongued  spatula,  or  with 
compound  pitch  sticks  which  are  heated,  tangled  in  the  hairs  of  the 
diseased  area  and,  when  cool,  quickly  withdrawn,  bringing  the  hairs 
with  them.  Bulkley’s  formula  for  this  purpose  is  as  follows: 


Cerse  flavse, 

3iij  ; 

12 

Laccse  in  tabulis, 

3iv ; 

15 

Resinae, 

3vi ; 

24 

Picis  Burgundicse, 

3xi  ; 

44 

Gummi  dammar, 

Bjss ; 

45 

When  it  is  possible  to  use  the  X-rays  it  should  be  the  first  choice 
for  treatment  of  obstinate  favus.  The  technic  is  the  same  as  employed 
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for  ringworm  and  as  in  that  disease,  the  massive  dose  method  is  pref¬ 
erable. 

Favus  of  the  body  is  readily  cured,  after  the  removal  of  the  crusts, 
by  a  mercurial,  betanaphthol  or  sulphur  ointment. 

Favus  of  the  nails  is  obstinate.  The  affected  spots  should  be 
repeatedly  scraped  and  pared  thin  and  a  strong  antiparasitic  ointment 
rubbed  in  twice  daily.  A  mercurial,  betanaphthol  or  resorcin  plaster 
may  be  worn  either  continuously  or  only  at  night.  Avulsion  is  seldom 
necessary,  although  the  quickest  method  of  cure.  I  always  use  the 
X-rays  to  the  point  of  dermatitis  in  the  treatment  of  nail  favus. 

Adjuvant  medication  may  call  for  Kali  carb.,  Lyc.,  Mez.,  Nat.  mur., 
Phos.,  Staph.,  and  Sulphur. 


TINEA  VERSICOLOR 

( Chromophytosis ;  Pityriasis  versicolor ;  Mycosis  microsporina;  Der- 

matomycosis  furfur  area ) 

Definition. — A  vegetable  parasitic  affection,  due  to  the  microsporon 
furfur  and  characterized  by  irregular,  variously  sized,  yellowish-brown 
macules,  usually  situated  upon  the  trunk. 

Symptoms. — The  early  manifestations  are  pin-head-  to  pea-sized, 
round,  pale-yellow  to  brown,  irregularly  scattered  macules.  The  scaling, 
which  is  fine,  can  be  made  apparent  by  rubbing  the  affected  surface. 
Many  of  the  lesions  slowly  enlarge  and  together  with  new  spots  form 
by  coalescence  irregular,  map-like  patches  often  of  large  dimensions. 
They  may  have  sharply  defined  edges,  barely  elevated  above  the  sur¬ 
face  of  the  skin  and  occasionally  assume  an  annular  form.  The  skin 
is  commonly  dry  unless  sweating  is  active  and  generally  presents  little 
itching  unless  the  patient  becomes  heated.  Tinea  versicolor  is  usually 
located  on  the  trunk,  especially  on  the  anterior  chest  wall,  but  is  not 
uncommon  on  the  back  and  abdomen,  even  extending  at  times  to  the 
arms,  neck,  groins,  thighs  and  buttocks.  Commonly  the  invasion  is 
slow  and,  untreated,  the  condition  may  last  indefinitely.  It  usually  dis¬ 
appears  or  becomes  less  vigorous  in  the  cold  months  and  reappears  in 
the  warm  season.  Curiously  enough,  in  the  colored  race,  the  fungus 
may  produce  gray  or  white  patches  on  the  skin. 

Etiology  and  Pathology. — Male  adults  are  more  often  affected. 
It  is  rare  in  childhood  and  in  old  age.  It  would  seem  that  a  certain 
condition  of  the  skin  must  preexist  favoring  the  growth  of  the  fungus 
because  the  disease  is  so  feebly  contagious  that  it  is  not  readily  com¬ 
municated  from  one  person  to  another.  Free  sweating  appears  to  be 
a  factor  for  it  is  more  common  among  those  who  exercise  especially 
athletes.  It  is  said  to  be  relatively  frequent  in  consumptives  but  I 
have  never  been  able  to  verify  this  assertion.  While  it  may  occur  in 
any  climate,  it  is  most  frequent  in  warmer  latitudes.  The  disease  is 
due  to  the  microsporon  furfur  discovered  by  Eichstedt  in  1846  and 
later  named  by  Robin.  It  is  located  in  the  corneous  layer  of  the  epider- 
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mis,  where  the  causal  element,  a  vegetable  mold,  may  be  found.  For 
microscopical  examination  scales  are  scraped  from  a  lesion  washed  in 
ether  to  remove  the  fat,  moistened  with  dilute  liquor  potassse  and  flat¬ 
tened  out  on  the  glass  slide.  Both  spores  and  threads  are  more  readily 
stained  with  eosin  and  methyl -violet  than  those  of  ringworm  or  favus. 
Under  the  microscope  the  spores  are  found  to  be  larger  than  those  of 
ringworm,  rather  uniform  in  size,  and  more  or  less  grouped  in  grape- 


Fig.  76. — Tinea  versicolor  of  ten  years’  duration.  Cured  in  three  weeks  by  green 
soap  and  hot  water  scrubbings,  followed  by  the  thorough  application  of  a 
saturated  solution  of  sodium  hyposulphite. 


like  bunches.  Mycelia  are  numerous,  rather  short  and  usually  un¬ 
branched. 

Diagnosis. — Chloasma  occurs  chiefly  on  the  face,  is  not  scaly,  can¬ 
not  be  removed  by  scraping,  and  contains  no  fungus.  Erythrasma 
occurs  on  the  moist  regions  of  the  skin,  in  darker  patches,  and  its 
organisms  are  much  smaller.  Dermatitis  seborrhoica  is  not  usually 
confined  to  the  trunk,  seldom  merges  into  large  patches,  and  its  scales 
are  fatty  and  large  with  no  evidence  of  conidia  and  mycelia.  Pityriasis 
rosea  eruption  is  not  limited  to  the  trunk,  has  silvery  scales  and  the 
patches  appear  slightly  yellowish  only  as  it  fades  away.  The  macular 
syphilid  occurs  in  discrete,  non-scaly  round  spots  which  will  he  found 
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upon  the  face  and  legs,  as  well  as  on  the  trunk,  and  usually  in  association 
with  other  signs  of  syphilis.  The  vitiligo  lesion  is  round  and  the 
contiguous  pigmented  border  is  concave  without  scaliness,  while  the 
discoloration  of  tinea  versicolor  is  convex  with  marked  scaliness. 

Prognosis  and  Treatment. — This  disease  is  benign  and  readily 
curable  if  properly  treated.  However  relapses  are  common,  owing  to 
failure  to  thoroughly  destroy  the  fungus. 

Mechanical  removal  of  the  outer  layer  by  friction  with  pumice  stone, 
hot  water  and  soft  soap,  followed  by  the  persistent  application  of  a  para¬ 
siticide,  should  readily  cure  this  disease.  I  prefer  an  aqueous  saturated 
solution  of  sodium  hyposulphite  thoroughly  rubbed  in  with  a  piece 
of  coarse  toweling  once  or  twice  daily  for  a  period  of  one  to  two 


Fig.  77. — Fungus  of  tinea  versicolor — microsporon  furfur  (X  about 

600;  diagrammatic). 

weeks.  Even  though  the  disease  appears  to  have  fled,  treatment  should 
be  renewed  occasionally  and  a  strict  watch  kept  of  local  conditions. 
If  the  surface  involved  is  not  large,  the  patch  may  be  painted  with 
tincture  of  ioclin,  but  when  the  eruption  is  extensive,  a  bath  containing 
3  to  4  ounces  of  liquor  calcis  sulphurata  (Vleminckx’s  solution)  to  30 
or  more  gallons  of  water,  will  be  found  useful.  In  all  cases,  under¬ 
clothing,  towels,  etc.,  should  be  baked,  boiled  or  destroyed  to  prevent 
reinfection.  Internal  medication  may  be  necessary  for  the  relief  of 
associated  symptoms,  but  never  for  the  fungus  growth.  See  Kali  carb., 
Kali  sulph.,  Nat.  arsen.,  and  Sulph. 
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TINEA  IMBRICATA 

( Tokelau ,  Bowditch  Island ,  Chinese ,  India ,  or  Burmese  ringzvorm;  La 
Pita;  Gune;  Cascadde;  Herpes  desquamans;  Malabar  itch) 

Definition. — A  contagious,  vegetable  parasitic  disease  of  moist 
tropical  countries,  characterized  by  concentrically  placed,  imbricated, 
scaly  rings. 

Symptoms. — This  disease  was  first  discovered  by  Fox,  an  American 
medical  officer  in  1841,  but  has  since  been  observed  by  a  number  of 
investigators,  and  it  is  from  Man  son’s  article  that  the  following  descrip¬ 
tion  is  chiefly  drawn.  After  a  period  of  inoculation  of  about  nine 
days,  at  one  or  several  points,  slight!}7  raised,  brownish  spots  appear 
which  increase  in  size  by  peripheral  extension  to  almost  a  half  inch  in 
diameter.  At  this  period  the  central  part  of  the  patch  gives  way  and  is 
shed,  leaving  an  attached  rim  next  to  the  sound  skin.  The  lesion 
continues  to  advance  at  the  periphery,  showing  through  the  epidermis 
a  brown  and  slightly  elevated  rim  of  about  one-sixteenth  of  an  inch. 
This  in  turn  shows  the  epidermis  attached  and  curling  at  the  inner 
side.  Then  a  brown  patch  is  again  observed  to  be  forming  in  the 
center  and  so  the  process  continues,  the  ever-increasing  area  being  made 
of  concentrically  arranged,  imbricated,  shingle-like  rings.  The  process 
may  involve  whole  regions,  or  extend  to  any  part  of  the  body,  except  the 
scalp.  The  average  rate  of  extension  of  a  single  patch  is  about  three- 
eighths  of  an  inch  a  week  and  when  fully  developed,  the  rings  may  be 
one-fourth  of  an  inch  apart  and  covered  with  scales  which  are  free  at 
their  outer  edge,  though  somewhat  curled  up.  The  gross  appearance  has 
been  likened  to  watered  silk.  The  scales  may  become  large,  thick  and 
hard  and,  after  their  desquamation,  pigmentary  circles  or  lines  will 
persist,  sometimes  permanently.  The  general  health  is  never  affected 
though  intense  local  irritation  and  heat  may  cause  discomfort. 

Etiology  and  Pathology. — This  contagious  malady  is  caused  by 
a  vegetable  parasite  similar  to  the  trichophyton.  For  this  reason  it  is 
often  regarded  as  an  aggravated  or  rare  form  of  ringworm  which  does 
not,  however,  agree  with  the  opinion  of  those  who  know  best.  Some 
authorities  consider  that  the  fungus  belongs  to  the  aspergillus  family. 
It  is  not  uncommon  in  tropical  countries  and  is  almost  endemic  in  some 
localities.  It  apparently  requires  heat  and  moisture  for  its  bacterial 
growth.  While  any  age  may  be  affected,  children  seem  especially  liable. 
The  fungus,  though  possessing  gross  features  like  ringworm,  is  much 
more  abundant  and  chiefly  involves  the  corneous  layer  of  the  epidermis. 
It  does  not  usually  affect  the  stronger  hairs  or  enter  their  follicles. 

Diagnosis. — The  development  by  successive  rings  inside  of  the  pre¬ 
ceding  and  outwardly  advancing  circles,  plus  the  non-involvement  of 
the  hair-follicles,  should  distinguish  tinea  imbricata  from  tinea  circinata, 
which  commonly  clears  at  the  center  and  only  develops  at  the  periphery. 
The  microscope  may  assist  in  diagnosis,  which  should  not  be  difficult  in 
countries  where  the  disease  is  endemic. 
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Prognosis  and  Treatment. — This  disease  is  readily  curable  be¬ 
cause  the  fungus  is  superficially  situated.  Relapses  very  naturally  occur 
owing  to  the  great  extent  of  surface  involved  and  the  consequent  satura¬ 
tion  of  the  patient’s  garments  with  the  parasite.  The  treatment  is  the 
same  as  used  for  the  several  forms  of  ringworm.  Clothing  should  be 
destroyed  or  thoroughly  disinfected,  scales  removed  with  alkaline  baths 
and  a  parasiticide  such  as  30  to  60  grains  of  resorcin  in  the  compound 
tincture  of  benzoin;  3  to  10  per  cent,  chrysarobin  ointment;  or  a  strong 
iodin  liniment,  carefully  applied  to  one  portion  of  the  surface  at  a 
time. 


ERYTHRASMA 

Definition.  A  rare,  mildly  contagious,  vegetable  parasitic  disease, 
caused  by  the  microsporon  minutissimum  and  characterized  by  reddish- 
brown  patches  on  moist  opposing  surfaces. 

Symptoms. — Small,  rounded,  well-defined,  erythematous  or  scaly 
macules  which  later  become  red  or  brown  in  color  compose  the  initial 
eruption.  The  patches  increase  slowly  and  become  irregular,  rarely 
exceeding  a  silver  dollar  in  size  and  are  usually  few  in  number.  They 
are  situated  almost  exclusively  on  the  opposing  folds  of  the  axillary, 


Fig.  78. — Fungus  of  erythrasma — microsporon  minutissimum 
(X  about  600;  diagrammatic). 

genitocrural  and  inguinal  regions  or  on  surfaces  near  by,  but  may  rarely 
extend  from  these  warm  moist  parts  to  the  thighs  and  arms.  The 
disease  may  exist  for  years  and  hardly  be  noticed  because  itching  is 
absent  or  very  slight ;  because  it  causes  no  inconvenience  to  the  patient, 
its  discovery  is  often  accidental. 

Etiology  and  Pathology. — Erythrasma  is  rare  in  this  country,  but 
more  common  in  France  and  Germany.  It  is  an  adult  affection,  more 
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often  found  in  men,  and  is  caused  by  a  vegetable  organism  somewhat 
similar  to  that  of  tinea  versicolor,  called  the  microsporon  minutissimum. 
Its  component  parts,  the  mycelia  and  spores,  are  about  one-third  the 
size  of  the  ringworm  fungus,  and  are  situated  in  the  superficial  part 
of  the  corneous  layer.  Unna  says  that  these  spores  are  not  found  in 
isolated  collections  but  are  irregularly  scattered  singly.  A  lens  of  500 
to  600  diameters  is  required  to  see  this  fungus. 

Diagnosis. — Tinea  cruris  (eczema  marginatum)  is  distinctly  inflam¬ 
matory,  with  an  elevated  and  advancing  border  and  is  often  acute  in 
its  development.  Tinea  versicolor  occurs  on  the  trunk,  rarely  extending 
to  the  sites  of  erythrasma,  and  is  not  red  in  color.  Pityriasis  rosea 
has  a  typically  short  course  and  wider  distribution.  Chloasma  is  due 
entirely  to  increase  of  pigment  and  may  be  typically  located.  Both  of 
the  last-named  diseases  are  nonparasitic  and  the  microscope  will  aid  in 
diagnosis. 

Prognosis  and  Treatment  —The  disease  is  persistent  and  tends  to 
relapse  unless  the  fungus  is  entirely  destroyed.  The  same  measures  of 
cure  and  prevention  of  relapse  as  suggested  for  tinea  versicolor  may 
be  used  here. 


PINTA  DISEASE 

( Spotted  sickness;  C-araate ) 

Definition.  -A  contagious  tropical  disease  due  to  several  fungi, 
characterized  by  various  shades  of  discoloration,  accompanied  by  itch¬ 
ing  and  scaling. 

Symptoms. — This  peculiar  affection  is  limited  to  the  tropical  por¬ 
tions  of  Mexico,  Central  and  South  America  and  appears  in  the  form 
of  scaly  spots  in  various  sizes,  shapes,  numbers  and  colors.  It  usually 
begins  on  the  exposed  portions  such  as  the  extremities  and  face  but 
may  involve  any  or  all  parts  of  the  body,  except  the  palms  and  soles. 
The  spots  extend  peripherally,  remain  discrete  or  coalesce,  are  usually 
bilateral,  seldom  symmetrical,  and  only  slightly  raised  above  the  surface. 
The  disease  may  affect  the  white  or  colored  races.  In  the  former,  a 
faint  erythema  is  the  primary  manifestation.  In  the  latter,  yellow,  red 
or  gray  coloration  may  be  noticed.  These  colors  may  appear  successively 
or  be  mingled  together,  but  from  two  to  five  years  may  elapse  before 
the  final  definite  color  is  attained.  The  scales,  while  furfuraceous  at 
first,  frequently  become  larger  and  sometimes  feel  greasy  or  humid. 
Itching  is  in  direct  ratio  to  the  scaling  and  may  be  intense.  The  odor 
of  the  skin  is  very  offensive. 

Etiology  and  Pathology. — Both  sexes  and  all  ages,  except  young 
infants,  are  affected.  Moisture  as  well  as  warmth  appears  essential  to 
its  development  and  an  existing  dermatitis  plus  unhygienic  surroundings 
will  act  as  a  predisposing  factor.  The  native  or  colored  races  are  more 
susceptible  to  the  disease  than  white  people.  It  is  due  to  several  fungi 
of  the  aspergillus  family,  each  possessing  a  distinguishing  color.  The 
fungus  consists  of  mycelia  and  spores  differing  somewhat  in  minor 
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particulars  in  the  several  varieties.  The  corneous  layers  of  the  epider¬ 
mis  furnishes  the  habitat  but  in  some  cases  the  corium  may  be  involved. 

Diagnosis. — The  color,  odor  and  absence  of  constitutional  symp¬ 
toms,  together  with  its  endemic  nature  should  make  the  diagnosis  of 
Pinta  disease  easy. 

Prognosis  and  Treatment. — This  disease  is  persistent  and  may 
leave  behind  atrophic  spots  but  the  general  health  is  not  affected.  Event¬ 
ually  a  cure  may  be  expected  but  relapses  are  common.  Treatment  of 
the  limited  and  superficial  forms  is  the  same  as  for  tinea  versicolor. 
The  widely  spread  and  deeper  varieties  need  penetrating  applications 
such  as  betanaphthol,  iodin  or  chrysarobin  in  the  same  strengths  as 
suggested  for  ringworm. 


DHOBIE  ITCH 

This  title  has  been  given  to  many  itching  cutaneous  affections  occur¬ 
ring  in  tropical  countries,  including  the  Philippine  Islands.  Although  it 
is  questionable  if  it  is  a  disease  per  se,  the  term  is  more  properly  used 
to  designate  an  itching  eruption  of  the  crotch,  axillae  and  feet  of  a  ring¬ 
worm  or  intertrigo-like  nature.  No  matter  what  the  degree  of  derma¬ 
titis,  there  is  usually  a  festooned,  irregular  border.  Itching  is  usually 
marked  and  hence  blebs,  boils,  abscesses  and  even  a  cellulitis  may  result 
from  secondary  bacterial  infection.  It  is  usually  a  disease  of  hot, 
moist  seasons,  and  will  subside  or  disappear  on  the  advent  of  cool 
weather  or  if  the  patient  returns  to  a  cold  climate.  Often  a  dry  scaly 
pigmentation  persists,  only  to  return  on  climatic  provocation. 

Etiology. — This  affection  is  variously  caused  by  the  trichophyton, 
microsporon  furfur,  microsporon  minutissimum  and  the  germ  of  Man- 
son’s  pemphigus  contagiosus.  It  is  even  probable  that  in  some  cases 
it  might  be  considered  a  dermatitis  seborrhoica  with  added  pus  in¬ 
fection. 

Prognosis  and  Treatment. — The  duration  of  this  disease  depends 
largely  upon  the  promptness  with  which  it  is  treated.  The  means  em¬ 
ployed  are  of  an  antiparasitic  nature  and  invariably  succeed  although  I 
have  seen  aggravated  forms  prove  most  stubborn.  Tincture  of  iodin, 
tincture  of  the  leaves  of  cassia  lata,  5  to  10  per  cent,  chrysarobin  oint¬ 
ment,  10  per  cent,  salicylic  acid  ointment,  10  per  cent,  epicarin  ointment, 
and  mercuric  chlorid  solution  (1:  1000),  have  all  been  recommended. 
Cases  treated  in  temperate  climates  need  less  severe  methods.  From  a 
personal  observation  of  nearly  one  hundred  cases  of  this  condition, 
mostly  occurring  in  former  soldiers,  sailors  or  residents  of  our  tropical 
possessions,  I  have  found  the  prescription  of  the  three  acids — salicylic, 
carbolic  and  tannic — as  suggested  under  the  treatment  of  tinea  cruris, 
most  efficacious.  Tonic  treatment  is  often  indicated  and  hospital  care  is 
invariably  the  best  for  long-standing  and  severe  cases  especially  if  sec¬ 
ondary  infection  is  pronounced. 

Prophylactic  treatment  embraces  disinfection  of  the  underwear,  thor¬ 
ough  cleanliness,  and  the  frequent  use  of  a  powder  of  equal  parts  of 
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zinc  oxid,  boric  acid  and  starch.  I  have  used  Arsenic,  Hepar  sulphur. 
Graphites,  Mezereum,  and  Sulphur  internally. 


PEDICULOSIS 

( Phthiriasis ;  Lousiness) 

Definition. — A  common  contagious,  animal  parasitic  disease  char¬ 
acterized  by  pediculi,  hemorrhagic  lesions  and  excoriations. 

Three  varieties  will  be  described  because,  although  the  parasites  be¬ 
long  to  the  same  family,  they  are  anatomically  different  and  each  has 


Fig.  79. 

Pediculus  capitis. 


Fig.  80. 

Pediculus  corporis. 


Fig.  81. 

Pediculus  pubis. 


(Dorsal  surface  of  female,  X  about  25;  diagrammatic,  after  Duhring.) 


its  special  habitat  and  habits.  They  are,  according  to  location:  pedicu¬ 
losis  capitis,  pediculosis  corporis,  and  pediculosis  pubis. 


PEDICULOSIS  CAPITIS 

(Head-lice ;  Head-lousiness ;  Phthiriasis  capitis) 

Head-lice  produce  no  direct  lesion,  but  the  itching  they  excite  causes 
such  extensive  excoriations  that  the  eruption  may  become  eczematous 
and  show  papules,  vesicles,  pustules,  furuncles  and  abscesses.  The  oc¬ 
cipital  region,  where  the  hair  is  thickest,  is  the  favorite  seat  and  there 
marked  crusting,  pustular  formations  are  found.  The  exudation  of 
serum  or  pus,  mingling  with  dust,  scales  and  crusts  may  mat  the  hair 
to  a  pronounced  degree  ( plica  polonica).  Pediculi  may  invade  any  or 
all  parts  of  the  hairy  scalp  but  never  go  beyond  its  limits,  although 
eczematous  lesions  may  be  found  outside  the  hair  border.  There  is 
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marked  adenitis  in  cases  of  long  duration  but  in  the  healthy  or  vigorous 
the  condition  may  be  so  near  normal  that  a  few  pediculi  cause  little 
disturbance  beyond  a  slight  itching.  In  some  cases  the  live  pediculi 
are  hard  to  find  but  the  ova  or  nits  will  be  found  as  pin-head-sized, 
pear-shaped,  whitish  or  grayish  bodies,  firmly  glued  to  one  side  of  the 
hair.  When  the  pediculi  are  few  in  number,  only  one  egg  may  be 
found  on  the  hair,  but  as  they  multiply  several  will  be  seen  at  intervals 

on  one  shaft.  The  lice  appear  as  small  grayish  bodies 
to  the  naked  eye  and  on  being  disturbed  move  with 
great  rapidity. 

Etiology  and  Pathology. — Uncleanliness,  fi> 
gether  with  habitual  lack  of  brushing  and  combing 
the  hair  predisposes  to  pediculosis  of  the  scalp,  which 
is  usually  conveyed  through  the  medium  of  infested 
hats,  caps,  combs,  pillows,  etc.  It  is  more  common 
in  the  poor  and  neglected,  in  children  than  adults, 
and  in  girls  than  in  boys.  This  disease  is  due  to  an 
invasion  of  the  scalp  by  the  pediculus  capitis ,  or  head- 
louse.  The  female  outranks  the  male  in  size  and  num¬ 
ber  and  is  very  prolific,  laying  upward  of  fifty  eggs 
which  hatch  out  in  one  week,  and  fully  develop  in  one 
week  more.  Hence  a  single  pregnant  female  un¬ 
molested  might  give  origin  to  a  family  of  five  thou¬ 
sand  in  eight  weeks. 

Diagnosis. — This  may  be  made  positive  by  dis¬ 
covery  of  the  pediculi  or  their  ova  but  any  itching 
pustular  eruption  of  the  occiput  is  suspicions. 

Treatment  is  causal  and  is  aimed  to  kill  the  pedi¬ 
culi,  devitalize  the  ova,  and  cure  the  resultant  der¬ 
matitis. 

In  young  children  it  is  well  to  cut  the  hair,  but  this 
is  not  necessary  with  older  children  or  with  women.  In  public  practice 
it  is  my  custom  to  saturate  the  scalp  for  two  or  three  nights  with  kero¬ 
sene  oil ;  the  patient  wearing  a  closely  fitting  cap,  and  care  being  taken 
not  to  allow  the  oil  to  run  down  and  irritate  the  adjacent  skin.  The  dan¬ 
ger  of  setting  on  fire  such  an  oil-soaked  head  should  be  remembered. 
Other  prescriptions  which  kill  the  pediculi  and  sterilize  the  nits  are  as  fol¬ 
lows:  ammoniated  mercury,  sulphur  or  betanaphthol,  from  20  to  60 
grains  to  the  ounce  of  petrolatum ;  balsam  Peru  1  ounce  to  4  each  of 
vaselin  and  olive  oil;  or  carbolic  acid  15  to  25  grains  to  the  ounce  of 
vaselin.  Creolin,  corrosive  sublimate  or  sulphur-naphthol  soaps  may  be 
used  in  the  daily  shampoo. 

In  the  case  of  adults  soap  and  water  or  tincture  of  green  soap  may 
be  used  as  a  shampoo  and  a  solution  substituted  for  the  ointment,  such 
as  fluid  extract  of  staphisagria,  crude  petroleum,  tincture  of  cocculus 
indicus  1  part  to  3  of  water,  or  mercuric  chlorid  1  or  2  grains  to  the 
ounce.  To  remove  the  dead  nits  ordinary  vinegar,  dilute  acetic  acid, 
or  1  per  cent,  potassium  hydroxid  solution  should  be  frequently  applied, 
together  with  fine  combing. 


Fig.  82. — Ova  at¬ 
tached  to  hair 
on  the  head 
(magnified)  (af¬ 
ter  Kaposi). 
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PEDICULOSIS  CORPORIS 

(. Pediculosis  vestimenti;  P hthiriasis  corporis;  Vagabond's  disease; 

Body-lice;  Clothes-lice ) 


These,  the  largest  of  the  three  varieties  of  pecliculi,  dwell  in  the 
folds  or  seams  of  the  clothes  most  constantly  in  contact  with  the  skin 


Fig.  83. — Pediculosis  corporis  of  long  duration,  showing  hemorrhagic  points,  linear 
excoriations,  pigmentations  and  scarring.  After  bathing  with  creolin  soap, 
the  dermatitis  was  cured  by  a  boric  acid  ointment. 


HYPEREMIAS  AND  INFLAMMATIONS 


Fig.  84. — Pediculosis  corporis  (vagabond’s  disease)  of  eleven  years’  duration  in  a 
tramp.  Pigmentations,  excoriations,  scars  and  eczematous  condition  marked. 
Readily  cured  by  sulphur  and  boric  acid  ointment. 

irritating  substance,  produces  a  wheal-like  lesion  around  a  hemorrhagic 
wound.  Intense  itching  leads  to  scratching  which  usually  causes  broad, 
deep,  bloody  and  linear  excoriations.  Pigmentation  is  apt  to  follow  and 
eventually  white  atrophic  lines  may  remain.  Itching  is  not  confined 
wholly  to  the  injured  spots  and  there  is  often  a  more  or  less  sympathetic 
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and  thus  are  found  in  the  garments  about  the  shoulders,  arms,  neck 
and  waist.  They  forage  on  the  skin  to  obtain  food  and  because  of  this 
habit  do  not  wander  far  and  are  often  limited  to  the  regions  above- 
mentioned.  The  injury  inflicted,  plus  the  possible  injection  of  some 
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eruption  of  miliary  papules,  scattered  about.  An  extreme  polymorphous 
array  of  lesions  will  be  found  in  long-standing  cases  and  pigmentations 
following  the  broad  blood  stains  of  the  surface  may  be  so  extensive  that 
they  resemble  Addison’s  disease ;  an  observation  that  I  have  verified  in 
a  number  of  cases. 

Etiology  and  Pathology. — The  pediculus  corporis  is  usually 
found  in  adults  and  poor  food,  cachexia,  senility,  and  uncleanliness  of 
any  sort  are  predisposing  factors  to  such  an  extent  that  vigorous  and 
cleanly  people  are  rarely  afflicted.  In  fact  habitual  changing  of  clothing 
and  bathing  will  usually  result  in  the  permanent  eviction  of  body  lice. 
Direct  or  indirect  transference  of  the  pecliculi  or  their  ova  from  one 
person  to  another  is  always  the  mode  of  infection.  The  color  of  this 
pediculus  is  a  dirty  white  with  blackish  sides.  The  female  is  the  larger 
and  more  active  and  lays  her  eggs  in  chain-like  order  in  the  seams  or 
folds  of  the  garments  near  the  skin. 

Diagnosis. — Minute  hemorrhagic  points,  wheals,  linear  excoriations 
and  pigmentations  in  the  localities  mentioned,  and  not  on  the  hands  and 
wrists,  plus  a  careful  search  to  reveal  the  existence  of  the  pediculus, 
will  afford  the  necessary  diagnostic  evidence.  The  offending  animal  is 
not  always  easy  to  find,  so,  in  examining  suspected  cases,  careful  search 
should  be  made  in  the  seams  and  bands  of  the  clothing  especially  about 
the  neck  as  the  patient  undresses.  In  other  words,  more  attention 
should  be  paid  to  the  clothing  than  to  tine  surface  of  the  skin.  Pruritus , 
urticaria,  scabies  and  eczema  must  be  borne  in  mind,  when  the  diagnosis 
is  in  doubt. 

Treatment. — The  disinfection  of  the  infested  clothing  or  bed  linen 
is  usually  an  important  detail.  This  may  be  boiled,  baked,  sterilized, 
fumigated  or  destroyed  if  expense  is  no  object.  A  thorough  hot  bath 
with  some  antiseptic  soap  such  as  boric  acid  or  creolin  may  be  followed 
by  the  application  of  carbolic  acid  or  thymol  lotions  to  relieve  the  itch¬ 
ing,  or  a  5  to  10  per  cent,  ammoniated  mercury  ointment  to  cure  the 
dermatitis.  If  the  proper  disinfection  and  bathing  cannot  be  done,  oint¬ 
ments  of  sulphur  or  betanaphthol,  30  to  60  grains  to  the  ounce,  may 
be  employed. 


PEDICULOSIS  PUBIS 

( Phthiriasis  pubis;  Crab-lice;  “Crabs") 

This  variety  of  pediculus  is  usually  found  on  the  hairy  surfaces  of 
the  pubic  region  but  may  be  transported  to  the  hairy  portions  of  the 
axilla,  beard,  eyebrows,  eyelids  or  lashes.  The  habits  of  this  species 
are  like  the  pediculus  capitis ;  it  is,  however,  less  active,  smaller  in  size, 
and  may  usually  be  found  with  its  head  buried  in  the  hair-follicle  or 
near  the  hair  root.  This  digging  excites  intense  itching  which  causes 
excoriations,  papules,  pustules  and  other  inflammatory  lesions.  The 
so-called  macula  cerulea  consist  of  bluish  or  brownish,  round  or  irregu¬ 
lar,  finger-nail-sized  pigmented  spots  and  are  more  distinct  in  light¬ 
skinned  people.  These  spots  are  supposed  to  be  due  to  infection  by 
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the  saliva  of  the  pecliculus  and  disappear  after  the  destruction  of  the 
parasite.  The  nits  are  similar  to  those  of  pecliculus  capitis  and  are 
found  glued  to  the  hairs  in  the  same  way. 

Etiology  and  Pathology. — This  form  is  almost  exclusively  ob¬ 
served  in  adults  and  is  usually  contracted  during  sexual  intercourse.  It 
may  be  communicated,  however,  through  the  medium  of  beds,  water 
closets,  etc.  It  is  as  common  in  private  practice  as  in  hospital  and 
public  work.  The  pecliculus  pubis  is  less  prolific  than  the  head-louse 
but  the  ova  hatch  out  and  mature  in  about  the  same  time. 

Diagnosis. — Persistent  or  pronounced  itching  of  the  genitalia  and 
the  presence  of  the  pediculi  and  ova  will  reveal  the  nature  of  the  disease. 

Treatment. — Lotions  are  to  be  preferred  to  ointments  as  a  rule  and 
there  are  two  important  “clonks”  to  be  observed.  The  hair  need  not 
be  cut  or  shaved  off,  as  it  exposes  the  parts  to  friction,  and  blue  (mer¬ 
curial)  ointment  should  not  be  applied,  because  the  resultant  dermatitis 
is  often  worse  than  the  disease.  Infusion  of  tobacco,  tincture  of  coc- 
culus  indicus,  or  mercuric  chloric!,  1  to  2  grains  to  an  ounce  of  cologne 
are  serviceable.  Betanaphthol,  1  dram  to  an  ounce  of  lard,  or  ammo- 
niated  mercury  in  the  same  strength,  may  be  preferred.  A  weak  citrine 
ointment  may  be  employed  when  the  eyelids  are  affected.  Solutions  of 
vinegar,  dilute  acetic  acid  or  borax  will  remove  the  nits. 

Such  remedies  as  Psorinum,  Staphisagria  and  Sulphur  may  be  indi¬ 
cated  to  improve  the  general  condition  of  any  case  of  persistent  or 
neglected  pediculosis. 


SCABIES 

{Itch) 

Definition.  A  common,  contagious,  animal  parasitic  disease,  clue 
to  the  burrowing  in  the  epidermis  of  the  female  acarus  scabiei,  charac¬ 
terized  by  itching  and  a  multiform  eruption. 

Symptoms. — The  burrowing  of  the  female  acarus  produces,  in  pro¬ 
portion  to  the  sensitiveness  of  the  individual  skin,  consecutive  lesions 
of  papules,  vesicles,  pustules,  wheals,  bullae  and  crusts  which  are  ag¬ 
gravated  by  excoriations  excited  by  unlimited  itching.  The  latter  is 
constant  but  invariably  worse  at  night,  when  the  warmth  of  the  bed 
stimulates  the  activity  of  the  parasite. 

The  pregnant  female  itch  mite  seeking  a  thin  and  fixed  part  of  the 
skin,  proceeds  to  force  her  head  between  the  cells  of  the  epidermis  and 
completely  buries  herself  within  half  an  hour.  She  deposits  an  egg, 
then  burrows  farther  on  in  an  irregular,  tortuous  or  rarely  straight 
line.  This  burrow  or  cuniculus  is  from  one-eighth  to  one-half  an  inch 
in  length  and  shows  on  the  surface  in  cleanly  persons  as  white  or  deli¬ 
cately  gray  dotted  lines  but  is  more  often  brownish  or  black  from  the 
entanglement  of  dirt.  The  burrow  contains  the  mother  mite,  which 
appears  as  a  small  white  or  gray  dot  and  eggs,  egg-shells,  larvae,  nymphse 
and  excrement.  Long  before  the  two  months’  period  in  which  the  de¬ 
posit  of  ova  is  completed,  the  earlier  eggs  have  hatched  out  (in  five  or 
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six  days)  and  the  new  acari  escape  on  to  the  surface,  where  the  sur¬ 
viving  females  become  impregnated  and  repeat  the  performance.  The 
male  acarus  roams  about  the  surface  and  has  no  share  in  the  cutaneous 
business,  except  that  of  impregnation. 

The  particular  seats  of  this  irritation  are  the  sides  of  the  fingers  and 
interdigital  folds,  flexor  surfaces  of  the  wrist  and  arm,  axillary  folds, 
umbilicus,  inner  sides  of  thighs  and  legs,  breasts,  penis,  and  the  toes 


Fig.  85. — Scabies  of  generalized  distribution,  showing  isolated  papulopustules  and 

excoriations.  Cured  by  sulphur  ointment. 


especially  in  infants.  Neglect  and  long  duration  will  tend  to  spread 
the  disease  until  massive  crusting  and  calloused  formations  develop 
(scabies  crustosa).  Among  the  lepers  in  Norway  such  a  condition  has 
been  called  “Norwegian  itch.” 

Etiology  and  Pathology. — Scabies  is  caused  by  the  impregnated 
acarus  or  sarcoptes  scabiei  depositing  her  eggs  between  the  cells  of  the 
epidermis,  but  uncleanliness,  intimate  and  prolonged  contact  of  one 
person  with  another,  as  between  mothers  and  nursing  infants,  or  two 
people  sleeping  in  one  bed,  are  predisposing  factors.  While  it  is  sel¬ 
dom  seen  in  the  cleanly  and  is  most  common  before  the  age  of  thirty, 
no  age,  station  or  sex  is  exempt.  It  is  doubtful  if  the  transference  is 
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occasioned  by  mere  transient  contact  such  as  shaking  hands,  but  being 
contagious  to  a  marked  degree,  its  contraction  is  possible  in  many  and 
varied  ways.  Scabies  is  one  of  the  most  common  diseases  of  the  skin, 
occurring  in  from  2  to  8  per  cent,  of  all  cutaneous  affections. 

The  habits  of  the  parasite  as  already  described  comprise  the  essen¬ 
tials  of  the  pathology  of  scabies  because  the  skin  manifestations  are  an 
artificial  dermatitis  therefrom.  The  mature  female  acarus  is  just  dis¬ 
cernible  with  the  unaided  eye  as  a  white,  roundish,  shining  body,  and  is 
half  again  as  large  as  the  male. 

Diagnosis. — The  pathognomonic  cuniculus  may  be  mistaken  for 
dark  lines  or  dots  of  dirt  upon  the  surface,  but  the  latter  may  be  wiped 
off  with  a  cloth,  while  the  former  will  not  be  affected.  Other  diagnostic 
points  are  the  distribution,  multiformity  of  the  eruption,  the  itching, 
worse  at  night,  and  often  a  history  of  contagion.  The  vesicles  and  pus- 


Fig.  86. 

Acarus  scabiei  (female). 


Fig.  87. 

Acarus  scabiei  (male). 


(Ventral  surface;  X  about  100;  diagrammatic  after  Duhring.) 


tides  of  eczema  seldom  remain  discrete  but  tend  to  group  and  do  not 
exhibit  the  same  localization  or  separate  excoriations  as  in  scabies. 
Pediculosis  corporis  will  show  excoriations  occurring  on  the  shoulders, 
chest  and  around  the  waist,  while  the  hands  are  free  and  the  accom¬ 
panying  itching  is  often  greater  during  the  day.  A  few  days’  anti- 
parasitic  treatment  will  cure  or  greatly  improve  scabies,  while  eczema , 
impetigo  contagiosa,  syphilis  or  other  confusing  diseases  will  not  be 
affected  and  may  even  be  aggravated. 

Prognosis  and  Treatment. — The  former  is  always  good,  no  mat¬ 
ter  how  long  the  duration  of  the  attack.  Causal  or  antiparasitic  local 
measures  are  always  indicated  and  it  is  a  mild  form  of  insanity  to  em¬ 
ploy  internal  medication  except  for  secondary  or  accidental  develop¬ 
ments.  Treatment  aims  to  kill  the  parasite  and  relieve  the  dermatitis. 
As  in  any  other  disease  the  individual  and  the  extent  and  course  of  the 
malady  must  be  considered  so  that  undue  irritation  will  not  ensue.  The 
first  step  is  to  remove  the  outer  layers  of  the  epidermis  and  to  thor- 
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oughly  cleanse  the  surface  by  a  hot  water  and  soap  bath  if  the  disease 
be  general,  or  if  it  is  local,  hot  water  and  soap  with  pumice  may  be  ap¬ 
plied.  Immediately  after  this  scrubbing  process,  some  antiparasitic 
proper  to  the  condition  of  the  skin,  the  age  and  circumstances  of  the 
patient  should  be  applied.  Sulphur  ointment,  /4  to  3  drams  to  the  ounce 
of  fresh  lard,  while  a  most  convenient  and  effective  application,  should 
not  be  used  impartially.  It  may  be  applied  for  two  or  three  days,  fol¬ 
lowed  by  a  hot  bath  and  a  change  to  fresh  clothing,  underwear  and 
bed  linen.  In  place  of  the  ointment,  sulphur  powder  may  be  rubbed  on 
the  skin  and  placed  between  the  sheets  of  the  bed  at  night.  There  are 


a  number  of  excellent 

combinations  with  and 

without  sulphur  which 

may  be  recommended: 

F  Sulphur,  sublimat., 

3iv-vj  ; 

15-24 

Bals.  Peruv., 

3iv ; 

15 

Adipis  benzoinat., 

Petrolati, 

aa  q.  s.  ad 

3iv 

120 

M. 

F  Betanaphthol, 

gr.  1; 

3 

3 

Adipis, 

•h’ss ; 

45 

01.  rosse, 

Pi; 

06  M. 

F  Styracis  liq., 

Bss ; 

15 

Adipis, 

q.  s.  ad 

Bij ; 

60 

M. 

Styrax  is  well  suited  to  cases  of  scabies  occurring  in  women  or  chil¬ 
dren  with  delicate  skins.  Carbolic  acid,  balsam  of  Tolu,  staphisagria, 
tar,  oils  of  cinnamon,  rosemary,  mint  and  cloves  and  petroleum  have 
been  used,  but  present  no  advantages,  unless  a  strong  odor  be  consid¬ 
ered  beneficial,  over  the  preparations  mentioned.  Few  American  pa¬ 
tients  need  the  heroic  treatment  used  for  quick  cure  of  scabies  in  France 
and  on  the  Continent.  Briefly,  this  consists  of  a  thorough  scrubbing 
with  green  soap  and  water  for  half  an  hour,  followed  by  an  hour’s  hot 
bath.  After  this  an  ointment  composed  of  sulphur  2  parts,  potass,  carb. 
1  part,  and  lard  12  parts,  is  thoroughly  rubbed  over  the  body.  The  pa¬ 
tient  resumes  his  clothing  without  removing  the  ointment,  and  one 
treatment  usually  suffices  for  a  cure.  Among  the  remedies  used  as  ad¬ 
juvants  are  Ars.,  Calc,  sulph.,  Merc.,  Psor.  and  Sulphur. 


OTHER  ANIMAL  PARASITES,  ATTACKING,  IRRITATING 

OR  PENETRATING  THE  SKIN 

This  group  is  numerous  and  only  the  relatively  important  ones  will 
be  considered.  It  is  unwise  because  of  the  comparative  rarity  of  many 
of  the  resultant  irritations  to  dignify  each  with  a  separate  name.  So 
under  the  title  of  the  offending  parasite  will  be  considered  the  eruption 
caused  by  it.  Broadly  speaking,  most  of  the  parasites  belong  to  the 
groups,  dermatozoa,  parasites  living  for  a  time  in  the  skin  of  which  the 
acari  are  the  commonest  type,  and  epizoa,  parasites  which  roam  on  the 
skin,  usually  to  obtain  nourishment,  of  which  the  pediculi  are  the  best 
known  examples. 
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EUPROCTIS  CRYSORRHEA 

The  brown-tailed  moth,  the  scourge  of  New  England  and  parts  of 
Canada,  has  been  known  on  this  continent  for  about  ten  years.  Besides 
destroying  fruit  trees  and  other  vegetation,  the  short  barbed  hairs  of 
the  moth,  cocoon,  and  caterpillar  are  responsible  for  a  multiform  erup¬ 
tion  ( brown-tail  moth  dermatitis )  in  the  human  species.  There  is  usu¬ 
ally  itching  followed  by  discrete  erythematous  macules  and  wheal-like 
swellings.  The  dermatitis  may  become  eczematous  and  last  from  a  few 
days  to  several  weeks.  It  may  be  limited  but  the  face,  neck,  arms  and 
the  upper  part  of  the  trunk  are  the  favorite  sites. 

Treatment  is  similar  to  that  prescribed  for  other  forms  of  derma¬ 
titis,  pruritus  and  eczema.  Carbolized  solutions  and  ointments  are  ex- 


Fig.  88.  Fig.  89. 

Euproctis  crysorrhea — brown-tail  moth.  Fig.  88  is  a  photograph  of  the 
female  of  the  species  while  Fig.  89  represents  the  male  which  is 
smaller  and  less  offensive. 


tensively  used.  Mercuric  chlorid  lotion  (1:1000  to  1:2000)  followed 
by  the  application  of  flexible  collodion  has  been  recommended.  In  the 
treatment  of  a  number  of  cases  in  1904,  I  found  ortho  form,  1  dram  to 
an  ounce  of  vaselin  or  simple  cerate  the  most  effective  external  appli¬ 
cation. 


PEDICULOIDES  VENTRICOSUS 

This  is  a  small  mite  sometimes  found  infesting  straw  and  grain  and 
may  cause  an  eruption  known  as  straw  or  grain  itch.  These  mites  do  not 
burrow  into  the  skin  except  for  the  purpose  of  nourishment,  possibly 
injecting  a  toxic  substance  at  the  same  time.  The  eruption  is  seen 
upon  the  trunk,  especially  on  the  upper  two-thirds,  on  the  upper  parts 
of  the  arms  and  on  the  neck.  It  is  discrete,  moderately  abundant,  with 
a  troublesome  itching.  It  consists  of  small  erythematous  papules  or 
papulovesicular  lesions,  occasionally  urticarial  or  varicelliform  in  char¬ 
acter.  This  condition  is  commonly  seen  during  the  warm  months  and 
while  all  ages  are  liable,  it  usually  occurs  in  those  who  handle  infected 
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grain  or  straw,  or  sleep  on  mattresses  containing  such  material. 
Diagnosis  may  be  established  by  the  abrupt  onset,  intense  itching, 
epidemic  occurrence,  distribution  and  uniformity  of  its  lesions,  and 
a  suggestive  history. 


Fig.  90. — Grain  itch  due  to  the  small  mite,  the  pediculoides  ventricosus.  Mod¬ 
erately  abundant,  discrete,  small  papules  comprise  the  eruption. 


Treatment  consists  in  the  use  of  weak  betanaphthol  or  sulphur  oint¬ 
ments,  or  carbolic  acid  in  ointment  or  lotion,  plus  the  prompt  removal 
of  the  cause.  The  condition  will  usually  subside  in  from  one  to  two 
weeks. 
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CIMEX  LECTULARIUS 

The  common  bedbug  only  visits  the  skin  to  feed.  It  injects  therein 
an  irritating  fluid  producing  an  immediate  flow  of  blood  which  it  pro¬ 
ceeds  to  suck.  The  eruption  is  an  inflammatory  papule  or  wheal  with 
a  central  hemorrhagic  puncture.  Scratching  may  cause  further  lesions. 
The  only  effective  treatment  is  the  destruction  of  the  parasite  or 
retreat  on  the  part  of  the  sufferer.  Alkaline  and  carbolic  acid  lotions, 
alcohol,  spirits  of  camphor  or  tincture  of  ledum  will  relieve  the  irritation. 


PULEX  IRRITANS 

The  common  flea  is  found  everywhere  but  especially  in  tropical  cli¬ 
mates.  Its  bite  causes  a  small  erythematous  spot  with  a  central  hemor¬ 
rhagic  point,  which  may  pass  through  the  gradations  of  color  as  observed 
in  purpura  simplex. 

Treatment. — The  wearing  of  bags  filled  with  gum-camphor  beneath 
the  clothing  or  the  use  of  bags  containing  pyrethrum  powder  pinned  to 
the  underwear,  have  been  recommended  as  efficient  prophylactic  meas¬ 
ures.  Lotions  of  carbolic  acid  or  thymol  will  relieve  the  irritation. 


IXODES 

Wood  ticks  of  several  species  occasionally  attack  man  to  secure 
blood.  A  urticarial  lesion  marks  the  site  of  the  attack  and  may  be 
itchy  or  painful.  If  found  on  the  skin  the  parasite  should  not  be 
forcibly  removed  but  should  be  induced  to  quit  by  the  application  of 
turpentin,  benzoin  or  tobacco  juice.  It  can  then  be  removed  safely  and  a 
dilute  solution  of  thymol  applied. 


DERMANYSSUS  AVIUM  ET  G ALLIN AE 

The  bird  or  fowl  mite  may  attack  the  human  skin  causing  thereon 
an  erythematous  or  papular  eruption.  Treatment  is  similar  to  that  used 
for  fleas. 


CULEX  SOLLICITANS,  CULEX  PIPIENS,  ETC. 

Mosquitoes  (culex  sollicitans,  culex  pipiens,  etc.),  gnats,  midges,  cer¬ 
tain  kinds  of  flies,  bees,  wasps,  spiders,  ants,  caterpillars,  etc.,  may  attack 
the  skin  from  various  motives.  Some  of  these  lesions  are  of  little  im¬ 
portance  and  subside  rapidly.  A  certain  amount  of  idiosyncrasy  in  the 
individual  may  account  for  persistent  or  secondary  eruptions.  The 
lesions  are  usually  erythematous  or  urticarial  with  a  central  punctum. 
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The  history  that  many  of  these  minor  parasites  have  revealed  in  the 
shape  of  their  activity  in  the  transmission  of  disease,  rather  than  in  any 
inherent  quality  that  they  possess  to  cause  a  morbid  condition,  makes 
their  consideration  most  interesting.  Treatment  consists  in  the  appli¬ 
cation  of  spirits  of  camphor,  baking  soda  solution,  weak  ammonia  water, 
or  two  per  cent,  menthol  solution.  Often  protection  from  the  parasite 
is  important  and  for  this  purpose  the  essential  oils  may  be  used. 

LEPTUS 

The  harvest  bug,  or  mower’s  mite,  is  a  minute  reddish  insect,  barely 
visible  to  the  naked  eye,  which  may  be  found  in  the  summer  and  autumn 
on  the  grass  and  bushes  and  when  accidentally  lodged  upon  the  skin 
of  persons  working  in  the  field  or  garden, 
may  burrow  its  head  in  a  follicle.  The  irri¬ 
tation  caused  thereby  may  be  erythematous, 
urticarial,  papular,  vesicular  or  pustular  and 
is  usually  located  on  the  skin  of  the  ankles, 
legs,  feet  and  arms.  The  insect  does  not 
long  survive  on  the  skin,  and  the  resulting 
eruption  will  quickly  subside  spontaneously, 
or  on  the  application  of  alcohol,  spirits  of 
camphor,  or  weak  ointments  of  sulphur  or 
balsam  of  Peru. 


PULEX  PENETRANS 

The  jigger,  chigger,  or  sand-flea,  usu¬ 
ally  found  in  tropical  or  warm  countries,  re¬ 
sembles  the  common  flea  except  that  it  has  a 
long  proboscis.  Only  the  impregnated  fe¬ 
male  does  the  damage.  She  burrows  into  the 
skin  producing  vesicles,  pustules,  nodules  and  even  abscesses,  ulceration 
and  adenitis.  Treatment  consists  in  the  early  removal  of  the  flea  with 
a  blunt  needle  or  probe  and  the  local  application  of  carbolized,  borated, 
or  alkaline  lotions.  Essential  oils  may  be  recommended  as  a  preventative. 


Fig.  91. — Leptus  (much 

magnified)  (after  Kii- 
chenmeister). 


DRACUNCULUS  MEDINENSIS 

{Filar ia  medinensis  ;  Guinea-worm) 

This  is  a  parasitic,  cylindric  nematode  worm  only  encountered  in 
tropical  countries.  The  matured  female  averages  about  25  inches  in 
length,  one-tenth  inch  in  thickness,  has  a  convex  head,  curved  and 
pointed  tail  and  presents  a  milky  color  The  migrations  of  this  worm, 
which  gives  no  trace  until  fully  developed,  may  be  extensive.  The  point 
where  it  seeks  exit  from  the  skin  will  present  a  cord-like  appearance. 
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The  first  visible  lesions  are  pea-sized  or  larger  vesicles,  pustules  or 
nodules,  attended  with  pain  and  swelling.  The  foot  is  the  common  seat 
of  exit.  The  study  of  this  worm  makes  it  almost  certain  that  the  larvae 
enter  the  human  body  through  the  drinking  water  after  they  have  de¬ 
veloped  from  embryos  in  the  body  of  a  minute  aquatic  animal  organism 
and,  being  swallowed  by  man  in  water,  they  escape  into  the  gastro¬ 
intestinal  tract  and  undergo  further  development  and  impregnation. 
Some,  including  all  the  males  are  expelled  in  the  feces,  while  the  sur¬ 
viving  females  migrate  as  mentioned  above.  No  possible  diagnosis  can 
be  made  until  the  worm  can  be  seen  or  felt,  although  its  endemic  char¬ 
acter  should  be  remembered. 

The  treatment  advised  by  Emily  appears  to  give  the  best  results. 
It  consists  in  the  injection  of  mercuric  chloric!  (i:  1000)  into  the  swell¬ 
ing  produced  by  the  worm  before  she  has  ruptured  the  skin.  The  worm 
having  been  killed  may  be  absorbed  or  removed  by  incision  or,  if  the 
head  has  already  appeared,  the  solution  is  injected  into  the  body  of  the 
worm. 


CYSTICERCUS  CELLULOSAE 

The  hydatids  of  taenia  solium  are  sometimes  found  in  pea-  to  wal¬ 
nut-sized  tumors  in  the  subcutaneous  tissue  and  covered  by  unchanged 
skin.  It  is  most  often  seen  in  countries  where  half  cooked  or  raw  pork 
is  commonly  eaten  containing  the  ova  of  taenia.  If  the  tumors  are 
punctured  a  clear  fluid  will  run  out  in  which  may  be  found  the 
pathognomonic  booklets.  The  cutaneous  lesions  are  of  importance  only 
in  relation  to  hydatids  of  some  interna)  organs.  A  microscopic  test  will 
'often  be  needed  to  diagnose  these  growths  from  gumma,  lipoma, 
epithelioma  and  sarcoma. 


DEMODEX  FOLLICULORUM 

This  worm-like,  minute  microscopic  parasite  was  discovered  by  Henle 
in  1841.  It  is  found  in  comedo-plugs,  sebaceous  glands  and  hair-follicles 


Fig.  92. — Demodex  folliculorum  (ventral  surface  X  450)  (after  Simon). 


in  cases  of  acne  and  seborrhea  oleosa,  as  well  as  in  normal  cases.  Pig¬ 
mentation  of  the  skin  has  been  reported  as  traceable  to  this  parasite.  It 
may  be  successfully  treated  by  repeated  soft  soap  washings. 
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OESTRUS 

The  larvae  or  ova  of  the  gadfly  and  botfly  may  be  deposited  in  ex¬ 
posed  parts  of  the  skin  in  a  puncture  made  by  the  adult  insect  and  may 
give  rise  to  furuncle-like  tumors  followed  by  suppuration,  during 
which  the  worm  can  be  pressed  out  or  extracted.  This  manifestation  is 
fairly  common  in  Central  and  South  America.  A  condition  met  with 
occasionally  in  this  country  but  more  commonly  in  southern  Russia 
known  as  larva  mi  grans  or  creeping  eruption,  may  be  considered  as  due 
to  the  larvae  of  the  botfly. 

Treatment  of  this  formation  is  by  free  incision  and  pressure  fol¬ 
lowed  by  applications  of  an  antiseptic  to  the  wound.  In  migrating  or 
serpiginous  forms,  the  larvae  may  be  secured  by  excising  or  cauterizing 
the  area  around  or  beyond  the  spreading  lesion.  The  cataphoretic  ap¬ 
plication  of  mercuric  chlorid,  2  grains  to  the  ounce,  has  been  recom¬ 
mended. 


CRAW-CRAW 

This  is  a  condition  observed  chief!}'  upon  the  west  coast  of  Africa 
in  which  both  nematodes  and  filaria  have  been  found.  It  resembles 
scabies  in  attacking  the  fingers  and  forearms  and  presents  itching  vesi¬ 
cles,  papules  and  pustules.  Excoriations  and  crusting  result  from  scratch¬ 
ing,  but  the  typical  burrows,  distribution  and  history  of  scabies  are  ab¬ 
sent.  Treatment  involves  cleanliness  and  the  use  of  parasiticides  but 
the  disease  is  often  persistent  and  rebellious. 


ECHINOCOCCUS 

The  larvae  of  this  tinea  have  been  found  in  the  human  skin  as  en¬ 
capsulated  soft  tumors  and  vesicles  which  produce  a  sensation  of  tension 
and  undergo  a  fatty  or  calcareous  degeneration  after  the  death  of  the 
parasite.  Extirpation  is  the  only  treatment. 


DISTOMA  HEPATICUM 

The  embryos  of  the  large  liver-fluke  have  given  rise  to  encapsulated 
tumor-like  formations  in  the  subcutaneous  tissues  of  human  beings  in 
three  reported  instances.  The  distoma  must  be  found  to  establish  a 
positive  diagnosis. 


UNCINARIA  DUODENALIS 

This  intestinal  parasite  and  similar  varieties  belonging  to  the  nema¬ 
tode  family,  Strongylidse,  are  principally  interesting  as  the  cause  of  the 
so-called  hookworm  disease.  It  was  formerly  thought  that  its  larvae 
found  entrance  through  the  mouth  in  food  or  water,  but  it  is  now  known 
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that  a  common  form  of  entrance  is  by  means  of  the  skin  of  the  feet  and 
legs.  Here  erythematous,  papular,  vesicular  or  bullous  eruptions  may 
be  found.  It  is  intensely  itchy  and  is  often  first  noticed  between  the 
toes.  Clean  linen,  mild  antiseptic  or  antiparasitic  ointments  or  lotions 
are  indicated  for  the  skin  lesions.  Prophylaxis  is  a  most  important  item 
of  treatment. 


TRYPANOSOMA  GAMBIENSE 

This  and  similar  minute  flagellate  parasites  which  invade  the  body 
by  means  of  an  insect  (the  common  fly,  Glossina  palpalis,  or  the  tsetse 
fly)  acting  as  host,  cause  a  disease  known  as  trypanosomiasis  or  in  its 
advanced  stages  “sleeping  sickness The  puncture  made  by  the  insect 
referred  to,  may  cause  a  deep  red  furunculoid  swelling,  followed  by  pig¬ 
mentation.  As  the  constitutional  symptoms  become  more  pronounced, 
so  the  cutaneous  aspect  changes  and  new  lesions  appear.  Prophylaxis, 
protection  against  the  insects,  is  the  most  important  point  in  treatment. 
Locally  antiseptic  and  antiparasitic  lotions  may  be  used.  Arsenic  is 
the  mainstay  of  internal  medication. 


CLASS  II.- HEMORRHAGES 


PURPURA 

Definition.-  -A  non-traumatic  extravasation  of  blood  into  the  skin, 
which  does  not  disappear  on  pressure. 

While  purpura  is  not  a  distinct  disease  but  rather  a  symptom  of 
many  diseases,  like  pruritus,  it  merits  separate  consideration.  Hemor¬ 
rhages  in  the  skin  according  to  size  take  the  form  of  ( i )  petechise,  which 
are  pin-point  to  finger  nail  in  size,  non-elevated  macules;  (2)  vibices, 
similar  lesions  occurring  in  streaks  or  lines;  (3)  ecchymoses,  large  non¬ 
elevated,  round  or  irregular  shaped  lesions;  (4)  ecchymomata  (hemato- 
mata)  which  are  still  larger  in  size,  appearing  as  pronounced  elevations 
or  tumor-like  effusions;  (5)  papules  ( lichen  lividus )  when  the  effusion 
is  at  the  mouth  of  a  hair-follicle.  Hematidrosis  or  blood  sweat  will  be 
considered  under  diseases  of  the  sweat-glands.  The  generally  accepted 
division  of  purpura  of  mild,  moderate  and  severe  grades  into  purpura 
simplex,  purpura  rheumatica  and  purpura  hemorrhagica  is  retained  for 
the  sake  of  simplicity. 

Symptoms. — The  characteristics  of  most  purpuric  lesions  are  their 
sudden  appearance,  unchanging  size  (except  by  fresh  hemorrhage),  the 
non-disappearance  of  color  on  pressure,  and  the  presence  of  bruise-like 
spots  which  progressively  change  in  color  from  the  early  bright  red  or 
purplish  red  to  the  later  blue,  green,  brown,  yellow  and  yellowish-white 
tints. 

Purpura  simplex  is  the  usual  clinical  type,  often  preceded  by  mod¬ 
erate  systemic  disturbances  with  few  if  any  subjective  sensations.  The 
lesions  are  pin-head-  to  pea-sized,  round  or  oval,  bright  or  dark  red 
macules.  Appearing  suddenly,  they  are  circumscribed,  smooth,  non¬ 
elevated  and  symmetrically  distributed  and  are  frequently  limited  to 
the  legs  but  may  appear  anywhere.  Fresh  lesions  appear  in  crops  so 
that  an  attack  may  last  from  two  to  four  weeks,  each  crop  passing 
through  the  gradations  of  color  before  mentioned. 

Purpura  rheumatica  ( peliosis  rheumatica;  Schonlein's  disease)  is 
frequently  described  as  a  separate  inflammatory  disease,  but  its  lesions 
and  etiology  are  so  similar  that  it  seems  best  to  discuss  it  here.  It  is 
always  introduced  by  fever,  malaise,  insomnia  and  rheumatic  pains  in 
the  legs,  especially  in  the  joints  of  the  knees  and  feet  which  are  fre¬ 
quently  swollen  and  tender.  The  eruption  consists  of  slightly  raised 
well  defined  papules  and  macules,  split-pea  to  finger-nail  in  size.  The 
favorite  sites  are  the  knees,  calves,  ankles,  wrists,  elbows,  and  least  of 
all,  the  trunk.  The  pains  generally  subside  at  the  development  of  the 
eruption,  but  it  may  be  otherwise.  While  a  bright  red  at  inception,  the 
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lesions  soon  change  in  color  as  in  other  purpuras  and  disappear  by 
absorption  in  ten  to  fifteen  days.  The  whole  disease  process  may  last 
a  few  weeks  or  persist  with  relapses  for  several  months.  There  have 
been  many  cases  reported  that  were  closely  allied  to  visceral,  arthritic, 
and  gastrointestinal  conditions  and  these  complications  must  constantly 
be  borne  in  mind.  In  fact  cutaneous,  arthritic  and  gastrointestinal 
symptoms  are  evident  in  most  cases,  but  usually  one  group  is  pre-emi¬ 
nent.  The  close  relation  of  some  cases  of  this  disease  to  erythema  mul¬ 
tiforme  is  clearly  marked. 

Purpura  hemorrhagica  ( land  scurvy;  morbus  maculosus  Werl- 
hoffii )  may  follow  the  simple  form,  from  which  it  differs  chiefly  in 


Fig.  93. — Purpura  simplex,  limited  to  both  legs  and  thighs.  Cured 

with  Phosphorus  6x. 

degree  or  may  appear  without  antecedent  symptoms.  It  is  usually  pre¬ 
ceded  by  rheumatoid  leg  pains,  lassitude,  debility,  headache  and  fever. 
The  hemorrhagic  patches  come  out  suddenly  in  considerable  numbers, 
appearing  first  on  the  lower  extremities  and  contiguous  parts  of  the 
trunk,  but  later  the  entire  surface  may  be  invaded  by  new  crops.  Hem¬ 
orrhages  take  place  into  the  inner  structures  or  cavities  of  organs  and 
bleeding  may  occur  from  the  mouth,  nose,  throat,  stomach,  intestines, 
bladder,  etc.  The  duration  of  an  attack  is  seldom  more  than  two  or 
three  weeks.  Death  intervenes  from  rapid  exhaustion.  The  size,  shape 
and  color  of  the  hemorrhagic  lesions  are  not  uniform,  these  features 
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depending  largely  upon  the  location,  duration  and  general  condition. 

There  are  a  number  of  minor  purpuric  conditions  which  need  men¬ 
tion.  Hemophilia  ( bleeder's  disease )  is  characterized  by  free  and  per¬ 
sistent  bleeding  from  slight  traumatisms  and  is  often  hereditary. 

Hematomata  ( blood  tumors)  vary  in  size,  consistency  and  shape. 
They  may  be  superficial  or  deep  seated.  All  but  one  of  my  own  cases 
occurred  in  infants  or  children  suffering  from  infantile  scurvy  ( Barlow's 
disease) . 

Purpura  scorbutica  ( scurvy )  occurs  principally  in  those  long  de¬ 
prived  of  proper  food  such  as  fruit  and  fresh  vegetables  and  from  poor 
hygienic  surroundings  and  lack  of  exercise.  Systemic  depression,  swell¬ 
ing  of  the  joints,  variable  fever,  with  petechise,  ecchymoses  and  ecchy- 
momata  are  the  main  symptoms. 

Purpura  papulosa  is  occasionally  seen  in  the  form  of  small,  project¬ 
ing  lesions  at  or  about  the  hair-follicles  usually  on  the  legs  of  aged, 
scrofulous  or  cachectic  individuals. 

Purpura  medicamentosa  results  from  some  idiosyncrasy  to  a  drug  or 
drugs  and  will  be  found  outlined  under  dermatitis  medicamentosa. 

Etiology  and  Pathology. — The  tendency  to  purpura  may  be 
hereditary  as  in  cases  of  hemophilia  but  it  is  more  often  acquired  through 
influences  which  change  the  quality  of  the  blood,  interfere  with  the  in¬ 
tegrity  of  the  blood-vessels,  or  produce  temporary  derangement  of  the 
vasomotor  nerves.  It  is  common  in  both  sexes  and  at  all  ages,  although 
the  usual  limits  are  between  ten  and  forty  years.  The  hemorrhagic 
effusion  apparently  may  be  caused  by  many  and  various  factors  such  as 
certain  drugs,  notably  the  snake  poisons,  bromids,  iodids,  salicylates  and 
chloral.  It  has  been  noted  in  the  course  of,  or  following,  malaria,  sep¬ 
ticemia,  scorbutus,  variola,  typhus,  pyemia,  syphilis,  influenza,  rheuma¬ 
tism,  nephritis,  or  functional  and  organic  nervous  disorders.  While 
microorganisms  have  been  discovered  and  may  be  causative  in  grave 
cases,  there  is  much  diversity  of  opinion  concerning  the  findings.  Osier 
regards  erythema  multiforme,  urticaria,  angioneurotic  edema  and  pur¬ 
pura  as  expressions  of  faulty  metabolism.  In  fact,  the  causative  features 
might  be  divided  for  study  into  vasomotor,  toxic,  and  infectious  groups. 
Whatever  the  toxic  or  pathogenic  factor  acting  primarily  on  the  nerve 
centers,  the  peripheral  nerves,  the  blood  itself  or  the  blood-vessels,  there 
is  a  deposit  of  blood  or  blood  coloring  matter  in  the  true  skin.  It  may 
be  a  simple  transudation  of  blood  coloring  matter  or  blood  itself  from 
the  rupture  of  a  small  blood  vessel  or  by  diapedesis. 

Diagnosis. — Contusions  are  distinguished  by  their  location  on  ex¬ 
posed  parts,  their  non-occurrence  in  crops,  and  the  history  of  an  acci¬ 
dent.  Erythema  multiforme  presents  inflamed  lesions  which  disappear 
on  pressure.  Scurvy  will  give  a  history  of  deprivation  of  vegetable 
food  and  fruits  and  is  accompanied  by  softening  and  sponginess  of  the 
gums,  while  the  hemorrhagic  lesions  usually  found  about  the  ankles 
show  a  tendency  to  swelling  and  ulceration.  Flea  bites  may  become 
slightly  purpuric  but  do  not  appear  in  crops  and  a  central  punctum  is 
usually  seen  surrounded  by  an  erythematous  halo.  Drug  eruptions  may 
be  eliminated  by  inquiry  as  to  their  use. 
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Prognosis  and  Treatment. — The  outlook  is  good  for  purpura  sim¬ 
plex  and  for  most  cases  of  the  rheumatic  type,  but  it  is  impossible  to 
determine  the  evolution  of  an  attack.  An  internal  hemorrhage  or  pur¬ 
pura  in  the  new  born,  in  the  old  and  feeble,  or  during  pregnancy  will 
commonly  lessen  the  chances  of  recovery.  The  outcome  of  purpura 
hemorrhagica  is  less  favorable. 

Treatment  will  depend  upon  the  possible  etiological  factors,  hence 
improved  nutrition  by  diet,  fresh  air,  sunlight  and  other  physiological 
means  is  often  indicated.  The  chief  treatment  in  scorbutic  states  is  the 
special  improvement  of  diet.  Rest  in  bed  should  be  insisted  upon  except 
in  very  mild  cases  while  in  the  severe  forms,  bed  treatment  is  essential 
after  the  hemorrhages  have  ceased.  Local  applications  of  astringents 
or  ice,  together  with  supporting  bandages  upon  the  dependent  parts  are 
advisable  if  the  case  is  severe.  Of  all  the  specific  internal  medication 
such  as  the  tincture  of  the  muriate  of  iron,  ergot,  oil  of  turpentin,  silver 
nitrate  (Yq  grain  t.  i.  d.),  calcium  chloric!  (15  to  30  grains  t.  i.  cl.), 
and  adrenalin  chloric!  (1:  1000),  only  the  last  in  full  dosage  commends 
itself  to  us.  Potentized  remedies  are  very  valuable  and  usually  all  suffi¬ 
cient ;  see  Arn.,  Ars.,  Berb.,  Bry.,  Carbo  veg.,  China,  Chlor.,  Coca, 
Copaiva,  Crotak,  Kali  iocl.,  Lach.,  Nat.  mur.,  Phos.,  Rhus  tox.,  Secale, 
Sulph.  acid,  Terebinth.,  and  Yipera. 
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LENTIGO 

( Freckles ;  Ephelides) 

Definition  . — Pin-heacl-  to  pea-sized,  multiple,  circumscribed,  macular 
pigmentations,  usually  on  the  face  and  hands. 

Symptoms. — Freckles  may  be  round,  oval  or  irregular.  They  are 
usually  symmetrical  and  often  limited  to  parts  of  the  skin  exposed  to 
sunlight  such  as  the  face,  neck,  back  of  hands  and  forearms.  Yellow, 
brown  or  black  in  color,  they  may  be  few  or  many.  Usually  they  may 
make  their  first  appearance  suddenly  or  slowly  in  summer  and  disappear 
partially  or  wholly  with  the  advent  of  winter.  Pigmentations  which  are 
uninfluenced  by  the  seasons  and  occur  on  the  covered  as  well  as  on  the 
uncovered  parts  are  called  “ cold  freckles Lentigo  may  be  primary  or 
secondary  to  other  changes  in  the  skin  such  as  occur  in  xeroderma  pig¬ 
mentosum,  atrophy  and  senile  eczema. 

Etiology  and  Pathology. — Freckles  while  rarely  congenital,  are 
nearly  always  acquired  during  adolescence,  but  occasionally  they  appear 
as  early  as  the  fifth  year.  Individuals  of  blond  complexion,  especially 
those  with  red  hair,  are  most  subject.  The  condition  is  caused  by  ex¬ 
posure  to  solar  rays  of  heat  and  light  or  to  warm  moist  conditions  of 
the  air.  They  can  be  produced  by  the  arc  light  or  the  X-rays  while 
symptomatic  forms  can  be  traced  to  errors  in  nutrition.  The  pathology 
embraces  the. excessive  deposit  of  pigment  in  circumscribed  areas  of  the 
mucous  layer  of  the  epidermis. 

Diagnosis  of  lentigo  may  be  determined  by  the  appearance  of  the 
macules  between  the  fifth  and  twenty-fifth  years,  their  location,  aggra¬ 
vation  in  summer  and  relief  in  winter  and  their  occurrence  in  multiple 
circumscribed  spots. 

Prognosis  and  Treatment. — Recurrences  may  be  expected  even 
after  freckles  have  been  removed.  If  any  form  of  relief  is  necessary, 
it  must  be  directed  toward  the  removal  of  the  epidermal  cells  containing 
the  pigment.  The  most  efficient  remedy  is  mercuric  chlorid  ^  to  4 
grains  to  the  ounce  of  water,  or  alcohol  and  water,  applied  two  or  three 
times  daily  on  absorbent  cotton.  The  following  lotion  may  be  used: 
mercuric  chlorid  4  to  6  grains,  tincture  of  benzoin  two  drams,  zinc  sul¬ 
phate  20  to  40  grains  and  equal  parts  of  alcohol  and  water  enough  to 
make  four  ounces.  Hydrogen  peroxid,  full  strength  or  weaker  or  lactic 
acid  well  diluted,  may  prove  satisfactory.  If  an  ointment  is  preferred 
the  following  may  prove  effective: 
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I*  Acidi  salicylici,  gr.  xxx ;  2 

Hydrarg.  ammoniat.,  gr.  xl;  2  4 

Ungt.  zinci  oxidi, 

Lanolin.,  aa  3iv;  15  M. 

Or  25  per  cent,  salicylic  acid  with  10  per  cent,  resorcin  in  plaster  may 
be  used.  If  freckles  are  persistent  even  in  the  cold  months,  the  use  of 
solidified  carbon  dioxid  affords  the  easiest  relief.  To  avoid  freckles, 
protecting  veils  and  large  hats  should  be  worn  in  the  summer  months. 
Internal  medication  is  seldom  indicated  except  for  associated  non- 
cutaneous  symptoms. 


CHLOASMA 

( Liver  spots;  Moth  patches) 

Definition.-  -A  single  or  multiple,  circumscribed  or  diffuse,  yellow¬ 
ish,  brown  or  blackish  pigmentation  of  the  skin. 

Symptoms  and  Etiology. — Circumscribed  patches  are  well  defined, 
while  the  diffuse  are  less  so,  but  both  may  vary  greatly  in  shape,  size 


Fig.  94. — Chloasma  of  four  years’  duration.  Light-brown  pigmentation  noted  on 
the  hands,  arms,  face,  neck  and  thighs.  Cured  with  Cimicifuga  3x  and  the 
external  application  of  hydrogen  peroxid  after  a  year’s  persistent  use. 

and  color.  They  are  usually  yellowish-brown  or  fawn  colored,  but  may 
be  a  dark  brown  or  black  ( melanoderma ;  melasma).  The  face  is  the 
common  location  for  the  circumscribed  variety  while  the  axilke,  geni- 


CHLOASMA 
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tals,  nipples  and  other  relatively  deeply  colored  parts  of  the  skin  are 
most  affected  in  the  general  form.  There  are  no  subjective  sensations. 

There  are  two  varieties:  the  idiopathic  form  due  to  external  causes 
such  as  local  irritants,  long  continued  friction  or  pressure,  excoriations, 
unusually  repeated  or  prolonged  heat  or  cold  ( chloasma  caloricum)  or 
the  X-rays ;  and  the  symptomatic,  due  to  internal  causes  including  pig¬ 
mentations  associated  with  diseases  of  the  spleen,  liver,  suprarenal  cap- 


Fig.  95. — Chloasmatic  pigmentation  of  Addison’s  disease,  presenting  a  generalized 
bronzing  of  the  skin.  Secondary  lenkodermic  areas  were  prominent  on  the 
chest  and  upper  back. 


Fig.  96. — Rear  view  of  Fig.  95. 
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sides,  uterus  and  ovaries,  or  from  pregnancy,  Addison’s  disease,  tuber¬ 
culosis,  malaria,  exophthalmic  goitre,  cancer,  hepatic  cirrhosis,  etc.  In 
these  symptomatic  types,  extensive  and  excessive  color  changes  are  the 
rule.  Pigmentation  may  be  incidental  to  or  follow  the  lesions  of  syphilis, 
leprosy,  lichen  planus,  senile  atrophy,  pigmented  fibroma,  psoriasis,  lichen 
ruber,  scleroderma,  xeroderma  pigmentosum,  urticaria  pigmentosa,  and 
persistent  hyperemia  or  erythema  in  dependent  locations  such  as  may  be 
noted  after  a  varicose  eczema  of  the  legs.  Chloasma  uterinum ■,  a  com¬ 
mon  type,  is  usually  seen  during  pregnancy  although  it  may  be  observed 
in  relation  to  diseases  of  the  uterus  and  the  ovaries.  The  yellowish- 
brown  lesions  of  this  condition  are  usually  located  on  the  forehead,  eye¬ 
lids  and  cheeks.  While  many  cases  fail  to  show  a  distinct  etiological 
factor,  a  general  causative  agent  such  as  chronic  constipation  or  indiges¬ 
tion,  anemia  and  chlorosis,  neurasthenia  and  other  nervous  disorders, 
may  be  found.  Sex  has  a  decided  influence  because  this  condition  is 
rare  in  males. 

Pathology. — The  morbid  process  is  an  accentuation  or  increase  of 
the  normal  pigment  which  is  found  in  the  mucous  layer  of  the  epider¬ 
mis.  The  sympathetic  nervous  system  no  doubt  plays  a  large  part  in 
the  pathological  process  because  many  cases  of  chloasma  are  related  to 
some  disease  of  the  abdominal  organs  and  the  pigment  function  is  ap¬ 
parently  controlled  by  the  nervous  system. 

Diagnosis. — Erythemas,  due  to  congestion  or  inflammation,  disap¬ 
pear  on  pressure  and  have  a  red  color.  Tinea  versicolor  and  crythrasma 
are  fungus  disorders  in  typical  locations  with  fine  desquamation,  demon¬ 
strable  by  the  microscope.  Accidental  or  voluntary  stains  of  the  skin 
and  discolorations  from  chromidrosis  can  be  removed  by  soap  and  water 
or  some  suitable  chemical.  Leucoderma  will  show  an  apparent  increase 
of  pigment  at  the  border  but  the  total  or  partial  absence  of  normal  pig¬ 
ment  will  be  found  in  some  part  of  the  patch. 

Prognosis  should  be  guarded  because  it  depends  upon  some  knowl¬ 
edge  of  the  cause  and  its  possible  removal.  Local  applications  often  have 
only  a  temporary  effect. 

Treatment. — Causal  measures  are  to  be  instituted  where  etiological 
factors  can  be  discovered.  Thus  the  treatment  of  the  symptomatic  form 
is  usually  the  treatment  of  the  causal  disease.  The  idiopathic  variety 
will  often  disappear  of  itself  if  the  local  causative  factor  be  removed. 
The  dermatologist  is  . usually  called  upon  to  relieve  the  cosmetic  blemish. 
Hence  women  are  the  most  frequent  patients;  men  seldom  care.  Exter¬ 
nally  the  treatment  is  for  the  same  purpose  as  in  freckles  and  a  host  of 
prescriptions  have  been  recommended.  Among  the  best  are  the  fol¬ 
lowing: 


It  Hyclrarg.  ammon., 

Bismuth,  subnit., 

Adipis, 

T  Bismuth,  chlor.  precip., 

Barium  sulphid., 

Cerati  simpl., 

Glycerini, 

M.  Sig. — Use  externally  once  daily 


3i; 

4 

Sj ; 

30 1 

3j; 

41 

3iv; 

15| 

3jss ; 

61 

or  less  frequently. 
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M. 


Hvdrarg.  chlor.  corrosiv., 

gr.  vj  ; 

24 

Tinct.  benzoin,  comp., 

3jss ; 

6 

Emuls.  amygdal.  amar., 

Siij ; 

90 

Sig. — Apply  night  and 

morning. 

(Dub  ring.) 

Hvdrarg.  amnion., 

3i ; 

4 

Sodse  biborat., 

3i ; 

4 

Ol.  rostnarin., 

Hx; 

6 

Ung.  simpl., 

Bj; 

30 

M 

When  the  skin  becomes  red  and  begins  to  scale,  the  above  prescrip¬ 
tions  should  be  discontinued  and  a  miid  salicylic  acid  ointment  applied. 
To  hide  the  redness  of  the  surface  during  the  day,  a  powder  of  equal 
parts  of  magnesium  carbonate  and  talcum  may  be  employed. 

Probably  mercuric  chlorid  is  the  most  reliable  remedy.  It  may  be 
applied  by  cataphoresis,  a  Vio  per  cent,  solution  being  employed,  or  it 
may  be  prescribed  in  the  proportion  of  from  2  to  4  grains  to  the  ounce 
of  either  cologne,  tincture  of  benzoin,  Tolu  balsam  or  dilute  alcohol. 
Lactic  acid  from  20  per  cent,  to  full  strength,  citric  acid  5  Per  cent, 
aqueous  solution,  or  hydrogen  peroxid  may  be  applied,  followed  by 
salicylic  acid,  25  per  cent,  in  ointment  or  collodion.  Electrolysis  has 
been  used  extensively  but  should  never  be  employed  when  it  is  possible 
to  use  solidified  carbon  dioxid.  The  depth  of  pressure  and  duration  of 
he  latter  application  depends  upon  the  location  and  extent  of  the 
chloasma.  All  methods  for  the  removal  of  pigment  must  be  carefully 
applied  lest  the  opposite  effect  is  produced  by  causing  inflammation. 
Cadmium  sulph.,  Cal.  phos.,  Lycop.,  Phos.,  Nat.  ars.,  Nit.  acid,  Sepia 
and  Sulphur  have  been  prescribed  with  success. 
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Some  discolorations  of  the  skin  are  due  to  the  introduction  of  col¬ 
oring  substances  from  without  or  from  other  organs,  thus  the  bile  in 
icterus  ( jaundice )  can  color  the  skin  almost  any  shade  of  yellow.  Ar¬ 
senic  is  well  known,  after  excessive  or  prolonged  dosage,  for  its  diffuse, 
brownish  pigmentation,  and  toxic  gases,  picric  acid,  chrysarobin  and 
other  preparations  cause  temporary  staining. 

Argyria  is  a  form  of  a  discoloration  from  the  prolonged  adminis¬ 
tration  of  silver  salts  internally,  especially  silver  nitrate,  or  in  workers 
in  silver  from  the  penetration  of  the  epidermis  by  minute  particles  of 
the  metal.  A  similar  condition  to  the  latter  has  been  noted  in  workers 
in  antimony ,  lead  and  other  metals,  as  is  shown  by  the  accompanying 
illustration.  The  typical  color  of  argyria  is  a  bluish-gray  or  slate. 
While  the  deposits  may  not  affect  the  general  health  a  change  of  occu¬ 
pation  will  always  benefit.  Potassium  iodid  and  mercurial  vapor-baths 
have  given  more  or  less  satisfaction  in  the  treatment. 

Tattoo  marks  represent  permanent  discolorations  of  the  corium 
caused  by  the  mechanical  introduction  of  carbon,  cinnabar,  carmin  or 
indigo.  The  process  is  known  as  tattooing  and  it  is  needless  to  describe 
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the  artful  and  fanciful  decorations  which  ensue.  They  only  interest  the 
dermatologist  because  of  his  efforts  to  remove  them.  Electrolysis  may 
succeed  with  the  smaller  spots  but  the  cutaneous  trephine  is  the  most 


Fig.  97. — So-called  trade  eruption,  due  to  many  years’  handling  of  antimony  and 
lead.  Similar  to  argyria  in  appearance  and  history.  The  lesions  are  deep- 
seated,  brownish-black,  non-inflammatory  macules. 

reliable  agent.  Excision,  if  scarring  is  no  objection,  can  be  used  al¬ 
though  secondary  skin  grafting  may  be  necessary.  Powder  marks  or 
stains  are  of  like  appearance  and  nature  and  when  superficial,  solidified 
carbon  dioxid  will  remove  them  as  it  will  superficial  tattooing.  In  re- 
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cent  years  varying  success  has  been  reported  in  the  removal  of  both 
these  conditions  by  tattooing  in,  after  first  rendering  the  surface  aseptic, 


Fig.  98. — Cutaneous  punch  or  trephine  (three-fourths  actual  size). 

the  glycerol  of  papoid.  Caroid  has  been  used  as  a  solvent  in  the  same 
manner. 


NEVUS  PIGMENTOSUS 

{Mole;  Pigmentary  mole) 

Definition. — A  circumscribed  pigmentation  of  the  skin,  usually  con¬ 
genital,  with  or  without  hypertrophy  of  other  cutaneous  structures. 

Symptoms. — Moles  are  subdivided  according  to  the  prominence  of 
one  or  more  features  into  several  groups,  but  in  general  they  may  be 
said  to  be  varied  in  size,  smooth  or  rough,  elevated  or  non-elevated  and 
yellowish-brown  or  black  in  color.  They  may  be  single  or  multiple  and 
are  more  often  found  on  the  face,  scalp  and  neck,  less  frequently  on  the 


Fig.  99. — Nevus  unius  lateris,  showing  warty  lesions  in  lines  or  streaks. 

trunk  and  extremities.  Most  moles  are  congenital  or  appear  shortly  after 
birth  but  identical  lesions  have  developed  in  later  life.  According  to 
the  predominance  of  one  or  more  features,  moles  are  described  in  the 
following  manner: 

Nevus  spilus  is  a  simple  smooth,  flat,  pigmented  spot,  pea-  to  bean¬ 
sized  or  much  larger  and  devoid  of  hair. 

Nevus  pilosus  is  similar  to  the  above  except  that  it  shows  an  abnor¬ 
mal  growth  of  hair,  usually  coarse  and  of  unusual  length.  The  hairs 
may  be  light  or  dark  in  color  and  few  or  many  in  number. 

Nevus  verrucosus  presents  an  irregular,  finely  corrugated  or  warty 
surface ;  the  marked  hypertrophy  of  the  papillae  causing  the  furrowed 
and  uneven  appearance. 
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Nevus  lipomatodes  exhibits  excessive  fat  and  connective  tissue  hyper¬ 
trophy,  hence  is  elevated  with  a  smooth  and  soft,  irregular  and  warty 
or  rarely  a  furrowed  appearance.  This  type  sometimes  involves  an 
extensive  area  and  may  show  hair  growth. 


Fig.  100. — Nevus  pilosus,  appearing  as  an  upward  extension  of  the  right  eyebrow. 
All  normal  and  abnormal  hair  growth  is  black,  stiff  and  coarse.  The  lesions 
of  lentigo  (freckles)  are  plainly  noted  on  the  face. 


Fig.  101. — Showing  the  cure  of  the  nevus  and  attendant  hair  growth  by  three 

applications  of  solidified  carbon  dioxid. 

Nevus  linearis  is  a  hard  warty  variety  which  develops  in  lines, 
streaks  or  bands,  frequently  following  the  course  of  nerves.  If  not 
congenital  it  usually  develops  during  youth.  When  unilateral  it  is 
called  nevus  nnius  lateris. 
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Etiology  and  Pathology. — The  former  is  obscure.  Both  sexes  are 
afflicted.  Hairy  moles  are  usually  congenital  while  the  non-hairy  may 
be  acquired.  There  is  probably  a  trophoneurotic  influence  present  in 
all  cases.  Anatomically  they  are  of  two  types ;  the  first  with  an  in- 


Fig.  102.- — -Nevus  pigmentosus,  congenital  and  of  extensive  distribution.  This 
case  combines  the  features  of  nevus  lipomatodes  and  nevus  verrucosus.  The 
lesions  on  the  left  shoulder  have  been  partially  removed  by  solidified  carbon 
dioxid. 

creased  pigment  deposit  in  the  rete  and  in  the  corium ;  the  second  having 
besides  the  above  a  hypertrophy  of  papillae,  glands,  vessels  and  follicles. 

Prognosis  and  Treatment. — These  growths  are  permanent  and  for 
the  most  part  benign.  Occasionally  they  increase  in  size  and  may 
become,  from  irritation,  the  starting  point  of  malignant  degenerations. 
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While  these  growths  have  been  removed  by  excision,  electrolysis,  caus¬ 
tics,  Unna’s  microburner,  phototherapy  and  the  X-rays,  the  best  results 
may  be  expected  from  solidified  carbon  dioxid,  especially  if  other  agents 
are  used  as  adjuvants.  Hairs  present  in  these  growths  should  first  be 
removed  by  electrolysis  or  the  X-rays  and  then  refrigeration  applied. 
Liquid  air  is  more  difficult  to  obtain  and  preserve  and  presents  no 
advantages  over  the  solid  article.  If  the  moles  are  numerous  and  very 
small,  I  invariably  prefer  mild  fulguration.  When  moles  show  a  tend¬ 
ency  to  multiply  an  indicated  remedy  may  be  given;  see  Cal.  carb., 
Condurango,  Fluor,  acid,  Lyc.,  Nit.  acid  and  Petroleum. 


CALLOSITAS 

(Callosity ;  Callus;  Tyloma ;  Tylosis) 

Definition. — Hard,  horny,  thickened  patches  occurring  usually  on 
the  hands  or  feet,  due  to  intermittent  friction  or  pressure. 

Symptoms. — This  condition  is  usually  found  on  the  palms,  soles, 
fingers  or  toes.  The  lesions  are  grayish,  yellowish  or  black  in  color, 
slightly  elevated,  tough  or  horny  in  consistency  and  more  or  less  cir¬ 
cumscribed  or  round.  Inflammation  is  usually  absent  although  pain 
may  be  experienced  upon  the  soles,  particularly  if  the  shoe  soles  be  thin. 

Etiology  and  Pathology. — Friction  or  pressure,  usually  intermit¬ 
tent,  from  tight  or  badly  fitting  shoes  or  from  the  use  of  some  hard 
implement,  produces  callus ;  when  constant  it  usually  results  in  atrophy 
or  ulceration.  Ordinary  callosities  which  are  the  result  of  labor  may 
last  indefinitely  without  discomfort  or  injury.  Hypertrophy  of  the 
horny  layer  of  the  epidermis  is  the  constant  pathological  finding. 

Treatment  of  callus  is  purely  mechanical,  if  necessary  at  all,  and 
consists  in  thinning  with  a  file,  rubbing  down  with  pumice  stone,  or 
paring  with  a  knife  after  previously  softening  in  hot  water.  A  10  to 
25  per  cent,  salicylic  acid  plaster  may  be  applied  for  a  few  days,  after 
which  the  horny  substance  may  be  peeled  off.  Nitrate  of  silver  in  stick 
form  can  be  applied  after  the  hard  skin  has  been  shaved.  Repeated 
freezings  with  solidified  carbon  dioxid,  using  deep  pressure  for  one 
minute,  will  remove  these  formations.  The  removal  of  the  cause,  if 
possible,  is  the  best  preventive.  Ant.  crud.  has  a  marked  effect  upon 
the  tendency  to  callus  formation. 


CLAVUS 

(Corn) 

Definition. — A  small,  circumscribed,  deep-seated,  conic,  horny 
growth  or  callosity,  usually  situated  about  the  toes. 

Symptoms. — This  growth  differs  from  a  callosity  in  forming  a 
small  rounded  tumor  instead  of  diffuse  thickening.  It  occurs  almost 
exclusively  upon  the  toes.  When  upon  the  outer  surface  it  is  hard, 
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dry  and  horny  and  is  known  as  a  hard  corn.  When  between  the  toes 
the  thickened  epidermis  becomes  macerated,  forming  a  white  pulpy 
swelling,  called  soft  corn.  These  formations  may  be  single  or  multiple, 
pea-sized  or  larger  and  are  apt  to  be  painful  from  the  pressure  of  the 
central  core  upon  the  sensitive  papillae  or  from  weather  changes.  On 
the  soles  of  the  feet  corns  may  become  very  painful  and  interfere  with 
locomotion. 

Etiology  and  Pathology. — The  cause  of  clavus  is  intermittent  or 
continuous  pressure  and  friction,  usually  from  tight  or  ill-fitting  shoes. 
Pathologically,  closely  packed  epidermal  cells  are  found  arranged  in 
concentric  layers.  Hypertrophy  of  the  horny  layer  is  a  constant  feature 
as  in  callositas. 

Treatment  has  for  its  object  the  removal  of  the  cause,  and  the  wear¬ 
ing  of  properly  fitting  shoes.  Many  corns  will  disappear  spontaneously 
after  this  sensible  procedure.  Removal  of  the  hypertrophic,  horny  tissue 
may  be  accomplished  by  carefully  paring  off  the  horny  substance  after 
it  has  been  softened  with  soap  and  hot  water.  A  25  per  cent,  salicylic 
acid  or  10  per  cent,  resorcin  plaster  placed  repeatedly  over  the  corn, 
will  often  suffice,  or  the  following  solution  (Hebra)  applied  twice 
daily  for  three  or  four  days  may  be  used : 


R  Ac.  salicylic., 

Ext.  cannabis  ind., 
Alcoholis, 

Etheris, 

Collodion  flexib., 


gr.  xv  ; 
gr.  viij 
Rxv ; 
Rxl; 
TTtlxxv ; 


1! 

15 

1! 

2 1 6 

4]  5  M 


Soft  corns  should  be  well  soaked,  followed  by  applications  of  silver 
nitrate  or  acetic  acid.  During  this  treatment  soft  felt  or  wool  should 
be  worn  between  the  toes  during  the  day.  Corn  plasters  with  an  open 
center  will  afford  temporary  relief  from  a  painful  corn  as  they  shift 
the  pressure  from  the  growth.  Corns  of  any  variety  may  be  treated 
with  solidified  carbon  dioxid  using  a  sharply  pointed  crayon  with  firm 
pressure  for  one  minute.  Corns  should  not  be  treated  so  as  to  excite 
inflammation  which  is  quite  a  common  result  of  unscientific  home  treat¬ 
ment.  In  a  few  cases  indicated  remedies  are  needed;  such  as  Ant.  crud., 
Cal.  carb.,  Nat.  mur„  and  Sulphur. 


CORNU  CUTANEUM 

( Cornu  h'umanum;  Cutaneous  horn ) 

Definition. — A  rare,  circumscribed,  horny  excrescence  of  variable 
size  and  shape. 

Symptoms. — These  growths  are  usually  single,  although  they  may 
be  multiple  and  are  most  frequently  found  on  the  scalp,  face  and  male 
genitalia.  They  average  about  an  inch  in  length,  although  they  may 
measure  as  much  as  twelve  inches.  Usually  of  curved  shape  and  of 
hard  substance  like  the  horns  of  the  lower  animals,  their  surface  is 
tough,  hard,  dry,  wrinkled  transversely  and  striated  longitudinally.  In 
color  they  may  be  greenish-yellow,  brown  or  black.  Having  grown  to 
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a  certain  size  they  are  apt  to  drop  off,  leaving  an  eroded  surface  from 
which  a  new  horn  is  likely  to  grow.  It  is  from  this  eroded  surface 
that  epitheliomas  may  develop  according  to  Lebert  in  about  twelve 
per  cent,  of  all  cases. 

Etiology  and  Pathology. — Although  cutaneous  horns  have  been 
noted  in  infancy,  most  cases  occur  after  middle  life.  They  originate 
from  senile  warts,  ruptured  sebaceous  cysts,  scars  (especially  those  of 
burns),  and  the  distorted  hypertrophy  of  toe  nails  in  bed-ridden  pa¬ 
tients.  These  growths  are  composed  of  densely  laminated  cornified  cells 
which  are  arranged  in  concentric  columns. 

Prognosis  and  Treatment, — Cutaneous  horns  are  easily  destroyed. 
Apart  from  possible  cancerous  degeneration,  they  have  no  effect  upon 
the  general  health.  However,  they  should  be  removed  in  a  thorough 
manner.  This  may  be  done  by  softening  with  hot  alkaline  solutions 
and  cutting  or  paring  them  down  to  the  base  which  should  be  thoroughly 
excised  or  destroyed  by  high-frequency  sparking,  mild  fulguration  or 
solidified  carbon  dioxid. 


ACANTHOSIS  NIGRICANS 

Pollitzer  and  Janovsky  have  described  a  condition  characterized  by 
more  or  less  generalized,  pigmented  and  warty  growths.  About  forty 
of  these  cases  have  been  reported  in  which  there  was  a  strong  resem¬ 
blance  to  ichthyosis,  verruca  or  nevus  pigmentosus.  The  face,  neck, 
abdomen,  back  of  hands  and  the  flexures  are  the  seats  of  the  yellowish- 
brown  or  blackish  discoloration.  As  these  regions  become  thickened, 
the  natural  furrows  are  exaggerated  and  discrete  or  closely  aggregated 
warty  growths  appear.  The  mucous  membrane  of  the  mouth  may 
become  involved,  in  which  case  the  tissues  present  a  papillomatous 
aspect. 

Etiology  and  Pathology. — This  is  a  condition  of  adult  life,  rather 
more  common  in  women  than  in  men  and  depends  to  a  marked  degree 
on  carcinoma  of  the  abdominal  viscera. 

Prognosis  and  Treatment. — A  fatal  termination  may  be  expected 
in  most  cases.  Treatment  is  unsatisfactory.  Locally  such  measures  as 
are  noted  for  nevus  pigmentosus  may  be  used  if  feasible.  Suprarenal 
extract  has  been  administered,  and  Thuja  and  Aurum  mur.  present 
similar  symptoms. 


VERRUCA 

(Wart) 

Definition. — A  small,  circumscribed,  epidermal  and  papillary  eleva¬ 
tion  of  the  skin. 

Symptoms. — Various  forms  of  warts  are  described  according  to 
their  shapes  and  the  predominance  of  their  characteristics. 

Verruca  vulgaris  or  common  wart  is  usually  seen  upon  the  hands 
especially  of  children.  It  is  typically  pea-sized,  rounded,  rough  or 
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smooth,  broad  at  the  base,  slightly  elevated,  and  pink,  yellow,  gray  or 
brown  in  color.  It  may  be  single  or  multiple.  A  peculiar  variety  of 
verruca  vulgaris  is  seen  in  young  women  and  in  laborers  as  a  dense 
growth  about  the  margin  of  the  nail  fold.  Plantar  warts  ( verruca 
plantaris)  are  not  uncommon  and  may  be  painful  and  troublesome. 

Verruca  plana  refers  to  flat,  smooth  warts.  These  are  pin-head  to 
finger-nail  in  size,  slightly  elevated,  and  of  a  brown  or  black  color. 
They  are  often  seen  in  large  numbers  upon  the  neck,  arms  and  shoul- 


Fig.  103. — Verruca  acuminata,  situated  above  the  anus  between  the  lips  of  the 
buttocks.  A  reddish,  projecting,  vegetating  mass  with  an  offensive  odor  and 
foul  secretion. 

ders  of  old  people  ( verruca  senilis)  in  conjunction  with  other  senile 
changes  in  the  skin.  Usually  multiple,  they  often  attain  a  large  size. 
When  these  flat  warts  occur  upon  the  face,  particularly  in  the  young, 
they  may  multiply  rapidly  ( verruca  plana  juvenilis) . 

Verruca  filiformis  is  a  slender  sessile  growth,  single  or  multiple, 
often  seen  upon  the  neck,  shoulders,  face  and  eyelids  of  adults.  Their 
average  size  is  an  eighth  of  an  inch.  Rarely  they  may  be  congenital. 

Verruca  digitata  is  commonly  observed  upon  the  scalp  and  is  char¬ 
acterized  by  clefts  or  digital  divisions  of  the  growth  nearly  or  quite 
down  to  its  base.  The  size  varies  from  a  pea  to  a  dime. 

Verruca  acuminata  ( condyloma  acuminata ;  venereal  mart;  fig  wart) 
bears  little  resemblance  to  the  other  forms.  It  occurs  about  the  muco¬ 
cutaneous  surfaces,  genitals,  anus  and  mouth,  and  is  a  fleshy,  elevated, 
sessile  or  pedunculated,  pinkish  Or  reddish  growth.  It  is  usually  mul¬ 
tiple  and  often  bathed  in  an  offensive,  purulent  secretion.  These  growths 
bleed  easily  and  grow  rapidly,  frequently  attaining  the  size  of  an  egg. 
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If  upon  the  face  they  may  appear  hard  and  roughened  like  an  ordinary 
wart. 

Verruca  necrogenica  ( anatomical  tubercle;  postmortem  wart),  is  a 
contagious  form  usually  occurring  on  the  hands,  probably  due  to  a 
tuberculous  infection  (cp  v.). 

Etiology  and  Pathology. — Children  and  young  adults  are  more 
commonly  affected.  Most  warts  are  due  to  microorganisms,  and  are 
feebly  autoinoculable  and  contagious.  However  senile  warts  are  due  to 
nutritional  changes  in  the  skin  incident  to  old  age,  while  venereal  warts 
are  caused  by  contact  with  a  local  irritating  secretion  which  may  contain 
a  causal  germ.  The  initial  factor  in  the  formation  of  a  wart  is  a  local 
irritant,  probably  microbic.  Anatomically  there  is  a  hypertrophy  of 
the  stratum  corneum  and  of  the  papillae  of  the  corium.  A  vascular 
loop  is  found  in  the  center  of  each  wart,  which  accounts  for  its  ready 
bleeding.  In  the  venereal  type  there  is  marked  connective  tissue  and 
vascular  hypertrophy  as  compared  with  the  horny  hyperplasia. 

Prognosis  and  Treatment. — While  warts  are  innocent  growths,  it 
is  often  necessary  to  remove  them  for  cosmetic  reasons,  and  rather 
more  imperative  in  the  senile  type  because  of  possible  epitheliomatous 
changes.  Ancient  and  widespread  superstitions  concerning  warts  have 
given  rise  to  internal  and  external  treatments  based  largely  on  psychic 
suggestion.  It  is  not  my  purpose  to  discuss  these  fictions. 

Simple  warts  may  be  removed  by  caustics,  excision,  electrolysis, 
X-raying,  refrigeration  or  fulguration.  Ordinary  caustics  such  as  car¬ 
bolic,  nitric,  sulphuric  and  trichloracetic  acids,  caustic  potash,  or  chro¬ 
mium  trioxid,  may  be  repeatedly  but  carefully  painted  on  warty  lesions 
but  the  surrounding  tissues  should  be  protected  by  wax  or  vaselin  to 
prevent  the  caustic  from  spreading.  If  the  surface  is  hard  and  horny, 
gentle  paring  with  sand  paper  or  file  may  be  used  previous  to  the  appli¬ 
cation  of  one  of  the  following:  saturated  solution  of  salicylic  acid  in 
alcohol,  or  io  to  30  per  cent,  of  the  same  in  collodion;  liquor  carbonis 
detergens,  full  strength  or  diluted  equally  with  alcohol ;  lactic  acid ; 
formalin ;  zinc  chlorid ;  or  sodium  ethylate.  Pedunculated  warts  may 
be  strangulated  by  tying  a  piece  of  fine  silk  or  horse  hair  about  the 
base.  When  the  growth  is  separated  caustics  may  be  applied.  Filiform, 
digitate  and  pedunculated  growths  may  be  cut  off  with  curved  scissors, 
after  which  the  base  should  be  touched  with  carbolic  or  nitric  acid  or 
powdered  tannin.  The  galvanocautery  may  be  used  if  the  pedunculated 
warts  are  large  because  they  are  apt  to  bleed  freely.  Acuminate  or 
venereal  warts  should  be  kept  clean,  dry  and  dusted  with  a  powder  of 
2  per  cent,  salicylic  acid  in  a  boric  acid  base.  It  may  be  necessary  to 
occasionally  brush  them  with  a  solution  of  persulphate  of  iron  or  careful 
applications  of  acetic,  nitric  or  chromic  acid.  Warts  upon  the  soles 
of  the  feet  may  be  treated  with  a  25  per  cent,  salicylic  acid  plaster. 
Seborrheic  or  senile  warts  may  be  treated  with  a  5  to  20  per  cent, 
plaster  of  resorcin,  betanaphthol  or  salicylic  acid,  but  I  prefer  Hebra’s 
prescription  given  in  the  treatment  of  corns,  preceded  or  followed 
by  high-frequency  sparking. 

In  selected  cases  satisfactory  results  may  be  accomplished  by  the 
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application  of  the  carbon  or  glass-pointed  electrode  of  the  high-fre¬ 
quency  currents.  The  X-rays  in  full  doses,  radium  and  concentrated 
solar  rays  have  proven  beneficial.  Individual  warts  of  fair  size  can 
be  easily  and  cosmetically  removed  by  solidified  carbon  dioxicl,  20  to 
100  seconds  application  with  firm  pressure.  If  operative  measures  are 
necessary,  surgical  excision  or  the  Paquelin  cautery  may  be  used  but 
scarring  must  be  expected.  There  are  many  reasons  for  believing  that 
an  internal  remedy  prescribed  on  the  totality  of  symptoms  will  benefit. 
One  of  the  following  may  be  tried:  Ant.  crud.,  Baryta  carb.,  B.  iod., 
Cal.  carb.,  Carbo  animal.,  Caust.,  Kali  mur.,  Lycop.,  Nat.  mur.,  Nat. 
sulph.,  Phos.,  P.  acid,  Psor.,  Sepia,  Sul.,  Thuja. 


ICHTHYOSIS 

( Fish-skin  disease;  Xeroderma) 

Definition. — A  chronic,  congenital,  hypertrophic  disease  character¬ 
ized  by  extreme  dryness,  roughness,  scaling  and  a  variable  amount  of 
papillary  growth. 

Symptoms. — This  disease  or  deformity  is  commonly  considered  in 
two  types,  ichthyosis  simplex  and  ichthyosis  hystrix.  The  first  is  milder 
and  more  generalized  while  the  second  is  localized  and  pronounced. 

Ichthyosis  simplex  is  the  common  form.  The  terms  xeroderma  and 
xerosis  are  applied  to  the  mildest  development  in  which  the  skin  is  dry, 
dirty,  furfuraceous  and  harsh  to  the  touch.  The  lesions  are  commonly 
found  on  the  extensor  surfaces  of  the  extremities,  trunk  and  buttocks. 
Besides  adherent  scales  which  are  slightly  curled  at  the  edges,  causing 
a  mild  exaggeration  of  the  natural  lines  of  the  skin  and  contributing 
to  its  thickened  appearance,  there  are  found  numerous  scaly  papules 
( keratosis  pilaris)  which  add  greatly  to  the  rough  feel  of  the  skin.  If 
the  change  in  the  skin  becomes  more  marked,  the  same  extensor  aspects 
are  affected  but  the  scales  are  large,  angular,  papery  and  corrugated. 
They  vary  in  color  from  a  pearly  or  dirty  white  to  a  greenish  or  blackish 
hue  and  are  firmly  adherent  with  detached  shining  edges,  which  mark 
the  interspaces  between  the  scales  and  give  to  the  surface  a  tesselate 
pavement-like  appearance  resembling  the  skin  of  a  fish.  In  all  types 
of  ichthyosis  simplex  the  scaling  is  apt  to  be  marked  on  the  anterior 
and  extensor  surfaces  of  the  legs  from  the  thigh  to  the  ankle  while 
the  palms  and  soles  may  show  little  beyond  a  hardening  of  the  epidermis 
and  an  obliteration  of  the  smaller  lines.  The  flexures  show  the  least 
change.  On  the  head  the  hair  is  lusterless  and  dry  with  more  or  less 
branny  scaling  and  while  the  skin  of  the  face  is  less  scaly,  it  is  often 
red,  fissured  and  eczematous.  Itching  and  burning  may  be  felt  especially 
when  the  skin  is  uncovered,  but  unless  eczematous  complications  de¬ 
velop  these  symptoms  are  mild. 

Ichthyosis  hystrix  is  rare  and  may  coexist  with  the  milder  mani¬ 
festations  of  the  disease  or  may  occur  independently.  It  is  rarely 
generalized  or  symmetrical,  usually  affecting  a  limited  area  such  as  the 
arms,  neck,  axilhe,  umbilicus,  etc.  The  lesions  are  reddish-brown,  green- 
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ish  or  blackish  in  color,  varying  in  size  from  a  horny  pin-head  with  only 
a  slight  projection  to  larger,  warty,  striated,  horny  masses  extending 
half  an  inch  or  more  above  the  surface.  When  the  horny  covering  is 
forcibly  pulled  off,  bleeding  points  and  hypertrophied  papillae  are  seen. 
On  the  palms  and  soles  or  other  exposed  parts,  these  forms  may  cause 
much  inconvenience  and  pain.  In  association  with  "this  affection  lack 
of  oral  development  and  other  mental  defects  have  been  known.  Ich- 


Fig.  104. — Ichthyosis  simplex,  showing  the  exaggeration  of  the  natural  lines  and 
scaliness  of  the  extensor  and  outer  surfaces  of  the  lower  trunk,  buttocks  and 
thigh.  Petroleum  6x  internally  and  olive  oil  externally  caused  a  marked  im¬ 
provement. 

thyosis  hystrix  may  be  present  at  birth  b^t  usually  like  the  other  forms, 
it  appears  some  weeks  or  months  later. 

A  number  of  papillary  growths,  such  as  so-called  ichthyosis  lingua, 
are  now  known  to  be  nevi  and  papillomata.  The  term  ichthyosis  con¬ 
genita  ( harlequin  fetus )  is  employed  to  designate  cases  which  are  born 
ichthyotic  in  distinction  to  those  which  develop  later.  The  skin  in  these 
cases  presents  a  cracked  parchment-like  appearance  and  the  babies  are 
usually  still-born  or  die  soon  after.  While  acquired  ichthyosis  beginning 
after  infancy  is  rare,  there  have  been  certain  typical  cases  observed  that 
cannot  be  placed  in  any  other  category. 
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It  may  be  said  in  general  that  the  state  of  all  ichthyotic  skin  is  worse 
in  cold  weather,  while  the  disease  may  nearly  disappear  in  the  warm 
season ;  however,  it  never  quite  departs.  Unless  cured  in  infancy  or 
childhood  it  is  sure  to  become  worse  and  may  even  pass  into  the  more 
severe  forms  and  become  essentially  chronic.  The  fully  developed 
cases  seldom  show  sensible  sweat  on  the  surfaces  involved,  but  the 


Fig.  105. — Ichthyosis  hystrix  of  an 
extensive  and  aggravated  form  in 
a  boy  of  twelve. 


Fig.  106. — Rear  view  of  Fig.  105, 
showing  that  no  portion  of  the 
surface  is  exempt. 


290 


HYPERTROPHIES 


flexures,  axillae,  palms,  and  soles  of  the  feet  become  moist  in  warm 
weather  or  during  exertion.  In  middle  life  there  is  no  apparent  sweat 
or  oil  provided,  yet  the  scales  are  often  greasy  and  the  surfaces  may  be 
sweaty  as  described  in  the  regions  noted  above. 

Etiology  and  Pathology. — Ichthyosis  is  an  inherited  deformity 
rather  than  a  disease,  nearly  all  cases  beginning  in  early  infancy;  very 
few  being  noted  at  birth.  Besides  its  congenital  origin  there  is  little 
to  be  said,  except  that  some  cases  show  a  direct,  interrupted  or  lateral 
heredity.  The  sexes  are  about  equally  affected  and  the  disease  has  been 


Fig.  107. — Ichthyosis  hystrix,  showing  pronounced  warty  elevations  on  the  wrists 

and  dorsal  surfaces  of  the  hands. 


observed  in  nearly  all  climates  and  countries.  No  doubt  there  is  a 
defect  in  the  development  and  nutrition  of  the  skin  which  involves  the 
oil  and  sweat-glands.  The  rarer  acquired  cases  and  some  of  the  hystrix 
variety,  apparently  located  on  the  line  of  nerve  distribution,  may  have 
a  neurotic  origin. 

The  pathological  change  is  essentially  a  hypertrophy  of  the  epidermis 
and  the  papillary  layer  of  the  corium  producing  a  hyperkeratosis.  How¬ 
ever,  the  rete  is  often  thinned  and  the  papillary  hypertrophy  is  often 
more  apparent  than  real,  the  elevations  being  due  to  a  dipping  down  of 
the  horny  layer  with  the  resulting  compression  and  elongation  of  the 
papillae  which  eventually  atrophy.  Only  slight  evidences  of  an  inflam¬ 
matory  process  are  found  in  the  cutis.  In  well-marked  cases  of  the 
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hystrix  variety  the  papillae  are  enormously  elongated  with  supraimposed 
cones  or  caps  of  dense,  horny  epithelium. 

Diagnosis. — Chronic  papulosquamous  eczema  will  show  an  origin 
long  after  infancy  with  the  presence  of  papules,  scales  and  excoriations 
often  on  flexor  surfaces.  Prurigo ,  which  may  begin  in  infancy,  has 
a  typical  history  which  proves  that  its  infiltrated  roughness  and  lesions 
are  due  to  mechanical  irritation  of  the  surface  from  scratching.  Xero¬ 
derma  pigmentosum  is  always  most  marked  on  the  exposed  parts  of 
the  skin  as  the  face,  neck  and  hands. 

Prognosis  and  Treatment. — While  a  cure  cannot  be  promised, 
nearly  all  cases  can  be  made  more  comfortable  and  enabled  to  live  in  good 
general  health  to  an  ordinary  age. 

The  objects  of  treatment  are  cleanliness,  which  embraces  the  re¬ 
moval  of  the  scales,  and  mechanical  protection  which  consists  in  keep¬ 
ing  the  skin  soft.  Frequent  or  daily  baths  are  necessary  and  may  be 
of  warm  or  hot  water  to  which  a  small  amount  of  salt,  sodium  bicar¬ 
bonate  (6  ounces  to  a  bath)  or  bran  has  been  added.  Usually  soap  is 
contraindicated,  although  it  may  be  used  if  the  scales  are  oily.  Radiant- 
heat  and  vapor  baths  are  preferable  if  they  can  be  obtained.  After  a 
bath  the  skin  should  be  oiled  with  some  simple  fat,  the  choice  of  which 
will  depend  largely  upon  the  financial  means  of  the  patient.  Lanolin 
and  sweet  oil  (one  to  six),  plain  or  benzoated  lard,  olive,  sweet  almond 
or  cod-liver  oil  and  mutton  tallow  may  serve  the  purpose.  If  the  whole 
skin  is  involved,  these  daily  anointings  require  some  expenditure  of 
time,  but  the  reward  in  comfort  and  improvement  is  ample  compensation 
to  most  patients.  When  the  means  of  a  patient  permit,  a  journey  in  the 
cold  season  to  a  warmer  climate  is  generally  beneficial  or  if  possible 
change  of  permanent  residence  to  a  climate  conducive  to  the  comfort 
of  the  skin.  Warm  weather  and  moist  atmospheres  are  the  most 
suitable. 

In  the  hystrix  variety,  steam,  hot-air,  alkaline  and  sulphur  baths, 
together  with  salicylic  acid  ointment  or  plaster  in  10  to  25  per  cent, 
strength,  may  be  needed  to  remove  the  scales.  Annoying  projections 
may  be  removed  by  simple  excision,  by  the  Paquelin  cautery  or  bv 
solidified  carbon  dioxid.  Intercurrent  diseases  of  the  skin  such  as 
eczema  should  be  treated  on  indications  furnished  by  the  whole  patho¬ 
genesis.  Any  general  or  local  disease  or  condition  should  receive  atten¬ 
tion  as  far  as  practicable  by  physiological  and  pathogenic  methods. 
Among  possible  internal  remedies,  the  following  are  suggested:  Alu¬ 
mina,  Cal.  fluor.,  Nat.  mur.,  Pet.,  Sepia,  and  Thuja. 


KERATOSIS  PALMARIS  ET  PLANTARIS 

( Tylosis  palm  a  et  plants;  Ichthyosis  palmaris  et  plantaris;  Keratoma ) 

Definition. — A  symmetrical,  dense,  horny  and  often  plate-like  hy¬ 
pertrophy  of  the  palms  and  soles. 

Symptoms. — This  condition  is  unconnected  with  intermittent  pres¬ 
sure  from  occupation  and  occurs  symmetrically  on  the  palms  and  soles. 
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Occasionally  the  feet  alone  may  be  affected  and  very  rarely  the  hands 
may  be  involved  without  the  feet.  It  is  usually  congenital ;  very  rarely 
acquired.  At  the  onset  unusual  dryness  of  the  palms  and  soles  may 


Fig.  108. — Keratosis  plantaris  of  two  years’  duration.  A  similar  but  not  so  pro¬ 
nounced  condition  existed  on  the  palms.  Much  relieved  by  Antimon.  crud.  6x. 
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be  present  but  more  often  there  is  an  excess  of  moisture  which  may 
occur  intermittently  during  the  course  of  the  disease.  After  a  variable 
period  the  involved  surfaces  appear  firm,  leathery,  thickened,  horny  and 
moderately  smooth  like  sole  leather,  or  the  surface  may  be  seamed, 
fissured,  uneven  or  worm-eaten  in  appearance.  There  may  be  redness 
without  heat  at  the  margins  of  the  more  thickened  portions,  as  for 
instance  in  one  of  my  own  cases,  where  the  extensor  surfaces  of  all 
the  fingers  and  the  distal  half  of  the  hand  were  deeply  red  and  so 
thickened  that  fissures  occurred  on  the  least  tension.  Even  if  the 
dorsal  surfaces  are  not  affected,  the  hands  are  stiff  and  tense  from 
the  leathery  thickening  of  the  palmar  parts.  The  skin  of  the  adjacent 
wrist  shows  the  effect  of  the  process  by  an  exaggeration  of  the  normal 
lines  and  the  addition  of  new  ones,  while  the  natural  lines  of  the  palms 
may  be  obliterated  or  overshadowed  by  linear  folds  running  in  different 
directions,  especially  longitudinally  on  the  fingers.  One  or  more  of  the 
nails  may  be  lifted  from  the  nail-bed  by  accumulated  epithelium  at  the 
borders  and  the  nail  itself  may  be  roughened  and  thickened.  The 
affected  palms  and  soles  are  not  afflicted  with  disturbances  of  sensation 
except  a  slight  tenderness  around  the  edges  and  over  the  joints,  but 
if  the  parts  are  used  much  they  may  become  sensitive  to  pressure.  The 
general  health  seems  little  affected.  If  constitutional  symptoms  be 
present,  they  are  not  constant  nor  characteristic. 

Etiology  and  Pathology. — Beyond  the  facts  that  most  cases  are 
congenital,  though  in  such  instances  the  disease  often  develops  grad¬ 
ually,  and  that  heredity  is  a  predisposing  cause  in  a  number  of  cases, 
little  can  be  said  of  the  positive  causation.  Hyperidrosis  is  a  common 
antecedent  and  attendant  condition  especially  in  acquired  cases.  Corni- 
fication  of  the  palms  and  soles,  due  to  the  ingestion  of  arsenic,  is  prop¬ 
erly  considered  under  drug  eruptions.  It  is  possible  that  the  trophic 
nerves  with  or  without  relation  to  the  central  nervous  system  may  be 
the  seat  of  the  pathological  cause.  Microscopically  the  condition  is 
similar  to  that  found  in  callosities  due  to  intermittent  pressure,  namely 
a  thickening  and  hardening  of  the  corneous  layer. 

Diagnosis. — The  comparatively  rare  occurrence  of  this  disease,  its 
symmetrical  development,  with  more  or  less  non-inflammatory  cornifi- 
cation  of  the  epidermis  should  readily  distinguish  it  from  callositas, 
arsenical  dosage ,  eczema ,  or  lichen  ruber  involving  the  palms  and  soles. 

Prognosis  and  Treatment. — The  former  is  guarded,  for  although 
the  skin  may  be  rendered  soft  and  the  patient  made  comfortable  by 
sensible  treatment,  congenital  and  inherited  cases  seldom  recover.  The 
acquired  types  will  eventually  disappear  although  a  long  duration  may 
be  expected. 

In  the  acquired  form  little  is  needed  beyond  cleanliness  and  local 
mechanical  measures,  bland  fats  or  oils  and  the  use  of  a  carefullv 
prescribed  internal  remedy.  All  of  the  congenital  cases  call  for  local 
applications  of  salicylic  acid  10  per  cent,  in  ether,  or  15  to  25  per  cent, 
in  plaster,  with  or  without  the  addition  of  ichthyol.  These  softening 
preparations  should  be  applied  constantly  after  the  thickened  horny 
plates  have  been  carefully  shaved  off  with  a  sharp  knife  or  razor.  In 
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the  very  mild  cases  daily  friction  with  ordinary  or  green  soap  and  hot 
water,  followed  by  the  application  of  some  simple  fat  will  be  sufficient. 
The  relief  or  cure  of  this  disease  is  more  probable  since  the  advent  of 
the  X-rays.  Many  cases  may  be  cured  by  repeated  full  doses  of  this 
agent,  assisted  by  a  salicylic  acid  preparation  to  first  remove  the  super¬ 
ficial  horny  covering.  This  is  my  routine  treatment  and  no  doubt  the 
best  combination  when  possible.  Among  the  remedies  which  appear  to 
have  given  benefit  are  Ant.  crud.,  Baryta  carb.,  Cal.  fluor.,  Curare, 
Hydrocot.,  Nat.  mur.  and  Sulphur. 


KERATOSIS  SENILIS 

This  is  not  a  disease  but  a  condition  or  symptom  of  old  age.  The 
earliest  manifestation  is  apt  to  be  a  slight  discoloration  upon  which  in 
a  short  time  the  epidermis  becomes  horny  and  hard,  and  by  thickening 
presents  a  rough  and  scaly  surface.  Usually,  however,  there  are  other 
signs  of  old  age  or  atrophia  senilis  present,  such  as  a  thinning  of  the 
skin  with  lentigo-like  or  large  pigmented  areas,  seborrheic  or  senile 
warts,  greasy,  crusted  or  scaly  patches,  pea-sized  or  larger,  and  small, 
hard,  thickened  epidermic  spots.  These  last  two  types  of  lesions  are 
the  ones  to  which  the  term  keratosis  senilis  is  usually  applied.  Gen¬ 
erally  these  changes  are  observed  after  the  age  of  sixty  but  there  are 
exceptions  to  this  rule.  While  they  may  be  located  anywhere,  they 
are  most  commonly  found  on  the  face  and  on  the  dorsum  of  the  hands 
and  feet. 

Prognosis  and  Treatment. — Further  formation  or  progress  of 
these  lesions  can  often  be  prevented  by  proper  precautions  but  it  should 
always  be  borne  in  mind  that  degenerative  changes  may  result  in  a  super¬ 
ficial  epithelioma. 

In  its  mildest  manifestation  any  simple  fat  such  as  cold  cream  or 
vaselin  applied  at  night  and  washed  off  in  the  morning,  if  persisted  in, 
will  stay  the  progress  or  entirely  remove  the  eruption.  If  mild  hardness 
is  developed,  it  may  be  necessary  to  add  salicylic  acid  in  from  2  to  5 
per  cent,  strength.  Better  yet,  an  ointment,  composed  of  5  to  10  grains 
each  of  salicylic  acid  and  sulphur  to  one  half  ounce  of  lanolin,  vaselin 
or  cold  cream,  may  be  applied  nightly  after  a  soap  and  hot  water  wash¬ 
ing.  As  the  condition  advances  stronger  local  treatment  is  essential  and 
here  a  5  to  15  per  cent,  salicylic  acid  plaster  may  be  applied  at  night 
with  a  mild  ointment  between  times.  While  I  have  used  caustics  and 
surgical  excision  extensively,  if  scarring  is  to  be  avoided,  mild  fulgura- 
tion  or  freezing  with  carbon  dioxid  is  preferable.  The  X-rays  have 
caused  complete  disappearance  of  these  growths,  but  for  the  specific 
treatment  of  senile  warts  and  other  senile  diseases  of  the  skin  the  reader 
is  referred  to  the  other  paragraphs  on  the  subject.  Some  of  the  indi¬ 
cated  drugs  for  this  condition  are  Baryta  acet.,  B.  carb.,  Cal.  phos.,. 
Graph.,  Mez.,  and  Nat.  mur. 


KERATOSIS  PILARIS 
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KERATOSIS  PILARIS 

( Pityriasis  pilaris;  Lichen  pilaris)  \ 

Definition.  -A  hypertrophic  affection  characterized  by  pin-head¬ 
sized,  conical  epidermal  elevations  seated  at  or  about  the  mouths  of  the 
hair-follicles. 

Symptoms. — These  convex,  pin-head-sized  or  slightly  larger  papules 
vary  in  color  from  that  of  the  normal  skin  to  a  greenish  or  blackish 
hue  due  to  deposits  of  dirt ;  very  rarely  having  a  reddish  tinge.  The 
papules  may  be  pierced  centrally  by  a  hair  but  more  often  the  hair 
is  broken  off  or  imprisoned  within.  The  depressed  orifice  of  the  follicle 
may  be  seen  if  the  scale  of  the  papule  be  removed,  while  the  intervening 
or  adjacent  skin  is  usually  dry  or  scaly  and  normal  in  color.  This 
condition  occurs  symmetrically  on  the  extensor  and  outer  surfaces  of 
the  arms  and  thighs  but  occasionally  may  be  found  upon  the  trunk  and 
elsewhere.  If  the  papules  are  aggregated  and  numerous,  the  affected 
surface  will  feel  like  a  nutmeg-grater  to  the  touch.  Sometimes  there 
are  so  few  lesions  as  to  be  scarcelv  noticeable.  Resolved  lesions  in  well- 

m/ 

marked  cases  will  show  punctate  scars  at  the  seat  of  the  old  papules. 
The  disease  runs  a  chronic  course  but  fortunately  subjective  sensations 
are  few  if  any. 

Etiology  and  Pathology. — This  condition  is  most  common  before 
the  twenty-fifth  year  and  more  marked  in  cold  weather.  It  is  usually 
found  in  those  who  have  an  abnormally  dry  skin  or  in  those  who  are 
unaccustomed  to  frequent  bathing.  It  is  just  as  common  in  the  vigorous 
and  robust  as  in  those  who  are  cachectic.  Some  authorities  consider  it 
a  physiological  excess  rather  than  a  pathological  development.  Micro¬ 
scopically  there  is  an  excessive  cornification  of  the  epithelia  of  the 
outer  portion  of  the  pilosebaceous  duct.  This,  forming  a  papular-like 
mass,  closes  the  orifice  of  the  hair-follicle.  When  the  pressure  is  suffi¬ 
cient  the  superficial  blood  vessels  become  congested  producing  the  red¬ 
ness  sometimes  seen.  Scarring  is  due  to  atrophy  of  the  hair  and  seba¬ 
ceous  structures  or  from  secondary  pustular  inflammation. 

Diagnosis. — Cutis  anserina  or  “gooseflesh”  is  temporary,  never  per¬ 
sistent  or  chronic.  Lichen  ruber  is  widespread,  shows  lesions  upon  the 
scalp  and  dorsal  surfaces  of  the  fingers  and  usually  presents  a  seborrheic 
scaling.  The  small  papular  syphilids  are  generally  distributed,  tend  to 
group,  are  deeper  seated  with  little  scaling  and  are  associated  with 
pustules  or  other  manifestations  of  the  general  disease. 

Prognosis  and  Treatment. — Most  cases  of  this  disease  can  be  cured 
by  simple  treatment.  The  inflammatory  type,  however,  is  more  per¬ 
sistent.  It  may  be  necessary  at  the  onset  of  treatment  to  suggest  a 
hot  salt  water  bath  twice  weekly,  followed  by  a  thorough  application 
of  some  simple  oil  or  fat.  Radiant-heat,  alkaline  or  vapor  baths  or 
soft-soap  inunctions  followed  by  some  simple  fat  or  a  very  weak  sali¬ 
cylic  acid  ointment  may  be  applied.  For  the  average  chronic  case  a 
daily  cold  fresh  or  salt  water  bath  followed  by  friction  with  a  rough 
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coarse  towel  and  an  occasional  inunction  of  fat  is  the  best  treatment 
if  it  can  be  continued  for  months.  Internal  tonic  treatment  with  cod- 
liver  oil  or  one  of  the  milder  iron  preparations  may  be  indicated  as  well 
as  a  carefully  prescribed  general  remedy,  such  as  Ars.  alb.,  Cal.  carb., 
Nat.  mur.,  Petrol.,  and  Staph. 


KERATOSIS  FOLLICULARIS 

( Ichthyosis  follicularis;  Psorospermosis ;  Dariers  disease) 

Definition. — A  rare,  hypertrophic  affection  characterized  by  pin- 
head-  to  pea-sized,  acuminated  or  rounded  papules,  often  with  central, 
conical  plugs. 

Symptoms. — The  peculiarity  of  the  papule  is  that  it  contains  a 
dark  colored  horny  plug  which  is  imbedded  in  a  hair-follicle  and  pro¬ 
jects  above  the  surrounding  skin  surface.  The  plug  is  difficult  to  remove, 
and  leaves  a  pit-like  depression.  The  typical  papules  of  this  disease 
usually  appear  on  the  scalp,  face,  chest,  groins  and  inguinal  region. 
At  hr st  they  are  the  color  of  the  normal  skin  but  later  become  brownish 
and  often  greasy-looking.  Surrounding  the  horny  plug  there  may  be 
dark  colored  oily  scales  resembling  those  of  seborrheic  dermatitis.  In 
the  folds  of  the  skin  where  there  is  much  moisture,  as  in  the  groins, 
around  the  anus  and  behind  the  ears,  the  papules  may  enlarge,  coalesce, 
and  form  warty  elevations  or  become  eroded  and  discharge  an  abundant 
seropurulent  secretion. 

Etiology  and  Pathology. — The  view  that  this  disease  was  due  to 
psorosperms  has  been  abandoned  and  heredity  and  contagion  only  re¬ 
main  as  possible  causal  factors.  Only  about  thirty  cases  have  been  re¬ 
ported  and  in  a  majority  of  these  it  occurred  in  males,  chiefly  in  child¬ 
hood  and  adolescence.  The  pathology  may  be  quoted  from  Macleod 
who  concludes  that  “it  is  a  type  of  dyskeratosis  associated  with  a  peculiar 
cellular  degeneration  which  may  affect  any  portion  of  the  epidermis, 
but  is  frequently  located  at  the  upper  third  of  the  pilosebaceous  follicle 
or  the  opening  of  a  sweat-duct.” 

Diagnosis. — This  is  based  upon  the  peculiar  papule  with  its  dis¬ 
tinctive  plug  and  its  tendency  to  become  warty  or  eroded  behind  the 
ears  or  in  the  groins.  It  should  be  hard  to  confuse  it  with  keratosis 
pilaris,  dermatitis  seborrhoica  or  molluscum  contagiosum.  The  differ¬ 
ential  points  of  these  diseases  may  be  found  under  their  respective 
descriptions. 

Prognosis  and  Treatment. — Improvement  may  take  place  but  no 
cures  have  been  reported.  Fortunately  it  does  not  appear  to  affect  the 
general  health.  The  X-rays  in  massive  doses  offer  the  most  likely 
permanent  benefit.  Alkaline  and  saline  baths  with  friction,  followed 
or  perhaps  preceded  by  salicylic  acid,  sulphur  and  resorcin  ointments  in 
moderate  strength,  have  been  used.  Pvrogallol  ointment  has  been  recom¬ 
mended  but  should  only  be  used  on  limited  areas.  Internal  remedies 
must  be  based  on  the  broadest  general  symptomatology. 


DIFFUSED  SYMMETRICAL  SCLERODERMA 


POROKERATOSIS 

In  1893  Mibelli  described  under  this  name  eccentrically  spreading 
areas  of  hyperkeratosis  with  sharply  elevated  borders.  The  external 
surfaces  of  the  feet,  hands  and  neck,  and  the  mucous  membrane  of 
the  mouth  are  the  usual  sites.  The  initial  lesion  is  a  warty  papule 
which  slowly  increases  by  peripheral  growth,  producing  patches  of  vary¬ 
ing  size  and  shape.  These  patches  are  surrounded  by  a  well-defined 
horny  ridge  or  wall,  the  crest  of  which  may  exhibit  a  continuous  or 
broken  furrow.  The  furrow  in  turn  will  often  contain  a  longitudinal 
cord-like  ridge,  black  pin-head-sized  points  or  conical  warty  elevations. 
While  the  area  within  the  ridge  may  be  normal,  it  is  more  commonly 
thickened  and  calloused  or  glossy  and  atrophied.  The  patches  are  usu¬ 
ally  circular  at  the  onset  but  become  irregular  in  outline  as  they  grow. 
They  may  be  raised  or  depressed  and  vary  in  size  from  a  small  coin  to 
the  width  of  a  limb.  Only  one  lesion  may  be  present,  but  commonly 
they  are  multiple. 

Etiology  and  Pathology. — The  cause  is  not  known  but  hereditary 
influences  may  be  noted.  While  the  disease  is  commonest  in  the  first 
decade  of  life,  it  spreads  so  slowly  that  it  may  occupy  a  period  of 
years  in  attaining  any  size.  Pathologically,  it  is  a  hyperkeratosis  affect¬ 
ing  the  lower  horny  and  the  upper  rete  layers. 

Prognosis  and  Treatment. — The  disease  is  benign  but  shows  no 
tendency  to  spontaneous  recovery.  The  electric  needle  has  cured  indi¬ 
vidual  lesions  and  while  surgical  excision  may  accomplish  the  same 
purpose,  scarring  must  be  expected  with  the  latter  measure  while  it  is 
slight  in  the  former. 


SCLERODERMA 

( Hidebound  disease ;  Sclerema  adultorum;  Scleriasis;  Dermatosclerosis) 

Definition. — A  chronic  disease  characterized  by  circumscribed  or 
diffused,  variously  tinted  indurations,  fixation,  rigidity,  stiffness,  hard¬ 
ness  and  sometimes  atrophy. 

Two  forms  which  are  widely  different  in  appearance,  distribution 
and  extent,  although  they  sometimes  coexist,  are  described:  (1)  dif¬ 
fused  symmetrical  scleroderma;  (2)  circumscribed  scleroderma  or 
morphea. 

DIFFUSED  SYMMETRICAL  SCLERODERMA 

Symptoms. — This  comparatively  rare  affection  often  follows  ex¬ 
posure  to  cold  and  wet,  with  antecedent  rheumatic  pains  and  stiffness 
in  the  limbs  or  joints  and  other  subjective  sensations.  The  onset  may 
be  insidious  and  not  clearly  noted  by  the  patient,  or  the  skin  symptoms 
may  be  first  observed  and  may  appear  rapidly.  The  initial  lesion  is  a 
non-inflammatory  infiltration  with  or  without  edema.  If  with  edema 
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Fig.  109. — Diffuse  symmetrical  scleroderma,  showing  the  hide-bound  skin  over  the 
joints,  atrophy  of  the  nails  and  joint  ankylosis.  The  surface  conditions  of  this 
case  have  been  much  improved  by  Rhus  tox.  3x  and  applications  of  mild  X-raying 
and  high-frequency  currents. 


Fig.  110.— Radiograph  of  hands  shown  in  Fig.  109,  demonstrating  the  loss  of  the 
interarticular  substance  in  the  distal  interphalangeal  articulations. 
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the  surface  may  pit  on  hard  pressure  but  owing  to  the  density  of  the 
parts  there  is  none  of  the  doughy  feeling  of  ordinary  edema.  More 
often  edema  is  absent.  After  a  variable  period  of  time  progressive 
hardness  and  rigidity  symmetrically  develop,  but  general  scleroderma  is 
very  infrequent  and  even  then  the  palms  and  soles  are  usually  exempt. 
While  it  always  attacks  the  upper  segment  of  the  body  first,  it  may 
involve  the  lower  simultaneously.  The  sites  of  preference  in  their 
order  are  the  upper  extremities,  trunk,  face,  head  and  lower  extremities. 
In  certain  locations  it  markedly  interferes  with  normal  functions.  On 
the  chest  it  may  impede  respiration  and  cause  a  disappearance  of  the 
female  breast,  or  on  the  face  restrict  the  movements  of  the  mouth,  eye¬ 
lids  and  other  motions  of  the  facial  muscles,  causing  a  distinctive  lack 
of  expression. 

While  the  affected  skin  merges  imperceptibly  into  the  sound,  within 
an  inch  or  two  of  the  border  of  the  indurated  portion  the  skin  will  be 
found  entirely  normal.  The  process  at  its  height  presents  a  surface  of 
leathery  hardness  and  rigidity  which  cannot  be  impressed  by  the  fingers 
or  pinched  into  folds  but  a  whitish  line  will  be  left  after  the  finger  nail 
is  firmly  drawn  across  the  surface,  the  color  returning  slowly.  The  nor¬ 
mal  lines  are  largely  obliterated  but  sensibility  is  usually  unimpaired 
or  only  slightly  increased  or  diminished.  There  may  be  pain  on  pressure 
and  itching  usually  caused  by  some  other  coexisting  eruption.  The  parts 
affected  appear  frozen  but  are  without  coldness.  Various  modifications 
or  exceptional  appearances  have  been  noted.  Dilated  capillaries  may 
appear  in  contrast  with  the  abnormally  pale  surface.  Brown  or  black 
pigmentation  may  be  seen  in  lines,  spots  or  generally  diffused.  Loss 
of  pigment  in  variously  sized  or  shaped  patches  will  give  a  waxy,  glisten¬ 
ing  surface  like  marble.  Superficial  or  deep-seated  nodules  may  appear 
and  disappear  and  crusting  or  scaling  may  occur  in  spots.  If  the  mucous 
surfaces  of  the  tongue,  gums,  palate,  pharynx,  larynx  and  vagina  are 
affected,  the  disease  will  manifest  itself  in  spots  and  bands  of  sclerosed 
membrane. 

The  disease  pursues  an  erratic  but  symmetric  course,  changing  its 
situation  or  progressively  extending  with  periods  of  aggravation  or 
occasional  amelioration  lasting  for  years.  Restoration  or  involution  may 
follow  when  the  maximum  involvement  is  reached  or  treatment  arrests 
the  process.  In  such  cases  elasticity,  mobility  and  function  of  the  skin 
are  wholly  or  partially  restored.  If  this  happy  condition  does  not  take 
place,  atrophy  begins  with  reduction  of  the  parts  involved  to  such  an 
extent  that  the  muscles  may  disappear  and  the  atrophic  skin  seem  at¬ 
tached  directly  to  the  bone  beneath.  This  atrophic  stage  may  cause 
the  limbs  of  the  adult  to  shrink  to  the  size  of  a  small  child,  the  joints 
to  become  enlarged,  and  pseudoanchylosed.  When  the  last  named  con¬ 
dition  affects  the  hands,  it  is  known  as  sclerodactylia.  Ldceration  or 
gangrene  may  follow  slight  injuries.  On  the  face  the  features  may  be 
so  distorted  by  shrinking  and  compression  that  the  expression  of  the 
countenance  is  absolutely  changed.  Restoration  to  a  healthy  condition 
of  the  skin  never  occurs  after  the  atrophic  stage  is  well  advanced,  but 
even  extensive  scleroderma  may  be  arrested  by  judicious  treatment. 
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While  the  bodily  health  and  general  functions  remain  unaffected 
for  a  long  time,  nutrition  gradually  fails  and  the  patient  sinks  under 
emaciation,  insomnia,  neuralgic  or  rheumatic  pains,  or  mental  depres¬ 
sion,  into  a  fatal  marasmus  or  exhaustion.  Frequently  various  compli¬ 
cations  intervene  and  hasten  the  ending.  Sufferers  from  this  disease 
are  sensitive  to  atmospheric  changes,  especially  cold  and  dampness.  The 
duration  of  the  disease  is  long  but  uncertain.  Kaposi  mentions  a  case 
which  persisted  for  thirty-one  years  without  the  loss  of  the  general 
health  and  one  of  my  own  shows  a  history  of  twenty-five  years  with 
the  same  present  result.  The  disease  in  children  is  more  acute  and  the 
tendency  to  atrophic  changes  less  marked  and  persistent. 

Etiology  and  Pathology. — While  no  exact  causal  reason  is  known, 
this  disease  is  more  prevalent  in  early  adult  life.  However  a  variable 
proportion  of  from  io  to  20  per  cent,  have  been  noted  before  the 
fifteenth  year.  Two  out  of  every  three  cases  occur  in  women.  Possible 
inferential  causes  are  privations,  exposure  to  cold  or  heat,  rheumatism, 
erysipelas,  traumatisms,  thyroid  and  visceral  diseases,  and  mental  and 
nervous  emotions.  It  would  seem  that  the  pathological  process  is  an 
angiotrophoneurosis  which  produces  muscular  and  connective  tissue 
hypertrophy,  with  consequent  obstructive  compression  of  the  arterial, 
venous  and  lymphatic  vessels,  compression  of  the  glands  and  fat  lobules 
and  disappearance  of  the  contents  of  the  latter.  In  the  later  or  atrophic 
stage  all  the  anatomical  parts  of  the  skin  and  the  tissues  directly  beneath 
are  affected. 

Diagnosis. — Sclerema  neonatorum  which  closely  resembles  sclero¬ 
derma  begins  in  early  infancy,  months  before  the  earliest  known  case 
of  scleroderma.  Besides,  in  this  disease  the  skin  is  always  cold.  Xero¬ 
derma  pigmentosum  may  be  distinguished  by  its  occurrence  on  the  ex¬ 
posed  parts  of  the  body  in  tumor-like  growths.  Only  the  atrophic  stage 
of  this  disease  is  like  scleroderma. 

Prognosis  and  Treatment. — At  least  one-half  of  the  cases  may  be 
improved  or  the  process  arrested.  Hence  there  is  always  the  hope  of 
recovery  before  the  advent  of  the  atrophic  stage.  In  the  extreme  form 
of  this  later  state  the  prognosis  is  extremely  unfavorable  as  to  recovery 
or  long  life. 

Treatment  is  hygienic  and  constitutional.  Tonics  are  often  indicated 
and  the  diet  should  be  plain,  nutritious  and  ample.  Clothing  should 
be  non-irritating  and  warm  so  as  to  protect  against  the  changes  of  tem¬ 
perature.  While  the  skin  may  be  kept  active  and  stimulated  with  salt 
water  or  Turkish  baths  and  frictions  with  alcohol,  bay  rum,  simple  oils 
or  fats,  the  best  procedure  when  available  embraces  radiant  heat  (Bier’s 
or  Dowsing’s  apparatus)  combined  with  general  oily  massage  of  the 
skin.  I  have  applied  the  high-frequency  currents  over  the  spine,  as  well 
as  to  the  areas  affected,  with  much  benefit  in  four  cases.  The  remedy 
selected  on  a  totality  of  symptoms  is  most  important  and  often  accom¬ 
plishes  marked  results.  In  this  connection  the  reader  is  especially  re¬ 
ferred  to  Ruta,  Rhodo.,  and  Rhus  tox.,  although  Arsen.,  Bry.,  Cannab. 
ind.,  Graph.,  Hydrocot.,  and  Opium  have  all  been  used  successfully. 
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CIRCUMSCRIBED  SCLERODERMA 

{Morphea;  Keloid  of  Addison) 

Symptoms. — Though  rare,  this  form  is  more  common  than  the  dif¬ 
fused  type.  Often  the  lesions  of  this  variety  are  unobserved  because 
they  attract  so  little  attention,  being  without  general  or  subjective  sen¬ 
sations.  They  vary  in  shape,  appearing  in  patches,  bands  or  in  varia¬ 
tions  or  combinations  of  these ;  the  patch-like  outline  being  the  more 
common.  In  size  they  range  from  a  small  pea  to  an  area  as  large  as 
the  palm  of  the  hand.  They  may  be  single  or  multiple.  The  color 
varies  from  a  dull  white  like  that  of  an  old  cicatrix  to  a  yellowish- 
white  which  has  been  likened  to  seasoned  ivory.  The  patch  is  often 
surrounded  by  a  narrow  pink,  violet  or  lilac-colored  border  consisting 
of  aggregations  of  minute  blood  vessels  which  have  become  dilated. 
Occasionally  the  dilated  vessels  run  irregularly  on  to  the  body  of  the 
patch.  Unilateral  distribution  is  the  rule.  The  patches  may  appear 
upon  the  trunk,  especially  on  the  breast,  on  the  extremities,  neck,  head 
and  face,  particularly  in  the  region  supplied  by  the  fifth  nerve.  The 
affected  skin  feels  like  parchment  or  firm  leather,  according  to  its 
thickness  and  may  be  level,  depressed  below  or  slightly  raised  above 
the  surrounding  surface.  The  diseased  areas  are  dry,  sometimes  fis¬ 
sured,  occasionally  contracted  into  folds  and  usually  smooth  from  the 
obliteration  of  the  normal  lines  and  the  absence  of  hair.  Variations 
in  the  features  of  typical  morphea  may  be  seen  in  almost  any  case, 
kor  example:  odd  forms  may  occur  in  the  shape  of  straight  or  curved 
bands,  streaks  or  ribbons ;  the  center  of  a  patch  instead  of  being  white 
may  be  a  yellow,  brown,  green  or  black  color ;  the  vascular  border  may 
be  absent ;  the  main  portion  of  the  lesion  may  be  hyperemic ;  the 
patches  may  develop  quickly  and  rapid  evolution  cause  such  marked 
atrophy  that  the  wasting  of  the  part  is  noticeable ;  and  even  exostosis 
and  ulceration  have  been  noticed.  Absence  of  sweat  has  been  noted 
in  the  affected  area  without  loss  of  sensibility  or  disturbance  of  sensation 
beyond  moderate  itching  and  burning. 

The  duration  of  morphea  varies  from  one  to  ten  years.  It  may 
disappear  spontaneously  leaving  no  trace  but  usually  there  remains 
marked  scarring.  It  rarely  involves  a  large  extent  of  surface  and  sel¬ 
dom  are  the  onset  and  course  both  active  or  both  chronic.  The  general 
health  is  usually  undisturbed,  although  when  it  runs  a  rapid  course 
there  may  be  associated  with  it  several  internal  complications.  Sub¬ 
jective  sensations  are  slight  or  absent  in  the  average  case. 

Etiology  and  Pathology.— Little  is  known  about  the  possible  causes 
beyond  the  fact  that  the  nerve  supply  of  the  affected  area  is  so  abnormal 
as  to  result  in  defective  innervation.  The  disease  is  more  common  in 
young  adults  and  children  and  more  frequent  in  women  than  in  men. 
While  the  neurotic  temperament  and  anxiety,  worry  and  depressing 
surroundings  seem  to  be  predisposing  factors,  very  definite  exciting 
causes  have  been  noted  as  changes  in  temperature,  and  local  irritation 
from  collars,  garters,  traumatisms  and  medicinal  applications. 
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Pathologically,  there  is  a  cell  exudation  around  the  glands  and  ves¬ 
sels,  narrowing  the  caliber  of  the  latter  and  diminishing  the  current  of 
blood.  When  the  blood  supply  is  entirely  cut  off,  atrophy  results. 
When  the  interference  with  circulation  is  incomplete,  partial  atrophy 
associated  with  increase  of  connective  tissue  results  in  a  hypertrophic 
lesion.  The  capillary  dilatation  and  colored  border  of  the  typical  anemic 
spot  is  caused  by  an  increase  of  blood  pressure  in  the  collateral  capil¬ 
laries  at  the  periphery  of  the  lesion. 

Diagnosis. — lritiligo  is  an  atrophy  of  the  pigment  only  without  any 
change  in  the  texture  of  the  skin  and  presents  a  dead  white  color  rather 
than  the  yellowish  or  ivory  white  of  morphea.  Keloid  and  the  hyper¬ 
trophic  band  forms  of  circumscribed  scleroderma  may  look  alike  but 
the  former  is  denser,  more  vascular  and  elevated  and  usually  shows 
claw-like  prolongations  extending  into  the  sound  skin.  It  is  well  to 
remember  that  cases  of  mixed  scleroderma  have  been  recorded  and  al¬ 
though  few  in  number,  they  serve  to  show  the  pathological  and  clinical 
unity  of  the  diffused  and  circumscribed  forms.  In  two  of  my  cases, 
the  diffused  type  developed  first  and  was  followed  in  a  few  months  by 
patches  of  morphea. 

Prognosis  and  Treatment. — The  former  is  guarded  although  some 
patches  may  disappear  spontaneously.  It  is  more  common  to  see  these 
lesions  arrested  than  cured.  The  treatment  is  the  same  as  for  the  dif¬ 
fuse  form,  that  is  by  the  means  of  an  indicated  remedy,  tonics,  massage 
and  electricity.  The  X-rays  and  radium  have  been  used  but  with 
only  fair  success.  Electrolysis  employed  in  the  same  manner  as  in  the 
removal  of  superfluous  hairs  (recommended  by  Brocq),  plus  the  use 
of  a  mercurial  plaster  has  given  good  results. 

SCLEREMA  NEONATORUM 

( Sclerema  of  the  new-born;  Scleroderma  neonatorum) 

Definition. — An  induration  of  the  skin  and  subcutaneous  tissues 
with  local  and  general  circulatory  disturbances,  occurring  either  at  birth 
or  soon  after. 

Symptoms. — First  described  by  Underwood  in  1784,  this  rare  dis¬ 
ease  may  be  present  at  birth  or  develop  within  ten  days,  rarely  later. 
The  strictly  congenital  cases,  if  not  still-born,  die  within  a  few  days. 
As  a  rule  the  legs  are  first  involved ;  following  this,  the  back,  chest  and 
remaining  surfaces  of  the  skin  become  affected  in  four  or  five  days. 
It  rarely  begins  on  the  face  and  spreads  downward,  but  whatever  its 
point  of  origin,  the  process  may  be  arrested  when  only  part  of  the 
surface  is  involved.  The  skin  affected  presents  a  hard,  resisting  surface 
which  cannot  be  pitted  on  pressure  or  gathered  into  folds.  At  first 
whitish  or  dirty  yellow  in  color,  it  soon  becomes  deeper  colored  or  livid 
in  hue.  The  natural  wrinkles  are  obliterated  and  the  surface  looks  or 
feels  smooth,  polished,  firm,  cold  and  marbleized.  Immobility  of  the 
face  may  be  so  pronounced  as  to  prevent  movement  of  the  jaws.  Thus 
the  patient  is  unable  to  take  food.  Often  an  infant  will  show  a  fixation 
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of  the  whole  body  so  marked  that  raising  it  with  one  hand  will  not 
change  the  straightened  outlines.  The  pulse  and  respiration  may  be  less 
than  half  their  normal  frequency  and  the  temperature  markedly  sub¬ 
normal,  sinking  lower  as  death  approaches. 

Etiology  and  Pathology. — Both  are  obscure.  The  condition  oc¬ 
curs  in  premature  children  or  those  who  suffer  from  malnutrition,  faulty 
circulation,  or  digestive,  pulmonary  or  cardiac  disorders.  Whatever  the 
predisposing  cause  may  be,  the  immediate  one  is  the  retardation  of  the 
cutaneous  capillary  circulation.  Pathological  findings  present  no  unit ; 
Langer  believes  the  disease  is  due  to  an  infiltration  and  solidification  of 
subcutaneous  fat;  Parrot  holds  that  the  solidification  results  from  diar¬ 
rheal  depletion ;  and  Ballantvne  claims  that  the  disease  is  due  to  an  over¬ 
growth  of  connective  tissue  leading  to  atrophy  of  the  fat-cells,  and  that 
the  condition  is  a  trophoneurosis. 

Prognosis  and  Treatment, — These  cases  usually  end  fatally.  Only 
those  in  which  the  induration  is  not  general  or  complete  recover.  Meas¬ 
ures  that  increase  the  body  temperature  and  improve  the  circulation  of 
the  blood,  are  indicated.  An  incubator  can  be  used,  if  convenient,  for 
the  purpose  of  furnishing  artificial  heat  or  hot  flannels,  cotton,  wool  and 
hot-water  bottles  may  be  carefully  employed.  Frictions  directed  from 
the  extremities  toward  the  heart  with  warm  nutrient  oils  or  fats  may  be 
of  service.  If  the  infant  is  unable  to  nurse,  predigested  milk  or  other 
liquid  animal  food  may  be  fed  by  the  mouth  or  if  unable  to  swallow, 
a  rubber  tube  and  syringe  or  stomach  pump  can  be  used  to  introduce 
nourishment  into  the  stomach.  Indicated  drugs  can  be  given  on  the 
tongue  or  bv  hypodermic  injection;  likewise  stimulants  if  needed.  Apis, 
Alumina,  Bryonia  and  Secale  may  be  studied. 


EDEMA  NEONATORUM 

( Edema  of  the  new-born ) 

This  hardening  of  the  skin  of  the  new-born  from  subcutaneous 
edema  is  very  rare.  It  begins  in  the  lower  extremities  usually  before 
the  third  day  of  life  but  it  may  show  in  the  prematurely  born  at  birth. 
The  legs  are  cold,  livid  and  swollen  and  the  condition  usually  spreads 
up  to  the  thighs  and  genitals,  may  appear  on  the  hands  and  arms,  and 
in  rare  cases  becomes  general.  Like  other  dropsical  conditions  the 
swelling  is  worse  in  the  most  dependent  parts  as  the  posterior  portions 
of  the  calves  and  thighs.  The  surface  pits  on  pressure  although  to 
accomplish  this,  long  pressure  may  be  necessary  if  the  skin  is  very 
doughy.  However,  the  skin  can  be  pinched  up  and  the  marble-like  hard¬ 
ness  of  sclerema  is  absent.  The  bodily  temperature  is  low  and  the 
respiration  and  pulse  are  slow.  The  child  is  too  drowsy  to  nurse  and 
a  fatal  end  may  ensue  in  a  few  days  without  further  visible  complica¬ 
tions.  Reactions  may  occasionally  present  high  fever  with  an  icteric 
hue  of  the  skin  instead  of  the  typical  livid  color  of  fatal  cases. 

Etiology  and  Pathology. — Predisposing  causes  are  those  noted  in 
sclerema  with  the  accent  on  premature  birth.  The  constant  pathological 
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finding  consists  of  an  effusion  of  yellow  serum  into  the  subcutaneous 
tissue. 

Diagnosis. — Both  sclerema  and  edema  of  the  new  born  occur  at  an 
age  which  should  suffice  to  tell  them  from  other  indurations  of  the  skin. 
This  is  especially  true  of  scleroderma  which  has  never  been  recorded 
before  the  second  year  of  life.  Sclerema  is  more  general,  little  influ¬ 
enced  by  gravity,  with  a  denser  skin  which  is  usually  attached  to  the 
parts  beneath  and  does  not  pit  on  pressure.  The  stiffness  and  inflexi¬ 
bility  of  the  face  and  body  are  pronounced.  Edema  is  apt  to  be  aggra¬ 
vated  in  or  limited  to  the  more  dependent  parts ;  it  is  not  so  dense,  nor 
attached  to  the  parts  beneath,  seldom  markedly  immovable,  and  usually 
pits  on  pressure. 

Prognosis  and  Treatment. — The  mortality  is  from  80  to  90  per 
cent.  Only  partial  cases  recover.  The  treatment  is  practically  iden¬ 
tical  with  that  of  sclerema. 


ELEPHANTIASIS 

(. Elephantiasis  Arabum;  Pachydermia;  Elephantiasis  Indica;  Bucnemia 
tropica;  Morbus  elephus;  Elephant  leg ;  Barbados  leg) 

Definition -A  chronic  hypertrophic  disease  of  the  skin  and  sub¬ 
cutaneous  tissues,  due  to  the  local  obstruction  of  blood  and  lymph  ves¬ 
sels,  resulting  in  enormous  enlargement  of  the  affected  part. 

Symptoms. — Two  types  of  this  disease  are  described,  the  endemic 
form,  found  in  tropical  countries  and  the  sporadic,  occurring  in  tem¬ 
perate  climates.  While  these  differ  in  their  initial  origin  they  are  prac¬ 
tically  identical  in  their  effect  on  the  parts  involved.  This  varies  from 
a  slight  thickening  of  the  whole  or  parts  of  the  skin  and  subcutaneous 
tissues  to  enormous  enlargements  of  the  same.  The  disease  usually 
attacks  the  leg  or  foot,  rarely  bilaterally,  however.  The  thighs,  but¬ 
tocks,  scrotum,  penis,  labia,  clitoris,  upper  extremities,  individual  parts 
of  the  face  and,  exceptionally,  other  regions  may  be  involved.  In  either 
the  endemic  or  sporadic  cases  it  may  start  as  a  genuine  erysipelas  or 
may  simulate  the  latter  in  appearance  and  sensation,  showing  infiltration, 
swelling,  vivid  redness  and  tenseness  of  the  skin.  The  endemic  form 
often  presents  antecedent  febrile  disturbances  ( elephantoid  fever)  with 
excessive  sweating,  pronounced  lumbar  and  joint  pains,  nausea,  vomit¬ 
ing  and  chilliness.  When  the  acute  symptoms  subside  the  parts  are 
usually  left  somewhat  enlarged.  Subsequent  attacks  of  varying  in¬ 
tensity  and  frequency  add  to  the  enlargement  until  the  part  involved 
may  become  two  or  more  times  its  natural  size.  The  genitals,  especially 
the  scrotum,  show  the  most  pronounced  growth.  This  may  be  noted 
in  the  illustration  of  a  case  which  accompanies  the  text.  Other  parts 
of  the  body  seldom  show  such  gigantic  increase.  Between  the  exacer¬ 
bations  of  the  disease  the  patient  may  be  quite  free  from  suffering 
beyond  the  inconvenience  of  abnormal  weight  and  bulk. 

The  legs  are  most  often  involved  and  when  elephantiasis  is  well 
developed,  will  be  seen  to  be  greatly  swollen  and  edematous,  hard  and 
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resistant  to  pressure,  demonstrating  subcutaneous  involvement  as  well 
as  skin  hypertrophy.  The  natural  lines  of  the  skin  are  transformed 
into  deep  sulci,  especially  at  the  flexures  and  the  joints,  while  prominent 
papillae  or  warty  plaques  covered  with  thick,  softened  or  hard  epidermis 
of  a  reddish-brown  or  deeper  color  will  give  to  the  skin  an  irregular 


Fig.  111. — Elephantiasis,  sporadic  type.  The  leg  affected  has  been  the  seat  of  ten 
attacks  of  so-called  “milk  leg,”  incident  to  pregnancies,  scattered  over  a  period 
of  eighteen  years.  The  condition  is  now  permanent. 

uneven  appearance.  Rarely  the  surface  may  be  smooth  or  an  eczematous 
condition  may  complicate  the  attack  with  severe  itching.  Varicose  ul¬ 
cers  may  develop  and  adenitis  and  keloidal  growths  may  appear.  In 
the  linear  depressions  of  the  skin  before  mentioned  the  sweat  and  oil 
decompose  and,  mixed  with  the  macerated  epithelium,  cover  the  opposing 
surfaces  with  a  slimy,  offensive  fluid.  Even  scattered  scars  may  be 
found  mingled  with  other  lesions.  Rarely  the  bones  are  involved  in 
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the  hypertrophic  process,  similar  to  acromegaly.  In  the  endemic  form 
both  legs  are  often  affected  while  in  the  sporadic  type  one  member  only 
is  commonly  involved. 

Etiology  and  Pathology.— While  this  disease  is  more  frequent  in 


Fig.  112. — Elephantiasis,  endemic 
type,  due  to  the  filaria  sanguinis 
hominis.  Patient  is  a  Chinaman 
of  middle  age. 


Fig.  113. — Side  view  of  the  lower 
extremities  and  scrotum  which 
are  the  only  parts  involved 
(courtesy  of  Dr.  E.  S.  Coburn). 
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early  adult  life  it  is  occasionally  observed  in  children  and  has  even  been 
noted  as  congenital.  Males  are  afflicted  in  the  proportion  of  three  to 
one  of  females  and  the  dark  races  are  the  more  susceptible.  Elephantia¬ 
sis  occurs  in  all  parts  of  the  world  but  the  endemic  type  is  limited  to 
malarial  regions  of  the  tropical  or  subtropical  countries.  Manson  has 
asserted  that  its  geographical  distribution  is  limited  to  that  of  the 
mosquito  and  at  the  present  writing,  it  is  generally  admitted  that  this 
insect  is  an  intermediary  host  for  the  essential  agent,  the  filaria  san¬ 
guinis  hominis.  Unhygienic  living,  poor  food  and  other  depleting  in¬ 
fluences  are  doubtless  contributing  factors  but  the  disease  is  not  con¬ 
tagious  nor  hereditary.  Among  the  agents  which  may  cause  interfer¬ 
ence  with  or  obstruction  of  the  veins  and  lymphatics  and  hence  lead  to 
hypertrophic  development,  the  following  have  been  noted  in  sporadic 
elephantiasis:  various  neoplasms,  ulcerations,  chronic  cutaneous  diseases, 
syphilis,  gonorrhea,  recurrent  erysipelas,  phlegmasia  dolens,  diseases  of 
the  inguinal  glands,  local  traumatisms  or  even  pressure  from  too  tight 
and  long-continued  bandages. 

Pathological  changes  are  chiefly  the  result  of  lymphatic  obstruction 
which  is  due  as  has  been  intimated  to  various  causes.  No  doubt  the 
filaria  is  concerned  in  the  blocking  of  the  lymph  vessels  in  the  endemic 
form  but  many  growths  or  inflammatory  processes  may  obstruct  the 
blood  and  lymph  vessels  in  sporadic  cases.  The  seat  of  the  morbid 
changes  is  essentially  the  subcutaneous  tissue  where  the  connective  tissue 
elements  are  mainly  involved,  but  the  whole  integument  may  become 
thickened  and  often  there  is  papillary,  pigmentary,  venous  and  lymphatic 
enlargement.  When  the  disease  has  endured  for  some  time  the  under¬ 
lying  muscles  atrophy  and  show  fatty  degeneration  while  occasionally 
the  bones  may  be  enlarged. 

Diagnosis. — Sporadic  elephantiasis  may  be  recognized  by  the  history 
of  recurrent  erysipelatous  inflammation  and  the  gradual  enlargement  of 
the  parts.  The  endemic  type  may  be  known  by  febrile  disturbances,  its 
occurrence  in  tropical  countries  and  by  the  isolation  of  the  causative 
parasite  which  may  be  recognized  by  careful  examination  of  the  blood, 
drawn  during  the  night. 

Prognosis  and  Treatment. — Life  is  not  so  much  endangered  by  the 
disease  as  that  the  existence  of  abnormal  growth  and  weight  may  annoy 
the  sufferer.  Relief  in  the  sporadic  cases  will  often  depend  upon  the 
removal  or  modification  of  the  cause  in  the  early  stage  or  upon  surgical 
treatment  at  a  later  period.  It  is  said  that  removal  from  an  endemic 
district  will  quickly  benefit  the  filarial  type,  but  advanced  cases  of  this 
tvpe  are  hard  to  cure. 

Causal  treatment  must  be  adapted  to  each  individual  case.  Patients 
may  be  considerably  improved  by  specific  hygienic  measures,  such  as 
removal  from  the  endemic  district,  better  sanitation,  good  food  and 
tonic  treatment.  Local  conditions  of  obstruction  call  for  even  support 
with  a  rubber  bandage  by  day  and  a  wool  or  cotton  roller  at  night. 
Surface  conditions  such  as  erysipelas,  eczema,  ulcers  and  warty  growths 
should  receive  attention  suited  to  their  external  and  local  need,  but  the 
routine  use  of  an  inunction,  except  for  syphilitic  gumma,  or  of  a  so- 
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called  absorbent  is  not  to  be  recommended.  Ligation  of  the  main  artery 
of  the  leg  and  nerve  stretching  have  been  reported  as  successful  in  a 
number  of  cases.  The  galvanic  and  high-frequency  currents  and  mas¬ 
sage  may  be  used  generally  or  locally.  Rest  and  elevation  when  the  legs 
are  involved  is  serviceable  in  all  cases,  and  in  acute  exaggerations  of  the 
disease  it  is  absolutely  essential.  Finally,  surgery  offers  the  best  relief 
in  cases  of  localized  enlargements.  This  is  especially  true  and  safe  in 
these  days  of  perfected  surgical  technic.  In  the  early  stages  of  sporadic 
elephantiasis  I  have  seen  splendid  results  achieved  by  such  remedies  as 
Cal.  fluo.,  China,  Hydrocot.,  and  Silicea,  plus  attention  to  causal  and 
local  conditions. 


MYXEDEMA 

( Cretinoid  edema ) 

Definition. — A  constitutional  disease,  characterized  by  thickening 
and  induration  of  the  skin  and  subcutaneous  tissue  and  progressive 
failure  of  bodily  and  mental  powers,  and  caused  by  the  atrophy  or 
ablation  of  the  thyroid  gland. 

Symptoms. — The  first  skin  manifestations  appear  upon  the  face, 
giving  it  a  swollen,  thickened,  edematous  appearance,  the  so-called 
“moon-face.”  The  swollen  tissue  is  firm,  does  not  pit  upon  pressure, 
is  not  influenced  by  position  and  has  a  yellow,  waxy  color,  while  the 
surface  is  dry  and  anemic.  Occasionally  on  the  extremities  it  may  be 
livid.  The  hair  falls  out,  especially  if  the  axillary  and  pubic  regions 
are  involved.  The  disease  usually  extends  to  the  neck  and  extremities 
and  less  commonly  to  other  parts  of  the  body.  With  its  extension  there 
develops  a  feebleness  of  body  and  mind  that  may  increase  to  incoordina¬ 
tion,  unsteadiness  of  gait  and  imbecility. 

Etiology  and  Pathology. — While  the  condition  may  occur  in  either 
sex  or  at  any  age,  it  is  most  common  in  middle-aged  women.  The  real 
cause  is  obscure,  although  it  is  admitted  that  it  is  concerned  with  the 
atrophy  and  loss  of  the  thyroid  gland.  Clinical  observation  has  demon¬ 
strated  this  fact  because  the  pathogenesis  of  the  disease  is  very  like  that 
of  sporadic  cretinism,  in  which  a  congenital  deficiency  of  the  thyroid 
gland  has  been  found.  Myxedema  has  followed  the  partial  or  complete 
removal  of  the  thyroid  gland  in  a  number  of  cases.  Ord  states  that 
there  is  a  mucous  degeneration  of  the  subcutaneous  fat  and  infiltration 
of  the  cutis  with  mucin.  Hun  observes  that  there  is  a  general  athero¬ 
matous  endarteritis,  and  Charcot  considers  the  implication  of  the  nervous 
system  as  the  primary  factor. 

Diagnosis. — Dropsical  swellings  pit  on  pressure  and  are  associated 
with  the  renal  or  cardiac  disease  which  causes  them.  Acromegaly  can 
be  excluded  in  the  absence  of  the  enlargement  of  the  bones,  chiefly  of 
the  hands  and  feet. 

Prognosis  and  Treatment. — While  this  condition  is  persistent, 
chronic  and  progressive,  and  if  untreated  or  neglected  usually  has  a 
fatal  ending,  the  discovery  of  the  value  of  thyroid  extract  has  much 
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improved  the  prognosis.  “Thyroid  feeding”  consists  in  the  use  of  the 
desiccated  or  powdered  glands  given  in  capsule  or  tablet  form.  The 
dose  should  be  small  at  first,  one  grain  three  times  daily,  and  gradually 
increased  up  to  five  grain  doses,  if  needed,  or  if  symptoms  of  thyroidism 
(rapid  pulse,  shortness  of  breath,  restlessness,  etc.)  do  not  appear.  Usu¬ 
ally  relief  from  the  symptomatic  condition  is  prompt  and  fairly  com¬ 
plete  in  a  few  weeks.  But  it  is  only  relief,  and  the  effect  must  be  kept 
up  by  smaller  or  less  frequent  doses  of  the  thyroid  for  months  or  years 
and  perhaps  throughout  the  life  of  the  patient.  If  thyroid  treatment 
needs  to  be  discontinued,  an  indicated  constitutional  remedy  such  as 
Calc,  carb.,  Calc,  fluo.,  or  Hydrocotyle  may  be  used. 


ACROMEGALY 

(  Marie's  d  isease  ;  P achy  a  cria  ) 

Definition. — A  rare,  nutritional  disease  characterized  by  progressive 
overgrowth  and  enlargement  of  the  face,  hands  and  feet. 

Symptoms. — The  advanced  cases  will  show  definite  enlargement 
and  thickening  of  the  bones  and  soft  tissues  of  the  hands  and  feet. 
Facial  features  are  often  exaggerated,  the  lower  jaw,  ears,  lips  and 
tongue  being  increased  in  size.  The  skin  is  sometimes  pale  and  waxy 
although  it  may  be  pigmented  and  hypertrichosis,  hyperidrosis  and 
sclerotic  or  fissured  thickening  may  be  present. 

Etiology  and  Pathology. — The  cause  is  unknown  although  en¬ 
largements  of  the  pituitary  body  have  been  considered  as  causal.  Male 
adults  are  more  often  affected.  Collagenous  hypertrophy  of  the  cutis 
and  hypoderm  has  been  noted  (Unna). 

Diagnosis. — For  the  differential  points  of  myxedema  see  that  dis¬ 
ease.  “ Gigantism ”  is  a  condition  in  which  the  whole  body  is  symmet¬ 
rically  and  uniformly  increased  in  size,  while  the  hypertrophy  in  acro¬ 
megaly  is  distinctly  local.  Rheumatoid  arthritis  may  show  enlargements 
of  the  bones  of  the  larger  joints,  progressive  in  nature  and  resulting  in 
deformities,  but  its  other  symptoms  are  sufficiently  characteristic. 

Prognosis  and  Treatment. — This  condition  continues  indefinitely 
and  invariably  advances  through  different  stages  of  physical  and  mental 
decline  to  a  fatal  termination.  Treatment  is  without  avail,  although 
thyroid  and  other  extracts  have  been  used  internally  and  the  lime  salts, 
especially  Cal.  carb.,  would  seem  well  indicated. 


CLASS  IV.— ATROPHIES 


ALBINISMUS 

{Albinism;  Congenital  leukoderma;  Congenital  leukasmus ;  Congenital 

leuko  pat  Ilia ) 

Definition. — A  congenital  absence  of  pigment  in  the  skin,  hair  and 
eyes,  either  partial  or  complete. 

Symptoms. — A  child  born  with  complete  absence  of  normal  pig¬ 
mentation  is  known  as  an  albino  and  although  he  may  be  normal  physi¬ 
cally  and  mentally,  often  grows  up  undeveloped  in  these  particulars. 
The  hair  is  usually  fine,  soft  and  silky,  white  or  yellowish-white  in  color, 
and  the  absence  of  coloring  matter  in  the  iris  and  choroid  gives  a  pinkish 
or  pale-blue  hue  to  the  former  and  an  orange-red  color  to  the  fundus. 
In  order  to  protect  the  abnormally  exposed  retina  from  an  excess  of 
light  the  iris,  eyeball  and  lids  are  kept  in  a  constant  state  of  alternating 
motion  even  when  subjected  to  ordinary  rays.  Partial  albinism  is  more 
common  than  the  complete  variety  and  is  more  often  seen  in  negroes 
{pied  or  piebald  negroes).  This  absence  of  pigment  may  occur  in  iso¬ 
lated,  regular  or  irregular,  rounded  patches  of  pinkish-white  or  white 
color,  sharply  or  ill-defined  by  borders  of  normal  or  slightly  pigmented 
skin.  Hairs  growing  upon  such  a  patch  are  also  white.  While  this 
congenital  defect  is  rarely  seen  in  the  white  race,  the  opposite  condition 
or  hypertrophy  of  pigment,  the  flat  pigmentary  mole,  is  common  and 
like  albinism  is  persistent  throughout  life. 

Etiology  and  Pathology. — The  former  is  unknown  although 
heredity  may  be  a  factor.  The  skin  is  normal  except  that  there  is  no 
pigment  in  the  rete  mucosum. 

Treatment  may  be  summarized  as  useless. 


VITILIGO 

{Leukoderma;  Acquired  leukasmus ;  Leukopathia;  Achromia;  Acquired 

piebald  skin) 

Definition. — An  acquired  disease,  characterized  by  the  progressive 
disappearance  of  normal  pigmentation  in  variously  sized  and  shaped, 
white,  smooth,  sharply  defined  patches  with  hyperpigmented  borders. 

Symptoms. — This  is  a  disorder  of  pigmentation,  the  texture  and 
functions  of  the  affected  portions  remaining  undisturbed.  It  probably 
begins  with  a  moderate  increase  of  pigment  which  is  only  observed  at 
the  border  after  the  atrophic  process  has  occurred.  It  usually  appears 
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in  small,  milk-white,  smooth,  rounded  areas  which  may  enlarge  sym¬ 
metrically,  irregularly  or  coalesce  making  irregular  patches  of  bleached 
skin.  Hairs  in  the  affected  portions  become  white  but  retain  their  vigor 
and  life  while  the  secretions  and  sensibilities  are  unchanged.  The  edges 
of  the  primary  lesions  are  always  convex  and  correspond  to  the  concave 
border  of  hypertrophied  pigment.  The  contrast  in  color  is  most  ap¬ 
parent  in  the  summer  owing  to  a  tanning  of  the  normal  skin.  Hence 
it  is  that  the  return  of  winter  shows  a  less  conspicuous  condition.  The 
progress  of  the  whitening  process  is  slow,  consuming  years  when 
it  extends  over  large  areas.  When  the  surface  is  largely  involved, 


Fig.  114. — Vitiligo  in  a  negro,  with  similar  lesions  on  the  scrotum  and  both  knees. 


the  map-like  distribution  of  white  and  dark  color  would  make  it  seem 
as  if  the  latter  were  the  abnormal  skin.  In  the  negro  and  other  colored 
races  the  absorption  of  pigment  goes  on  progressively  from  one  or  many 
points  until  nearly  the  whole  surface  becomes  white,  but  complete  loss 
of  pigment  is  rare  in  either  race.  The  disease  may  start  on  any  part  of 
the  surface  and  the  spots  may  be  single  or  multiple  with  indefinite  nor¬ 
mal  intervals  between.  The  common  sites  are  the  back  of  the  hands, 
neck,  face,  scalp  and  genitocrural  regions.  If  there  are  many  small 
patches  the  piebald  look  is  present.  The  general  health  is  unaffected 
by  this  disorder,  although  there  may  be  present  some  associated  nerve 
disturbances. 
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Etiology  and  Pathology. — The  cause  is  unknown  but  it  is  more  fre¬ 
quent  in  tropical  countries  and  in  the  dark  races.  It  occurs  in  adults 
and  affects  equally  both  sexes.  It  has  followed  or  been  associated  with 
malarial  and  eruptive  fevers,  such  neurotic  diseases  as  migraine,  alopecia 
areata,  scleroderma,  Addison’s  disease  and  Graves’  disease,  exposure  to 
extreme  heat  or  cold,  or  local  injuries.  These  factors  have  little  in 
common  except  that  they  lead  to  a  derangement  of  the  nervous  system 
and  this  fact,  in  addition  to  the  change  in  the  skin  (atrophy  of  pigment), 
leads  to  the  assumption  that  vitiligo  is  pathologically  a  trophoneurosis. 
The  earliest  anatomic  change  is  a  hypertrophy  followed  by  an  atrophy 

of  pigment  in  the  whitish  spots 
while  the  surrounding  brownish 
discolorations  show  hyperpigmen¬ 
tation. 

Diagnosis. — Macular  leprosy  in 
its  later  stages  may  be  pale  and 
anesthetic  but  structural  changes 
and  the  general  symptoms  of  the 
disease  are  present.  Chloasma  pre¬ 
sents  the  concave  lines  of  lighter 
surface  surrounding  its  pigmented 
area,  while  vitiligo  presents  the  con¬ 
vex  outline  of  whitened  surface 
surrounded  by  hypertrophied  pig¬ 
ment.  Circumscribed  scleroderma 
or  morphea  is  characterized  by  a 
change  in  the  texture  of  the  skin, 
first  thickened,  then  atrophied. 
Tinea  versicolor  is  a  fungus  affec¬ 
tion  presenting  yellowish-brown 
patches  and  furfuraceous  scales. 

Prognosis  and  Treatment. — 
Cases  rarely  cease  spontaneously 
Fig.  115.— Vitiligo  of  extensive  dis-  and  occasionally  from  treatment 

tribution,  in  a  Chinaman  (cour-  but  the  tendency  is  to  persist  and  in- 

tesy  of  Dr.  J.  L.  Keeler).  crease  with  age.  While  any  treat¬ 

ment  is  unsatisfactory,  it  is  often 
necessary  to  do  something  externally  in  an  effort  to  relieve  the  disfig¬ 
urement.  Frictions  of  the  affected  surface  sufficient  to  produce  hy¬ 
peremia,  I  have  found  beneficial  in  several  cases  and  can  recommend 
the  following  simple  application: 


Cantharid.  tinct., 

3iv ; 

15 

Benzoin,  tinct., 

; 

4 

Spts.  vin.  rect., 

Aq.  rosse, 

aa  Sij  ; 

60 

Hyperemia  may  also  be  produced  by  suction  cups,  combined  with  fairly 
large  doses  of  the  X-rays;  by  galvanism,  placing  over  the  affected  areas 
the  negative  electrode  with  a  current  of  2  to  5  milliamperes ;  by  photo¬ 
therapy;  or  bv  the  high-frequency  currents.  To  remove  the  excess  of 
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pigment  about  the  patches  of  vitiligo,  pure  carbolic  acid  is  the  best  of 
the  acids  or  caustics,  but  a  similar  result  may  be  accomplished  by  cata- 
phoresis  with  a  solution  of  mercuric  chlorid  (i:  1000).  Temporary 
relief  from  disfigurement  may  be  obtained  by  staining  the  exposed 


Fig.  116. — Vitiligo  in  a  white  woman,  on  the  dorsal  aspect  of  both  hands  and  wrists. 
Cured  by  the  prolonged  use  of  Silicea  6x  and  local  frictions  with  a  10  per  cent, 
solution  of  capsicum. 

patches  with  walnut  juice,  a  weak  solution  of  iodin  or  any  appropriate 
staining  substance.  The  chief  reliance  in  curable  cases  is  to  be  placed, 
however,  on  the  long  continued  use  of  such  remedies  as  Arsen.,  Fer. 
phos.,  Nit.  acid,  Sul.,  and  Zinc,  plios.  and  hygienic  measures  to  im¬ 
prove  the  general  health. 


ATROPHIA  CUTIS 

( Atrophoderma ;  Atrophy  of  the  Skin) 

Definition. — A  cutaneous  condition  characterized  by  a  diminution 
or  degeneration  of  the  component  structures  of  the  skin. 

Atrophic  changes  of  the  skin  may  be  idiopathic  or  symptomatic, 
general  or  limited,  rapid  or  gradual  in  development  and  may  follow 
other  pathological  conditions  or  be  coexistent  with  them.  The  follow¬ 
ing  varieties  will  be  briefly  described:  senile  atrophy,  atrophic  lines  and 
spots,  glossy  skin  and  diffuse  idiopathic  atrophy. 


SENILE  ATROPHY 

( Atrophia  senilis;  Atrophoderma  senile ) 

The  typical  degeneration  of  old  age  is  macular,  pea-  to  bean-size 
and  yellowish-brown  in  color.  Though  the  lesions  may  be  found  any¬ 
where,  they  are  most  common  on  the  face,  dorsum  of  the  hands,  genitalia 
and  legs.  Besides  the  color  referred  to,  the  skin  may  be  wrinkled,  dry 
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with  slight  scaling,  may  have  atrophied  hairs  of  the  lanugo  type  with 
all  varieties  of  verruca  and  telangiectasis. 


Etiology  and  Pathology. — These  conditions  are  caused  in  quantita¬ 
tive  atrophies  by  marked  diminution  of  the  dermal  fat-cells,  thinning 

of  the  corium  and  epidermis,  in¬ 
creased  pigmentation  in  the  rete, 
shortening  of  the  hair-follicles,  dila¬ 
tion  of  the  glands  and  a  disappear¬ 
ance  or  hypertrophy  of  the  blood 
vessels.  Degenerative  atrophy  may 
assume  fatty,  amyloid,  vitreous  or 
granular  characteristics. 

Prognosis  and  Treatment. — 
When  once  established  senile 
atrophy  is  incurable  but  if  the 
proper  hygienic  measures  are  taken 
in  time,  its  development  may  be 
often  prevented  or  postponed.  Mas¬ 
sage,  suction  cups,  galvanism,  high- 
frequency  currents,  bran,  salt  or 
racliant-heat  baths,  inunctions  of  oil 
such  as  olive,  sweet  almond  or 
oleum  telesphorus  and  a  properly 
regulated  diet  are  advised.  Warty 
growths  may  be  treated  with  oint¬ 
ments  of  sulphur  (5  per  cent.)  or 
salicylic  acid  ( 1  to  4  per  cent. ) , 
combined  or  singly,  and  should  be 
watched  because  of  their  possible  malignant  degeneration.  Indicated 
remedies  are  often  important  because  of  general  conditions.  Graph., 
Nat.  mur.,  Opium  and  Sulphur  have  proven  efficacious. 


Fig.  117. — Senile  atrophy  in  a  woman 
of  eighty  years,  showing  the  ex¬ 
aggeration  of  the  normal  lines  and 
a  keratotic  patch  on  the  left 
cheek. 


ATROPHIC  LINES  AND  SPOTS 

( Stria  et  macula  atrophica) 

This  condition  may  be  idiopathic  or  symptomatic.  The  latter  type  is 
much  the  more  common  and  may  occur  from  a  traumatism,  such  as 
the  lash  of  a  whip,  capable  of  injuring  the  elastic  tissues  beneath  the 
intact  epidermis ;  it  may  come  from  the  distention  of  the  skin  by  ascites, 
anasarca,  pregnancy  ( line  a  albic  antes) ,  tumors,  excessive  deposits  of 
fat,  etc. ;  or  it  may  be  a  sequel  of  syphilis,  lepra  and  other  diseases  of 
the  skin.  The  lesions  occur  in  spots  or  lines  and  are  smooth,  glistening, 
scar-like,  thin  and  depressed  or  grooved  with  a  peculiar  mother-of-pearl 
appearance.  If  in  the  form  of  lines,  they  may  be  from  one  to  two 
inches  in  length,  from  an  eighth  or  a  quarter  of  an  inch  in  width  and 
usually  run  parallel  in  an  oblique  direction  following  the  natural  lines 
of  the  skin.  They  are  usually  seen  on  the  distended  parts  or  on  the 
hips,  thighs  and  buttocks  of  adults,  chiefly  women.  Macules  or  spots 
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are  more  rare  and  vary  from  a  pin-head  to  a  finger-nail  in  size  and  are 
isolated,  round  or  oval.  In  a  general  way  they  resemble  a  vaccine  cica¬ 
trix  and  often  a  pigmented  area  will  surround  the  atrophic  patch.  The 
idiopathic  forms  are  rare,  chiefly  occurring  as  large  brown  macules 
which,  after  a  A^arying  duration,  become  atrophied.  All  the  lesions  lack 
subjective  sensations  though  they  may  be  anesthetic. 

Etiology  and  Pathology. — Etiological  factors  are  obvious  in  the 
symptomatic  types  but  the  idiopathic  form  can  only  be  explained  as 
trophoneurotic,  with  malnutrition  and  circulatory  disturbances  as  pre¬ 
disposing  factors. 

Diagnosis. — This  condition  should  be  carefully  distinguished  from 
the  atrophic  lesions  left  by  such  diseases  as  tuberculosis  cutis,  syphilis 
and  scleroderma. 

Prognosis  and  Treatment. — These  lesions  are  not  removed  or  in¬ 
fluenced  by  treatment,  for  once  established  they  are  permanent. 
Prophylaxis  and  other  therapeutic  measures  are  outlined  under  senile 
atrophy. 


GLOSSY  SKIN 

( A  tro plio derma  neuriticam ) 

This  rare  atrophic  affection  usually  occurs  upon  the  hands  and  is 
characterized  by  one  or  more  tapering,  smooth,  tense,  hairless  fingers, 
glossy  like  a  highly  polished  scar,  and  pink,  ruddy  or  blotched  as  with 
chilblains.  The  nails  invariably  curve  inward  and  sometimes  drop  off, 
while  the  skin  under  the  free  edge  is  frequently  thickened,  excoriated 
and  fissured.  Usually  severe  burning  pains  and  other  local  sensations 
are  present. 

Etiology  and  Pathology.— This  condition  is  a  trophoneurosis  and 
results  from  any  influence,  traumatic  or  systemic,  which  may  cause  a 
disease  or  injury  of  the  nerves  supplying  the  fingers.  Hence  neuritis 
is  often  present.  Impaired  circulation  and  exposure  to  cold  may  be 
underlying  causes  and  it  has  been  noted  in  chronic  myelitis,  leprosy, 
gout  and  rheumatism. 

Prognosis  and  Treatment. — A  duration  varying  from  weeks  to 
clears  usually  leads  to  spontaneous  recovery.  Removal  of  the  cause  is 
the  first  essential,  followed  by  protection  from  cold  and  other  irrita¬ 
tions,  gentle  massage  and  stimulation  with  the  high-frequency  currents. 
The  indicated  remedy  is  most  important  and  varies  with  the  symptoms 

presented  by  the  causative  disease.  See  Ledum,  Rhodo.,  and  Rhux  tox. 

>/ 

DIFFUSE  IDIOPATHIC  ATROPHY 

( Atrophia  maculosa  cutis ;  General  idiopathic  atrophy) 

This  extremely  rare  condition  presents  atrophic  thinning,  wrinkling 
and  dryness,  more  or  less  branny  scaling,  hair  loss  and  complete  absence 
of  the  sweat.  In  appearance  it  is  white,  streaky  or  patchy  with  purplish 
or  reddish-brown  discolorations  interspersed.  The  lower  extremities. 
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particularly  the  region  of  the  knees,  are  the  common  starting  point  but 
the  surface  involved  varies  from  one  or  two  limbs  to  practically  the- 
entire  body. 

Etiology  and  Pathology. — The  causes  are  not  known.  This  form 
of  atrophy  usually  appears  in  advancing  adult  age  although  it  may  rarely 
be  congenital. 

Prognosis  and  Treatment. — Chances  for  recovery  are  not  good  for 
the  disease  is  slowly  progressive  but  fortunately  the  general  health  is 
not  affected,  except  in  the  generalized  cases.  Treatment  is  much  the 
same  at  for  senile  atrophy,  with  accent  on  tonic  measures  and  oily 
applications  to  relieve  the  dryness  and  harshness. 


KRAUROSIS  VULVAE 

Breisky,  in  1885,  and  others  since  have  reported  a  peculiar,  rare 
atrophic  condition  wherein  the  labia  minora,  preputium  clitoridis,  ves- 
tibulum  and  surrounding  tissues  shrink  and  become  shriveled.  In  many 
instances,  a  congestive  period  with  itching,  burning  and  hyperesthesia 
precedes  the  atrophic  state.  Women  of  all  ages  have  this  condition,  irre¬ 
spective  of  coitus  or  pregnancy.  The  etiology  is  obscure  though  pru- 
ritis  and  vaginal  discharges  bear  a  causal  relation. 

Prognosis  and  Treatment. — This  condition  is  persistent  even  with 
careful  treatment.  Though  the  latter  may  he  unsatisfactory,  it  is  sen¬ 
sible  to  treat  any  vaginal  disease  that  may  be  present.  If  there  is  much 
thickening,  the  lesions  may  be  curetted,  followed  by  the  continuous  ap¬ 
plication  of  a  1  to  2  per  cent,  salicylic  acid  solution,  alternating  with  a 
pyrogallol  solution  of  the  same  strength.  Cataphoresis  with  one  of  the 
zinc  salts  or  sodium  chlorid  has  been  recommended  but  my  experience 
would  lead  me  to  place  more  confidence  in  the  complete  surgical  removal 
of  the  parts,  followed  by  the  X-rays. 


AINHUM 

( Dactylolysis  spontanea ) 

Definition. — A  degenerative  disease  of  one  or  more  of  the  toes, 
especially  the  smallest,  characterized  by  linear  strangulation  and  event¬ 
ually  by  spontaneous  amputation. 

Symptoms. — This  rare  disease  begins  as  a  semicircular  or  annular 
constriction  at  the  digitoplantar  fold  of  the  little  toe,  although  the  other 
toes  may  be  affected.  Its  progress  is  very  slow,  extending  over  a  period 
of  five  to  ten  years.  In  time  a  furrow  encircling  the  toe  causes  strangu¬ 
lation  with  detachment  but  without  ulceration,  inflammation  or  pain. 
During  this  slow  degeneration  all  elements  of  the  toe  increase  two  or 
more  times  in  size,  presenting  a  globular  or  oval  mass. 

Etiology  and  Pathology. — Ainhum  is  never  congenital  and  al¬ 
though  most  cases  occur  in  adults,  it  has  been  observed  in  children. 


morvan’s  disease 
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Male  negroes  are  the  commonest  sufferers.  The  disease  is  found  chiefly 
in  Africa,  India  and  the  West  Indies  but  is  occasionally  seen  in  our 
country.  It  is  no  doubt  a  trophoneurosis,  al¬ 
though  parasitic  and  traumatic  origins  have 
been  suggested. 

Prognosis  and  Treatment. — Spontaneous 
amputation  of  the  affected  member  or  mem¬ 
bers  may  be  expected.  The  general  health  is 
not  necessarily  affected.  Treatment  consists 
in  early  transverse  incision  of  the  constricting 
band  and  if  this  does  not  succeed  in  checking 
the  disease,  nothing  remains  save  amputation. 

MORVAN’S  DISEASE 

( Syringomyelia ;  M yelosyringosis  ;  A nalges-ic 
paralysis  with  zvhitlozv) 

This  neurologic  condition  presents  skin 
manifestations  which  are  fairly  typical.  Its 
onset  is  insidious  with  pain  and  loss  of  muscu¬ 
lar  power  in  one  or  both  arms.  Analgesia 
may  occur  at  any  time  in  the  course  of  the 
disease,  but  the  trophic  changes,  such  as  ulcers,  fissures,  glossiness, 
hyperidrosis,  vesicles,  bullae  and  whitlows  leading  to  neuralgic  pains 
with  necrosis  and  mutilation  and  other  disorders  of  sensation,  are  the 
most  important  symptoms.  The  muscular  atrophy  and  the  claw-like 
deformity  of  the  hands  may  be  noted  and  occasionally  the  lower  ex¬ 
tremities  are  involved  as  well.  Typically  the  tactile  sense  is  preserved, 
with  loss  of  sensation  to  heat,  cold  and  pain. 

Etiology  and  Pathology. — The  causes  are  obscure  although  cases 
have  been  attributed  to  traumatisms,  malaria,  syphilis  and  rheumatism. 
It  usually  appears  after  puberty  and  more  frequently  in  males.  It  is 
generally  admitted  that  it  is  of  central  spinal  origin  and  cavities  have 
been  found  in  the  central  canal  filled  with  fluid  supposed  to  lie  due  to 
the  absorption  of  gliomata.  Sclerotic  changes  in  the  posterior  cornua 
and  columns  of  the  cord  have  also  been  noted. 

Diagnosis. — This  condition  may  bear  such  close  resemblance  to 
some  cases  of  anesthetic  leprosy  that  it  may  be  necessary  to  find  the 
bacteria  of  leprosy  to  establish  the  diagnosis.  The  typical  and  more  ex¬ 
ternal  symptoms  of  scleroderma  or  well-defined  glossy  skin  should  not 
be  mistaken  for  Morvan’s  disease. 

Prognosis  and  Treatment  — This  disease  may  persist  for  twenty 
years  or  more  and  hence  the  prognosis  is  not  promising.  Measures  to 
improve  hygiene  and  diet  even  to  the  extent  of  medicinal  and  electrical 
stimulation  are  usually  indicated.  The  parts  affected  should  be  treated 
by  antiseptic  and  surgical  methods  so  as  to  protect  from  injury  and 
promote  healing. 


Fig.  118. — Ainhum  of  the 
little  toe.  Surgical  am¬ 
putation  (courtesy  of 
D  r  s  .  Kaufman  and 
Schmahl) . 
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PERFORATING  ULCER  OF  THE  FOOT 

( Malum  p  erf  or  ans  pedis ) 

This  rare  trophoneurotic  disease  begins  with  the  formation  of  a 
localized  callosity  or  corn,  first  developed  upon  an  exposed  location  such 
as  the  plantar  aspect  of  the  metatarsophalangeal  joint  of  the  first  or 
fifth  toes,  although  it  has  been  noted  on  the  palm  of  the  hand.  Beneath 
the  corn  a  sinus  develops  which  ulcerates  its  way  slowly  inward  until 
it  involves  soft  parts  and  bones.  The  external  opening  is  by  the  side 
of  the  original  corn  and  is  sometimes  surrounded  with  granulations; 
usually  it  is  a  small  opening  but  later,  by  continued  pressure  in  walking, 
the  epidermis  becomes  thickened  into  a  large  whitish-yellow  mass  which 
surrounds  the  orifice.  With  these  changes  occur  other  trophoneurotic 
manifestations,  such  as  thickened  epidermis,  altered  nails  and  excessive 
hair  growth  on  the  extremity  and  dorsum  of  the  foot.  Pigmentation  of 
variable  degree,  erythema  or  eczema,  increased  or  diminished  sweating, 
anesthesia  in  and  around  the  ulcer  and  neuralgic  and  rheumatic  pains 
in  the  affected  extremity  may  also  be  present. 

Etiology  and  Pathology. — When  a  nerve  supply  is  interfered  with, 
as  may  occur  in  locomotor  ataxia,  anesthetic  leprosy,  spinal  injuries, 
syphilis,  neuritis,  diabetes,  etc.,  this  rare  condition  may  ensue.  It  is 
conceded  that  this  malady  is  a  trophoneurosis  depending  upon  the  im¬ 
pairment  or  degeneration  of  peripheral,  truncal  or  central  nerves. 

Diagnosis. — It  would  not  seem  that  mycetoma ,  callositas ,  suppu¬ 
rating  corns ,  or  tuberculosis  cutis  should  be  confused  with  this  condi¬ 
tion,  if  its  general  nervous  phenomena  be  considered. 

Prognosis  and  Treatment. — The  former  is  doubtful  and  treatment 
unsatisfactory.  Curetting,  excision,  partial  or  complete  amputation  or 
simpler  measures  afford  only  temporary  relief  because  the  condition  is 
apt  to  recur  even  in  the  stump  of  the  amputated  part.  In  a  case  of  my 
own,  Arsenicum  alb.  and  Populus  cand.  were  well  indicated  and  ap¬ 
parently  gave  relief. 


CLASS  V.-NEW-GROWTHS 


CICATRIX 

(Scar;  Scar-tissue) 

Definition.-  -A  new  connective  tissue  formation  which  results  from 
the  process  of  healing,  following  loss  of  substance. 

Symptoms  and  Etiology. — Scars  correspond  in  a  large  degree  in 
their  shape  and  depth  to  the  breaks  left  in  the  surface  after  wounds 
and  diseases  have  healed.  They  may,  therefore,  be  regular  or  irregular, 
small  or  large,  flat  or  depressed.  Small  superficial  scars  may  almost 
disappear  in  time  leaving  only  delicate  lines  or  dots,  while  deep  scars 
are  permanent  though  they  may  shrink  to  smaller  dimensions.  Burns 
are  apt  to  leave  uncomfortable  and  disfiguring  scars.  In  color  any 
scar  is  at  first  pink,  owing  to  the  abundance  of  blood  vessels  and  the 
thinness  of  the  epidermic  covering,  but  they  all  have  a  tendency  to 
shrink  and  as  the  blood  vessels  slowly  disappear  the  color  gradually 
becomes  a  shining  white.  Old  scars  may  even  show  considerable  pig¬ 
ment.  The  typical  simple  or  normal  scar  is  flat  or  only  slightly  sunken 
but  atrophic  scars  such  as  may  follow  the  pustules  of  variola,  sycosis 
or  acne  varioliformis  are  considerably  depressed.  On  the  other  hand 
scar  tissue  formation  may  not  cease  at  the  point  of  proper  contact  but 
continue  to  develop,  resulting  in  a  hypertrophic  scar. 

Pathology. — The  formation  of  a  scar  is  essentially  a  connective 
tissue  development  presenting  interlacing  bundles  with  an  absence  of 
glands,  follicles,  hairs  and  furrows.  Granulation  tissue  composed  of 
loops  of  capillaries  surrounded  by  multitudes  of  round  cells  is  an  active 
factor  in  the  early  state  of  scar  formation.  Gradually  this  granulation 
stage  is  transformed  into  fibrous  cicatricial  tissue  with  a  lessening  or 
even  an  obliteration  of  the  blood  vessels. 

Diagnostic  Significance  of  Scars. — The  nature  of  the  previous 
pathological  process  may  sometimes  be  surmised  by  the  appearance  of 
cicatrices.  Scrofulous  ulcerations  of  the  skin  usually  leave  disfiguring, 
linear  or  irregular  and  often  extensive  scars.  Lupus  cicatrices  may 
also  be  irregular  or  uneven  and  disfiguring  though  usually  they  are 
superficial.  The  scars  from  syphilis  are  often  delicate  and  smooth, 
slightlv  depressed,  sharply  defined  hut  vary  in  shape,  depth  and  extent, 
and  for  a  time  they  have  a  typical  reddish  pigmentation. 

Prognosis  and  Treatment. — Scars  are  permanent  although  time 
and  sensible  treatment  may  improve  their  appearance,  lessen  contrac¬ 
tions  or  prevent  deformity.  Much  more  may  he  done,  therapeutically, 
especially  for  scars  in  conspicuous  locations  than  is  ordinarily  supposed. 
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Persistent  hyperemia  is  the  first  step  and  this  may  be  accomplished  by 
the  application  of  Bier’s  suction  cup  daily  or  the  local  use  of  the  high- 
frequency  currents.  Injections  of  fibrolysin  (thiosinamin)  every  three 
or  four  days,  into  portions  of  the  body  apart  from  the  scar,  or  solu¬ 
tions  of  the  same  substance  or  2  per  cent,  sodium  chlorid  may  be  ap¬ 
plied  by  cataphoresis  directly  into  the  scar  tissue.  Repeated  small  doses 
of  the  X-rays  have  produced  softer,  thinner  scars,  especially  those  of 
smallpox,  chicken-pox  and  acne,  but  the  danger  of  developing  telan¬ 
giectases  must  be  borne  in  mind.  If  the  latter  do  arise,  they  may  be  de¬ 
stroyed  by  electrolysis.  Skin  grafting  may  be  indicated  or  other  surgi¬ 
cal  measures  employed  to  prevent  adhesions  and  contractions.  To 
remove  exuberant  granulations  ordinary  caustics  or  preferably  solidified 
carbon  dioxid  may  be  used.  Among  the  remedies  suitable  to  act  on  scar 
tissue  are  Cal.  fluor.,  Fluor,  acid  and  Graphites. 


KELOID 

(C keloid;  Kelis ) 

Definition. — A  connective  tissue  new-growth  appearing  as  a  tense, 
smooth,  firm,  reddish,  shining,  variously  shaped  patch  or  ridge. 

Symptoms. — This  growth  is  most  often  found  over  the  sternum 
and  less  often  on  other  parts  of  the  upper  trunk,  face,  ears,  neck  and 
extremities.  It  often  appears  after  some  injury  to  the  skin  no  matter 
how  slight.  Keloid  is  usually  a  single  growth  starting  as  a  pea-sized 


Fig.  119. — Keloid  of  ten  years’  duration  on  the  breasts,  abdomen  and  back  of  a 
negress.  The  X-rays  relieved  the  itching  and  pain  but  failed  to  diminish  the 
size  of  any  of  the  twenty-one  growths. 


nodule  which  in  the  course  of  years  slowly  increases.  However,  it 
may  be  multiple  and  present  much  variety  in  size  and  shape.  It  is  a 
benign  tumor  and  never  threatens  life,  though  it  may  be  painful  and 
often  recurs  when  excised.  When  seen  by  the  physician  there  is  usually 
an  elevated  patch  or  ridge  of  skin  from  y.  to  /4  inch  in  height,  vari¬ 
ously  sized,  pearly  or  rosy  tinted,  tense,  smooth  and  shining.  From 
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one  or  both  ends  or  from  the  sides  of  the  ridge,  fleshy  prongs  project 
into  and  blend  gradually  with  the  surrounding  skin.  The  ‘‘false  keloid ” 
or  hypertrophic  scar  is  a  mass  of  fibrous  tissue  which  occurs  around  a 
healing  or  healed  wound. 

Etiology  and  Pathology. — The  negro  races  are  more  subject  to 
the  disease  than  the  white,  and  although  it  has  been  observed  at  all 
times  of  life  and  in  both  sexes,  it  occurs  usually  in  middle-aged  persons. 
Its  exact  cause  is  not  known  and  the  condition  simply  represents  a 
peculiar  tendency  to  fibrous  connective  tissue  overgrowth  frequently  fol¬ 
lowing  traumatisms,  no  matter  how  slight.  The  papillary  layer  is  usu¬ 
ally  intact  while  the  overgrowth  is  found  in  the  middle  and  lower  layers 
of  the  corium. 

Diagnosis. — The  ridge-like  shape,  smooth  surface,  pinkish  color 
and  claw-like  prolongations  will  nearly  always  serve  to  distinguish  keloid 
from  all  other  growths.  A  hypertrophic  scar  might  approach  it  in  ap¬ 
pearance  but  a  history  of  a  wound  at  the  exact  site  of  the  lesion,  lighter 
color,  less  elevation  and  absence  of  fleshy  prongs  will  readily  differ¬ 
entiate  the  scar.  Fibroma  may  need  to  be  considered  in  a  diagnosis. 

Prognosis  and  Treatment. — These  tumors  usually  persist  through 
life  though  they  may  disappear  spontaneously.  Fortunately  the  pa¬ 
tient’s  general  health  is  not  affected.  Although  there  exists  a  great 
amount  of  pessimism  about  all  forms  of  treatment,  I  may  say  that 
surgical  removal,  preceded  and  followed  by  careful  X-raying,  has  given 
good  results  in  some  of  my  cases.  Excision,  cauterization,  linear  scari¬ 
fication  and  electrolysis  are  of  little  aA^ail  because  the  growths  return 
with  renewed  force  and  increased  size.  A  number  of  methods  have 
been  used  with  partial  success,  such  as  local  applications  of  the  high- 
frequency  spark,  sodium  chlorid  ionisation,  solidified  carbon  dioxid 
(one  or  two  minutes’  application  for  small  keloids),  hypodermic  injec¬ 
tion  of  fibrolysin  (thiosinamin) ,  or  applications  of  mercurial  and  salicy¬ 
lic  acid  plasters  following  the  use  of  Bier’s  suction  cups.  Remedies 
such  as  Cal.  fluor.,  Fluor,  acid,  Graph,  and  Nitric  acid  have  little  effect 
if  used  alone,  although  associated  symptoms  should  be  carefully  pre¬ 
scribed  for. 


DERMATITIS  PAPILLARIS  CAPILLITII 

( Sycosis  frambesiformis;  Acne  keloid;  Keloid  acne) 

Definition. — An  inflammatory  disease  of  the  nucha  characterized 
by  papules,  pustules,  vegetations  and  keloidal  elevations. 

Symptoms. — This  rare  disease  begins  with  pin-head-sized,  isolated 
papules  or  pustules  at  the  border  of  the  hair  on  the  back  of  the  neck, 
with  a  tendency  to  spread  upward  to  the  occiput.  Subsequently,  the 
lesions  become  aggregated,  coalesce  and  form  pea-  to  small  cherry- 
sized,  firm,  projecting,  pale  or  red,  keloidal  or  papillomatous  masses.  On 
some  areas,  the  hair  remains  twisted  or  matted,  cannot  be  extracted  with 
ease,  or  breaks  off  at  the  slightest  touch,  while  others  are  entirely  bald. 
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If  the  growth  at  this  stage  is  incised,  the  knife  makes  a  creaking  sound, 
and  the  exposed  surface  bleeds  profusely.  As  the  disease  extends  up¬ 
ward  fungating,  frambesiform  vegetations  appear,  from  between  which 
an  offensive  exudate  is  discharged.  Crusting  is  common,  and  multiple 
abscess  formation  undermines  the  growths  at  various  points  and  to 
some  extent  destroys  them.  After  a  number  of  years  a  marked  sclerotic 
degeneration,  in  the  form  of  permanent  alopecia,  is  noted  while  scattered 
about  are  tufts  of  normal  hair. 

Etiology  and  Pathology. — This  disease  is  more  common  in  adult 
males,  especially  in  the  negro  race.  Its  cause  is  not  known  although 
most  cases  are  secondary  to  furun cuius,  acne,  sycosis  or  local  trauma. 


Fig.  120. — Dermatitis  papillaris  capillitii  in  a  young  adult  negro.  The 
growth  was  removed  by  excision,  followed  by  X-raying. 


It  would  seem  to  be  due  to  some  infection,  possibly  the  staphylococci. 
There  is  some  doubt  as  to  the  nature  of  the  pathological  process  whether 
it  begins  about  the  follicles  or  as  an  inflammation  in  the  cutis.  The 
early  formations  consist  of  highly  vascular  papillary  growths  similar  to 
granulation  tissue  but,  later,  sclerosis  ensues  with  atrophy  of  the  hair- 
follicles. 

Diagnosis. — Except  at  its  onset,  when  sycosis  or  acne  on  the  back 
of  the  neck  might  bear  a  resemblance,  it  would  seem  almost  impossible 
to  mistake  this  disease. 

Prognosis  and  Treatment. — A  chronic,  progressive  course  with¬ 
out  any  tendency  to  spontaneous  cure  and  remarkable  resistance  to  treat¬ 
ment,  together  with  a  permanent  alopecia,  represents  the  outlook.  Local 
treatment  is  similar  to  that  for  sycosis,  embracing  strict  antiseptic  clean¬ 
liness,  the  extraction  of  hairs  and  evacuation  of  pus.  Two  cases  of 
my  own  had  the  growth  thoroughly  excised,  followed  by  X-raying  and 
I  believe  this  is  the  most  promising  treatment.  Linear  scarification, 
electrolysis  and  electric  cauterization  have  been  recommended. 
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MOLLUSCUM  CONTAGIOSUM 

( Molluscum  sebaceum;  Molluscum  epitheliale;  Epithelioma 

contagiosum) 

Definition.-  -A  rare  contagious  disease  characterized  by  pin-head-  to 
pea-sized  or  larger,  smooth,  semi-globular,  pearl-like,  white  or  pink  ele¬ 
vations. 

Symptoms. — The  lesions,  of  which  there  are  seldom  more  than  ten 
or  twelve,  are  grouped  upon  the  face  especially  about  or  on  the  eyelids 
and  also  in  adults  upon  the  genitals.  They  first  appear  as  small  pink, 
yellowish  or  pearly  papules  or  nodules  which  develop  to  the  size  of  a 
split  pea,  become  globular  in  shape,  firm  and  elastic  to  the  touch,  and 
present  a  small  opening  at  the  summit  from  which  a  waxy  or  colloidal 
substance  may  be  squeezed  out.  This  small  opening  may  appear  black 
from  the  adherence  of  atmospheric  dust.  The  growths  are  benign,  unat¬ 
tended  by  constitutional  symptoms  and  having  attained  their  full  size, 
the  little  tumors  remain  stationary  for  some  months.  Usually  within  a 
year  they  suppurate  or  undergo  absorption  and  spontaneously  disappear. 
No  scar  remains  unless  harsh  treatment  or  infection  changes  the  nature 
of  the  lesion.  Rarely  these  growths  increase  to  the  size  of  an  orange 
( molluscum  giganteum) . 

Etiology  and  Pathology. — The  disease  has  been  successfully  inocu¬ 
lated  and  is  feebly  contagious  under  ordinary  circumstances.  It  is 
found  in  both  sexes  and  at  all  ages  but  is  most  common  among  poor 
children,  particularly  among  those  housed  in  institutions.  It  is  assumed 
that  a  parasitic  element  is  responsible  for  this  disease  but  the  exact 
cause  is  not  known  and  the  pathological  process  is  a  mystery.  The 
process  probably  begins  in  a  hair-follicle  and  presents  an  enormous  in¬ 
crease  in  the  cells  of  the  rete  mucosum.  So-called  molluscum  bodies' 
are  made  up  of  lobules  filled  with  degenerated  epithelial  cells. 

Diagnosis. — The  size  of  the  lesions,  their  common  location,  waxy 
appearance,  and  central  orifice  giving  exit  to  a  waxy  substance,  should 
distinguish  this  disease  from  milium  and  from  all  vesicular  eruptions 
which  may  be  opened  to  show  that  they  contain  serum. 

Prognosis  and  Treatment. — Prompt  response  to  treatment  may  be 
expected.  Because  of  the  contagious  element  these  cases  should  not  be 
neglected,  but  radical  treatment  is  never  necessary  because  spontaneous 
disappearance  often  occurs  without  scarring.  Careful  incision  with  ex¬ 
pression  of  contents  and  cauterization  with  the  high-frequency  currents, 
iodin,  nitrate  of  silver  or  carbolic  acid  is  sufficient.  If  the  growths  are 
pedunculated  they  may  be  snipped  off  with  scissors  and  any  of  the  above 
caustics  applied.  This  may  be  followed  by  a  dusting  powder  composed 
of  one  part  of  boric  or  salicylic  acid  to  ten  parts  of  talc.  Internal  medi¬ 
cation  is  seldom  indicated  because  the  condition  is  local  and  constitu¬ 
tional  symptoms  are  not  a  part  of  it. 
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MULTIPLE  BENIGN  CYSTIC  EPITHELIOMA 

(. Epithelioma  adenoides  cysticum;  Adenoma  of  the  sweat-glands ; 

Syr  i  n  g  o  cysto  ma ) 

This  rare  disease  is  usually  found  on  the  face,  chest,  back  and  arms, 
and  presents  pin-head-  to  pea-sized,  pearly,  pinkish  or  pale  yellowish 
tumors.  They  are  multiple,  varying  from  two  to  several  score,  usually 
remain  discrete  but  occasionally  coalesce.  They  are  round  or  oval  in 
shape,  tense,  shining  and  translucent,  distended  like  vesicles.  Their 
course  is  benign  without  adenitis  or  involvement  of  the  general  health. 

Etiology  and  Pathology. — The  cause  is  unknown.  Both  sexes 
may  be  affected,  most  commonly  about  puberty.  Microscopically  it  is 
undoubtedly  an  epithelial  growth,  taking  its  start  from  embryonic 
epithelial  germs  misplaced  during  fetal  life.  In  some  instances  its  origin 
seems  to  have  been  in  the  epithelia  of  the  hair- follicles,  while  others  ap¬ 
pear  to  be  from  cystic  dilation  of  the  sweat-ducts.  Colloidal  and  cystic 
degeneration  is  often  noted. 

Diagnosis. — M olluscnm  contagiosum  tends  to  disappear,  is  a  malady 
of  childhood  and  its  lesions  show  a  central  depression  and  aperture.  Hy¬ 
drocystoma  fluctuates  as  to  its  existence  and  course  and  has  fluid  con¬ 
tents.  Colloid  degeneration  presents  yellowish,  translucent,  gelatinous 
looking  nodules  which  may  undergo  involution  without  leaving  any  trace. 

Prognosis  and  Treatment. — While  a  benign  growth,  this  disease 
does  not  spontaneously  disappear  and  the  possibility  of  actual  epithelioma 
and  ulcerative  degeneration  should  be  borne  in  mind.  The  treatment  is 
by  surgical  means,  consisting  of  simple  incision  and  expressage  of  the 
contents  in  the  case  of  smaller  growths,  while  the  larger  ones  may  be 
curetted,  cauterized  or  destroyed  by  electrolysis. 

ADENOMA  SEBACEUM 

(. Adenoma  of  the  sebaceous  glands ) 

If  we  exclude  sebaceous  cysts  or  wens  from  the  adenomata,  adenoma 
sebaceum  becomes  a  rare  disease.  It  is  characterized  by  pin-heacl-  to 
split-pea-sized,  round  or  convex  growths  which  are  the  color  of  normal 
skin,  waxy,  brownish  or  reddish.  These  multiple  lesions  may  show 
smooth,  rough,  warty  or  varicose  surfaces,  the  latter  aspect  being  in¬ 
fluenced  by  the  degree  of  telangiectasis  present.  They  are  apt  to  involve 
the  same  regions  as  rosacea  and  are  often  grouped  upon  the  side  of  the 
nose  and  in  the  nasolabial  fold.  Other  cutaneous  lesions  may  be  found 
such  as  nevi,  warts,  comedones,  fibromata  and  pigmentation,  as  well  as 
a  coarse  large-pored  skin. 

Etiology  and  Pathology. — Nearly  all  the  cases  recorded  have  been 
found  among  the  poor  and  mentally  deficient,  especially  among  chil¬ 
dren  in  asylums  for  the  weak-minded.  It  may  not  be  true  that  all  cases 
are  congenital  but  this  influence  is  undoubtedly  very  strong.  Patho¬ 
logically  there  is  a  hyperplasia  of  the  sebaceous  glands  and  probably  of 
the  sweat-glands. 
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Diagnosis. — The  region  involved,  the  associated  telangiectasis,  per¬ 
sistent  course  and  its  appearance  in  early  life  are  the  diagnostic  points  of 
adenoma  sebaceum.  Rosacea  starts  later,  becomes  pustular  and  has  a 
progressive  tendency.  Multiple  benign  cystic  epithelioma  is  differently 
distributed,  occurring  on  the  back,  chest  and  arms.  Colloid  degenera¬ 
tion  usually  occupies  the  frontal  and  orbital  regions,  its  lesions  are  rarely 
numerous  and  have  a  yellowish  translucent  look  without  dilated  capil¬ 
laries.  M olluscum  contagiosum  has  a  central  depression  and  opening. 

Prognosis  and  Treatment. — Spontaneous  involution  has  been  ob¬ 
served  but  the  malady  is  usually  persistent.  Treatment  is  wholly  surgi¬ 
cal.  Small  lesions  may  be  destroyed  by  electrolysis  and  the  larger  by 
excision.  Multiple  scarification  has  been  urged  and  a  case  of  my  own 
was  cured  by  curetting,  followed  by  carbolic  acid  cauterization.  Thuja 
and  Fluoric  acid  have  been  used  in  indicated  cases  with  much  benefit. 


MULTIPLE  BENIGN  TUMOR-LIKE  NEW-GROWTHS 

This  very  rare  condition  comprises  bean-sized,  white  or  bluish-white, 
round,  circular  or  oval  and  flattened  elevations.  Because  they  can  usu¬ 
ally  be  pushed  below  the  level  of  the  cutaneous  surface  leaving  small 


Fig.  121. — Multiple  benign  tumor-like  new-growths  on  the  back  of  a  middle-aged 
man.  These  flattened,  oval  tumors  present  minute,  scar-like  depressions.  Some  of 
the  lesions  were  temporarily  removed  by  solidified  carbon  dioxid.  The  X-rays 
were  ineffectual. 

temporary  pits,  they  have  been  described  as  elastic,  hollow,  bladder-like 
tumors.  Though  they  seldom  actually  disappear,  involution  makes 
them  more  flaccid,  slightly  atrophic  with  pin-point,  scar-like  depressions 
or  minute  striations  on  the  surface.  In  the  illustration  above,  the 
scar-like  depressions  will  be  plainly  seen.  These  tumors  usually 
affect  the  shoulders,  trunk  and  thighs,  causing  no  subjective  sensations. 
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They  are  relatively  few  at  the  onset  but  more  develop  from  time  to 
time. 

Etiology  and  Pathology. — There  is  no  known  cause.  Fortunately 
the  general  health  is  not  affected.  Pathological  findings  show  passive 
retraction  or  atrophy  of  the  elastic  tissue. 

Prognosis  and  Treatment. — There  is  little  hope  of  disappearance 
and  nothing  may  be  expected  of  treatment.  A  case  of  my  own  was  not 
benefited  by  the  X-rays,  but  some  few  lesions  were  temporarily  removed 
by  solidified  carbon  dioxid. 


XANTHOMA 

( Xanthelasma ;  Fibroma  lipomatodes;  Vitiligoidea) 

Definition. — Benign  new-growths  consisting  of  opaque  yellowish 
plaques  or  flattened  nodules. 

Symptoms. — This  condition  has  been  described  in  a  number  of  va¬ 
rieties,  based  chiefly  on  the  form  of  the  lesion:  xanthoma  planum,  in 
which  the  lesions  occur  as  flat  patches  or  plaques ;  xanthoma  palpe¬ 
brarum,  usually  seen  on  or  about  the  eyelids,  especially  near  the  inner 
canthus  of  the  upper  eyelid,  and  consisting  of  one  or  more,  pea-sized  or 
larger,  round  or  elongated,  smooth,  opaque,  sharply  defined,  slightly 
raised  yellowish  patches,  fancifully  likened  in  appearance  to  chamois 
leather;  xanthoma  multiplex  includes  the  tubercular  form  ( xanthoma  tu¬ 
berculatum)  and  the  rare  nodulary  type  ( xanthoma  tuberosum )  which 
sometimes  attains  the  size  of  a  hen’s  egg;  xanthoma  diabeticorum  is  a 
variety  accompanying  diabetes  or  glycosuria  and  is  clinically  considered 
as  a  separate  disease  but  there  is  so  much  doubt  as  to  its  proper  posi¬ 
tion  in  the  dermal  field  that  I  prefer  to  speak  of  it  in  connection  with 
other  forms.  It  is  characterized  by  pin-head-  to  pea-sized,  conical  papules 
or  nodules  of  an  orange-red  color.  The  center  of  the  lesion  is  yellowish, 
surrounded  by  a  reddish  areola.  Itching  and  burning  may  be  present. 

It  would  seem,  however,  that  a  better  classification  is  that  of  Unna 
who  simply  distinguishes  xanthoma  of  the  eyelids  (described  above  as 
xanthoma  palpebrarum)  and  the  generalized  xanthoma  which  includes 
all  other  varieties.  Xanthoma  of  the  eyelids  is  of  slow  growth  and 
strictly  localized,  while  the  other  varieties  appear  rapidly  and  are  gen¬ 
eralized.  The  latter  is  more  apt  to  be  nodular  in  form  with  lesions  that 
are  more  sensitive  than  the  dull  plaques  of  the  eyelids,  yet  retaining  the 
peculiar  opacity  common  to  all  types.  Generalized  xanthoma  especially 
favors  the  hands,  elbows,  buttocks,  knees  and  feet  but  has  been  ob¬ 
served  on  other  parts  of  the  skin,  as  well  as  upon  the  mucous  and  serous 
membranes.  In  this  type  the  eyelids  escape  and  the  eruption  takes  on  a 
chronic  character,  lasting  for  months  or  years. 

Etiology  and  Pathology. — Xanthoma  of  the  eyelids  is  not  uncom¬ 
mon,  is  usfially  found  in  adults  and  is  much  more  frequent  in  females. 
Generalized  xanthoma  is  rare  but  is  found  in  both  sexes,  in  children  and 
adults.  The  generalized  form  may  appear  in  healthy  subjects  but  is 
more  commonlv  noted  in  the  course  of  diabetes.  It  may  also  follow  or 
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accompany  hepatic,  gouty,  rheumatic,  cancerous,  uteroovarian  condi¬ 
tions,  hydatids  and  rarely  other  diseases. 

The  condition  is  essentially  a  connective  tissue  new-growth  of  be¬ 
nign  character  with  possibly  a  mild  inflammatory  origin.  The  fatty 
degeneration,  which  may  occur  with  or  after  the  primary  changes,  ac¬ 
counts  for  the  yellowish  color  and  opacity  of  the  tumor.  Local  irrita¬ 
tion  would  seem  to  be  a  factor  in  some  of  the  generalized  cases,  because 
the  favorite  sites  such  as  the  hands,  elbows,  buttocks,  knees  and  feet  are 
the  parts  most  subject  to  friction  and  other  traumatisms.  Xanthomatous 
lesions  have  been  found  in  the  heart,  large  veins  and  arteries,  liver, 
spleen,  esophagus  and  trachea. 

Diagnosis. — Milia  are  usually  pin-head  in  size  and  white  in  color, 
and  their  contents  can  be  easily  pressed  out  by  simple  puncture.  It 
would  seem  almost  impossible  to  mistake  generalized  xanthoma,  whose 
acute  development,  primary  red  color,  solid  and  often  nodular  lesions 
and  frequent  occurrence  in  diabetes,  jaundice  and  other  diseases  is  so 
marked. 

Prognosis  and  Treatment. — This  condition  is  benign,  so  life  is 
not  endangered  but  the  lesions  seldom  disappear  spontaneously.  The 
nature  of  the  complicating  disease,  associated  with  the  generalized  type, 
naturally  influences  the  prognosis  and  determines  the  therapy.  If  local 
treatment  is  necessary,  almost  any  method  of  removal  is  to  be  preferred 
before  excision.  The  simplest  treatment  consists  in  the  application  of 
trichloracetic  acid  in  small  quantities,  carefully  protecting  the  surround¬ 
ing  skin  with  wax  or  vaselin.  If  this  does  not  thoroughly  remove  the 
growth,  electrolysis  may  be  employed,  using  a  current  of  from  1  to  5 
milliamperes ;  the  growth  being  punctured  superficially  and  at  several 
points.  A  25  per  cent,  salicylic  acid  plaster  has  been  successfully  used 
for  the  larger  patches;  10  per  cent,  solution  of  mercuric  chlorid  in  col¬ 
lodion  will  serve  the  same  purpose.  When  the  location  is  such  as  to 
permit  it,  solidified  carbon  dioxid  is  a  most  convenient  and  efficient 
method  of  removal,  using  moderate  to  deep  pressure  for  30  to  60  sec¬ 
onds,  depending  upon  the  size  of  the  growth  and  its  location.  The 
X-rays,  galvanocautery  and  high-frequency  currents  may  be  useful  in 
special  instances.  The  treatment  of  the  diabetic  type  is  necessarily  that 
of  glycosuria.  Any  itching  or  other  subjective  sensations,  present  with 
the  generalized  eruption,  may  be  relieved  by  solutions  of  carbolic  acid 
or  liquor  carbonis  detergens.  Internal  medication  is  often  demanded 
when  general  symptoms  are  present,  but  the  local  growths  are  seldom 
influenced  by  such  means  alone. 


COLLOID  DEGENERATION  OF  THE  SKIN 

( Colloid  milium) 

This  rare  and  comparatively  unimportant  condition  occurs  on  the 
face  especially  on  the  forehead,  though  it  may  be  found  elsewhere. 
It  consists  of  numerous  pin-head-  to  split-pea-sized  papules  or  nodules 
imbedded  in  the  skin  and  raised  slightly  above  it.  They  are  of  a  lemon- 


328 


NEW-GROWTHS 


yellow  color,  of  a  translucency  resembling  a  drop  of  serum.  When 
incised  the  contents  appear  as  a  yellow  gelatinous  substance. 

Etiology  and  Pathology. — The  causes  are  unknown.  It  chiefly 
occurs  in  middle  adult  life,  presents  no  subjective  symptoms  and  does 
not  influence  the  general  health.  Exposure  to  cold  weather  and  severe 
precursory  headaches  or  neuralgia  have  been  noted  in  an  etiological 
sense.  The  pathological  findings  may  be  summarized  as  a  localized  col¬ 
loid  degeneration  of  the  cells  and  connective  tissue  of  the  corium,  with¬ 
out  involvement  of  the  sebaceous  glands. 

Diagnosis. — Milium  is  usually  white,  lacks  the  vesiculoid  look  of 
colloid  degeneration  and  its  sebaceous  contents  can  be  easily  demon¬ 
strated.  Hydro  cystoma  occurs  only  in  hot  weather  or  from  exposure 
to  moist  heat,  and  on  pricking  one  of  its  lesions  a  clear  liquid  will  escape. 
Xanthoma  is  usually  confined  to  the  neighborhood  of  the  eyelids ;  its 
lesions  are  a  deeper  yellow  and  never  simulate  the  vesicular  type  like 
colloid  growths.  The  lesions  of  multiple  benign  cystic  epithelioma  are 
disseminated  over  the  body,  often  congenital  in  origin,  and  are  seldom 
yellowish  in  color. 

Prognosis  and  Treatment. — The  condition  is  progressive  and  does 
not  tend  to  disappear.  These  growths  may  be  removed  by  electrolysis 
or  by  the  curette.  I  prefer  solidified  carbon  dioxid  with  moderate 
pressure  for  40  seconds.  Rarely  internal  treatment  is  indicated.  For 
this  purpose  I  have  found  Baryta  carb.  or  iodid  useful. 


ANGIOMA 

Definition. — New-growths  and  hypertrophies  composed  chiefly  of 
the  vascular  elements  of  the  corium  and  subcutaneous  tissues. 

Symptoms. — Numerous  and  often  unnecessary  forms  of  angiomata 
are  described  but  for  the  sake  of  simplicity  the  four  mentioned  below 
will  suffice. 

Nevus  vasculosus  ( angioma  simplex)  includes  those  vascular 
growths  which  are  congenital  or  develop  shortly  after  birth  and  appear 
as  discolorations  varying  from  a  light  pink  or  red  to  a  deep  blue  or  pur¬ 
ple.  The  color  may  disappear  on  firm  pressure  but  returns  immediately 
after  compression  is  removed.  Because  of  their  appearance  and  their 
relation  to  the  various  items  of  prenatal  influence  they  have  been  called 
port-wine  marks,  mother  s  marks,  birth-marks,  claret-stains  and  nevus 
flammeus.  While  most  frequently  observed  on  the  head  and  neck,  they 
are  often  multiple  and  may  occur  anywhere.  They  are  small  or  exten¬ 
sive  in  area,  flat  or  raised  above  the  surrounding  surface  and  may  be 
studded  with  small,  soft,  erectile,  compressible  nodules.  These  latter 
may  lie  deep  in  the  skin  and  slowly  enlarge  to  the  size  of  hazel  nuts, 
while  the  overlying  skin  may  be  normal  in  color  or  of  any  degree  of 
redness.  Even  the  nodular  growths  are  compressible  like  the  simple 
form  first  described.  They  have  been  considered  true  angiomata  as  dis¬ 
tinguished  from  nevi  but  the  division  is  of  no  importance.  They  are 
sometimes  classified  as  capillary  angiomata  when  composed  of  newly 
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formed  capillaries,  or  as  cavernous  angiomata  when  composed  of  large, 
cavernous  blood  spaces.  These  two  varieties  are  usually  single,  benign 
and  painless,  though  pressure  may  excite  neuralgic  pains  and  a  certain 
degree  of  pulsation  and  murmur. 

Telangiectasis  is  a  term  applied  to  a  new-growth  or  enlargement  of 
capillaries,  developing  after  the  infantile  period.  Telangiectases  are  ac¬ 
quired  while  nevi  are  congenital  formations.  The  lesions  may  be  large 
or  small,  diffuse  or  circumscribed  but  the  latter  are  more  common  and 
are  usually  seen  in  the  form  of  the  spider  nevus  ( nevus  araneus)  which 
consists  of  a  minute  central  red  point  from  which  slender  red  capillaries 


Fig.  122. — Nevus  vasculosus  (angioma  simplex,  port-wine  mark)  presenting  a  dark- 
red  discoloration,  studded  with  small  compressible  nodules.  Removed  by  solidi¬ 
fied  carbon  dioxid. 

radiate  in  all  directions.  Capillary  hypertrophy  is  often  found  upon 
scars,  on  malignant  growths,  in  connection  with  scleroderma  or  other 
condensations  of  the  skin,  after  X-ray  treatment  and  is  commonly  no¬ 
ticed  on  the  nose  and  cheeks  of  those  affected  with  rosacea.  A  con¬ 
dition  usually  assigned  to  the  domain  of  surgery,  varicose  veins,  may 
be  included  in  this  group  but  has  little  interest  for  the  dermatologist 
except  in  the  production  of  the  well-known  leg  ulcer  and  the  accom¬ 
panying  eczematous  dermatitis. 

Angioma  serpiginosum  ( infective  angioma;  nevus  lupus)  is  a  rare 
and  peculiar  form,  usually  found  in  young  children,  often  starting  from 
nevi.  It  appears  in  the  form  of  minute  red  specks  resembling  “grains 
of  Cayenne  pepper”  arranged  to  form  circles  or  gyrate  lines  where 
several  circles  have  coalesced.  These  groups  enlarge  peripherallv  as  the 
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center  clears  up,  after  the  manner  of  ringworm,  by  the  appearance  of 
new  spots  at  the  borders.  The  disease  is  slow  in  its  course,  the  lesions 
are  multiple  and  may  appear  on  the  extremities,  head  or  trunk. 

Angiokeratoma  is  a  rare  condition  characterized  by  small,  translucent, 
reddish  or  bluish,  warty  or  horny  papules  or  nodules.  They  are  apt  to 
develop  in  association  with  chilblains,  in  fact  the  early  lesions  are  almost 
identical  with  that  condition,  and  are  usually  pin-head  in  size,  and  seen 
on  the  fingers,  palms,  soles,  scrotum  and  ears.  The  condition  usually 
begins  in  childhood  and  represents  a  capillary  dilation  with  a  thickening 
of  the  overlying  epidermis. 

Etiology  and  Pathology. — The  cause  of  congenital  angiomata  or 
nevi  is  not  known  beyond  the  suggestions  of  maternal  influences  and 
intrauterine  pressure.  All  that  can  be  said  is  that  they  are  the  result 


Fig.  123. — Nevus  vasculosus  of 
the  nodular  type  with  an  ele¬ 
vation  of  inch  above  the 
surface.  Deep  or  purplish-red 
color  which  partially  disap¬ 
peared  on  pressure. 


Fig.  124.- — Showing  the  result  of 
four  applications  of  solidified 
carbon  dioxid,  at  three  month 
intervals.  Pressure,  moderate. 
Length  of  each  application,  30 
seconds. 


of  congenital  malformations.  Telangiectases  may  arise  from  long-con¬ 
tinued  or  frequently  repeated  hyperemia  of  the  skin,  due  to  general  or 
local  conditions  or  from  such  a  slight  injury  as  a  pin  prick  or  insect 
bite.  No  cause  is  known  for  the  few  cases  so  far  reported  of  serpi¬ 
ginous  angioma  but  the  microscopic  findings  indicate  that  these  growths 
are  angiosarcomatous.  Angiokeratoma  has  been  attributed  to  cold  and 
has  been  thought  to  be  allied  to  chilblains  but  the  disease  occurring  on 
the  scrotum  proves  that  cold  is  not  the  only  exciting  factor.  Anatom¬ 
ically  the  angiomata  are  due  to  dilatation  and  new  formation  of  the 
venous  and  arterial  capillaries  in  the  upper  portion  of  the  derma,  asso¬ 
ciated  with  a  new  formation  of  connective  tissue  which  constitutes  the 
framework  of  the  new-growth. 

Diagnosis. — Vascular  nevi  can  be  recognized  without  difficulty. 
They  may  be  distinguished  from  the  acquired  form,  telangiectasis,  by 
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their  congenital  history  and  the  lack  of  visible  capillaries  except  at  the 
margin.  Dilated  capillaries,  single,  interlaced  or  formed  into  tubercles, 
are  pathognomonic  of  telangiectasis.  Angiomatous  tumors  are  usually 
free  from  pain  or  sensitiveness,  disappear  on  pressure,  but  quickly  refill 
as  pressure  is  removed  and  sometimes  pulsate.  A  cavernous  angioma 
with  a  firm  and  dense  capsule  may  be  difficult  to  distinguish  from  a 
fibroma  but  the  latter  is  much  more  likely  to  be  multiple.  The  extremely 
rare  serpiginous  angioma  can  always  be  recognized  by  its  peculiar  clinical 
course.  Angiokeratoma  is  distinguished  by  its  minute  red  or  purplish 
warty  elevations,  from  which  the  color  partly  disappears  on  pressure. 


Fig.  125. — Congenital  angioma  of  the  cavernous  variety,  protruding  %  of  an  inch 
and  presenting  marked  pulsation.  Partially  removed  by  solidified  carbon  dioxid ; 
still  under  treatment. 

bv  its  frequent  association  with  chilblains,  and  its  persistency  if  not 
treated. 

Prognosis  of  the  angiomata  is  uncertain.  Some  congenital  growths 
remain  stationary,  some  diminish  or  disappear  with  age,  others  may 
pursue  an  opposite  course  and  increase  steadily  in  size  or  change  from 
a  flat  birth-mark  to  tumor-like  growths.  The  pulsating  or  cavernous 
angioma  may  be  accidentally  ruptured  or  ulcerate  and  alarming  or  fatal 
hemorrhage  result.  Telangiectases  can  be  cured  only  by  a  removal  of 
the  causal  conditions.  Serpiginous  angioma  is  persistent  and  progressive 
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even  under  treatment.  Angiokeratoma  is  persistent  and  shows  no  tend¬ 
ency  toward  involution. 

Treatment. — Various  local  methods  are  employed  to  remove  these 
blemishes  especially  if  they  are  noticeably  located  or  disfiguring  in  char¬ 
acter.  There  is  no  disease  for  which  a  more  careful  selection  should  be 


Fig.  126. — Nevus  vasculosus,  presenting  at  birth  a  dark  brown,  nearly  black,  area 
which  covered  the  lumbar  and  sacral  regions  and  both  nates.  A  number  of 
smaller  spots  of  a  dark  red  color,  can  be  noted  on  other  parts  of  the  surface. 
General  health  of  the  baby  was  good  but  all  the  spots  increased  in  size  after 
birth. 


Fig.  127. — Front  view  of  Fig.  126  showing  a  few  small  circular  spots.  These  photo¬ 
graphs  were  taken  at  eight  months  of  age  and  represent  the  climax  of  the  process. 


made  of  the  remedial  agents  because  the  result  is  enduring  and,  if  the 
treatment  is  improper  or  meddlesome,  it  may  be  as  disfiguring  as  the 
original  lesions.  My  experience  in  the  treatment  of  nearly  three  hun¬ 
dred  angiomata  would  lead  me  to  select  the  following  methods.  For 
small  superficial  nevi  the  daily  application  of  collodion,  adrenalin  chlorid 
(i:  iooo),  or  liquor  plumbi  subacetatis  should  suffice.  If  the  growth 
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is  elevated  or  situated  over  a  bone,  a  compress  of  cork  or  other  sub¬ 
stance  may  be  placed  over  the  lesions  and  held  in  position  with  an  elastic 
bandage.  For  a  great  majority  of  angiomata,  solidified  carbon  dioxid 
is  the  most  convenient,  most  effectual,  least  painful  and  the  most  exact 
method.  The  resulting  scars  should  be  fine,  neat  and,  if  the  nevi  be 
superficial,  hardly  visible.  The  details  of  procedure  consist  of  the 
amount  of  pressure  necessary,  which  must  vary  according  to  the  depth 
of  the  lesions,  and  the  length  of  time  required  for  the  application.  Light 
or  moderate  pressure  for  from  io  to  30  seconds  will  suffice  for  super¬ 
ficial  growths,  while  the  deeper  lesions  call  for  firm  or  heavy  pressure 
from  30  to  90  seconds.  Only  careful  observation  and  ripened  experience 
can  make  this  method  uniformly  successful,  for  its  technic  depends  en¬ 
tirely  upon  the  operator  and  cannot  be  set  forth  in  words.  The  bleb, 
appearing  a  few  hours  after  the  freezing,  ruptures  in  a  day  or  two  leav¬ 
ing  a  clean-cut  ulcer.  This  should  be  treated  antiseptically  and  dressed 
with  boric-acid  powder,  solution  or  ointment. 

Before  the  advent  of  refrigeration,  electrolysis  was  the  most  popular 
and  satisfactory  method  and  it  still  remains  the  best  in  the  treatment 
of  some  of  the  nodular  and  cavernous  angiomata.  Phototherapy,  gal- 
vano-cauterization,  vaccination  and  multiple  scarification  have  all  been 
successfully  employed.  The  high-frequency  current  spark,  mild  fulgura- 
tion  and  radium  have  given  good  results  and  my  personal  experience 
has  been  that  in  certain  cases  they  are  better  suited  than  any  other 
methods.  Excision  may  be  performed  when  the  growths  are  large  or 
projecting,  or  ligation  and  other  surgical  procedure  may  be  needed  in 
a  few  instances.  Ordinary  caustics  such  as  carbolic  acid  or  sodium 
ethylate,  employed  locally  or  as  injections,  should  never  be  recom¬ 
mended.  It  is  my  custom  when  the  symptoms  call  for  it  to  prescribe 
remedies  that  have  a  pronounced  capillary  and  vascular  action,  such  as 
Aeon.,  Bell.,  Cal.  fluor.,  Condurango,  Fluoric  acid  and  Lycopodium. 
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It  is  impossible  to  draw  a  sharp  line  between  lymphangiomata  which 
should  properly  represent  tumors  composed  of  newly  formed  lymph 
vessels,  and  lymphangiectasis  which  is  a  simple  dilation  of  the  lymphat¬ 
ics.  Hence  the  general  condition  is  hard  to  describe  satisfactorily  but 
the  simplest  division  would  seem  to  be  that  of  Wegner  who  classifies 
them  as  simple,  cystic,  and  cavernous  lymphangiomata.  The  last  form 
will  be  considered  in  this  book  under  the  name  of  lymphangioma  cir¬ 
cumscriptum. 

Simple  lymphangioma  embraces  both  dilated  and  new  growths,  and 
might  properly  include  lymphangiectasis.  However,  the  usual  forma¬ 
tions  may  be  described  as  isolated  or  grouped,  circumscribed,  compressi¬ 
ble,  variously  sized  elastic  swellings,  often  connected  with  dilated  lym¬ 
phatics.  They  favor  the  genitalia,  lips  and  mouth  but  may  be  situated 
anywhere.  There  may  be  edema  and  thickening,  even  slight  elephantia¬ 
sis  when  the  condition  is  localized.  Fine,  transparent  vesicles  may  be 
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present  on  the  surface  causing  more  or  less  exudation.  When  these 
growths  appear  on  the  anterior  portion  of  the  tongue  they  are  termed 
macro glossia  and  when  on  the  lip,  macro cheilia.  The  variety  described 
by  Kaposi  as  lymphangioma  tuberosum  multiplex  is  usually  considered 
to  be  a  form  of  multiple,  benign  cystic  epithelioma.  Other  writers  have 
used  the  same  term  to  describe  conditions  more  properly  included  among 
the  lymphangiomata. 

Cystic  lymphangioma  is  a  surgical  condition,  congenital  in  origin, 
composed  of  large  multilocular  cysts,  usually  on  the  upper  part  of  the 
neck  ( hygromata  colli). 

Lymphangioma  circumscriptum  presents  pin-head-  to  small  pea-sized, 
deep-seated,  translucent  vesicles  of  yellowish,  pinkish  or  normal  skin 
tint.  They  may  be  few  or  many,  grouped  or  scattered  and  are  fre¬ 
quently  surrounded  by  inflammatory  areas.  They  usually  occur  upon 
the  chest  and  upper  extremities  and  the  increase  in  size  or  peripheral 
extensions  of  patches  may  produce  circulate,  annular  or  gyrate  figu¬ 
ration. 

Etiology  and  Pathology. — The  cause  is  not  fully  known  but  it  is 
probable  that  in  most  cases  beginning  in  infancy  and  childhood,  it  is 
due  to  congenital  defects.  The  origin  of  some  cases  may  be  traced  to 
local  injuries,  irritations,  or  actual  obstructions  to  the  lymphatic  flow. 
The  pathology  may  be  briefly  summed  up  as  a  dilation  of  the  lymph 
structures  with  some  new  formations  of  the  same. 

Diagnosis. — Verruca  should  never  be  confused  with  the  circum¬ 
scribed  variety  because  it  lacks  vesicular  characteristics.  Chronic  ab¬ 
scesses  or  varicose  veins  may  be  differentiated  by  the  fact  that  no  lymph 
can  be  withdrawn  from  these  growths. 

Prognosis  and  Treatment. — These  growths  have  a  tendency 
toward  extension  and  rarely  disappear  spontaneously.  The  treatment 
is  by  electrolysis,  the  vesicles  being  destroyed  by  inserting  the  negative 
needle  into  the  center  of  each  individual  growth.  The  same  result  may 
be  accomplished  by  caustics,  solidified  carbon  dioxicl  or  excision  but  the 
last  method,  to  be  effective,  needs  to  be  carried  well  beyond  the  growth 
to  prevent  a  recurrence  and  is  hardly  adapted  for  the  removal  of  large 
patches.  Dilated  lymphatics  should  be  treated  in  the  same  way  as 
varicose  veins,  that  is  by  support  with  elastic  bandages  and  rest  in  a 
horizontal  position.  Internal  medication  is  of  much  importance  and 
the  following  remedies  have  been  useful:  Calc,  phos.,  Carbo.  veg., 
Hvdrocot.,  Pet.,  Phos.,  Sul.,  Vipera. 


FIBROMA 

( Fibroma  molluscum;  Molluscum  simplex;  Molluscum  pendulum) 

Definition. — A  connective  tissue  new-growth  characterized  by  one 
or  more,  sessile  or  pedunculated,  soft  or  firm,  rounded,  painless  tumors 
in  the  corium  and  subcutaneous  tissue,  varying  in  size  from  a  hempseed 
to  a  cherry  or  larger. 

Symptoms. — This  condition  presents  great  variety  as  to  size,  shape 
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and  number.  Commonly  fibroma  is  a  multiple  manifestation,  but  it  may 
appear  as  a  single,  pedunculated  tumor  which  often  reaches  a  large 
size  and  become  pendulous  ( fibroma  pendulum) .  In  some  cases  in  which 
these  fibromata  are  numerous,  they  seem  actually  to  crowd  the  surface. 
In  such  cases  they  assume  a  more  or  less  rounded  shape  and  are  usually 


Fig.  128. — Multiple  fibroma.  Hundreds  of  tumors  of 
varying  size,  mainly  on  the  trunk. 

sessile  but  occasionally  appear  pear-shaped  because  of  a  tendency  to 
narrow  at  their  base.  The  skin  overlying  these  growths  may  be  normal, 
pink  or  reddish  color,  and  may  be  stretched,  hypertrophied  or  atrophied. 
Partial  or  total  absorption  may  take  place  leaving  a  softened  mass  of 
pendulous  hypertrophied  skin  (dermatolysis) .  Rarely  these  larger 
growths  undergo  ulceration  and  even  gangrene.  N  euro  fibroma  coexist, 
no  doubt,  in  some  cases  and  occasionally  all  the  lesions  are  of  this 
character.  Any  portion  of  the  skin  may  be  involved  but  multiple  growths 
usually  favor  the  trunk,  while  the  scalp  and  head  are  frequently  the  seat 
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of  individual  tumors.  The  palms  and  soles  are  rarely  involved  and  then 
the  growths  are  usually  small  and  flat.  Hard  fibroma  or  desmoids,  in 
contradistinction  to  the  soft  type  or  those  already  described,  appear  in¬ 
variably  as  small  solid  growths,  usually  single  and  pea-sized.  All  fibro¬ 
mata  are  freely  movable  and  are  usually  painless. 

Etiology  and  Pathology.— The  causes  are  obscure,  although  hered¬ 
itary  and  family  tendencies  have  been  noted  in  some  instances.  Both 
sexes  and  all  nationalities  have  been  afflicted,  but  in  our  country,  while 


Fig.  129. — Fibroma  pendulum  which  has  slowly  grown  for  years,  is  freely 
movable,  painless  and  hard  (courtesy  of  Dr.  W.  H.  Bishop). 

the  condition  is  not  common,  the  negro  race  furnishes  a  large  number 
of  cases.  A  certain  degree  of  mental  and  physical  weakness  has  been 
noted  in  some  of  these  cases.  The  condition  may  develop  at  any  age 
but  usually  begins  in  childhood  and  is  rarely  congenital.  The  growth  is 
due  to  a  hyperplasia  of  the  connective  tissue  although  what  gives  rise 
to  this  condition  is  unknown.  When  the  tumors  are  neurofibromata, 
there  is  naturally  an  increase  in  the  connective  tissue  nerve  sheaths  fol¬ 
lowed  by  a  similar  proliferation  in  the  glandular  and  vascular  structures. 
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Diagnosis. — Lipomata  are  rarely  present  in  numbers,  never  pedun¬ 
culated,  commonly  lobular  and  somewhat  flattened.  Neuromata  will 
show  active  pain.  Molluscum  contagiosum  presents  fewer  and  smaller 
growths,  usually  about  the  eyelids,  having  a  central  depression  or  aper¬ 
ture  and  are  usually  superficially  situated.  Multiple  sarcomata  are  com¬ 
paratively  rapid  in  their  growth,  have  a  red  surface  and  often  break 
down.  Moles  are  usually  small,  few  in  number,  more  or  less  pigmented 
and  present  a  smooth  surface.  Sebaceous  tumors  {wens)  are  rarely 
numerous,  not  pedunculated  and  their  contents  may  be  expressed  after 
incision. 

Prognosis  and  Treatment. — Life  is  not  endangered  by  this  disease 
but  the  growths  are  persistent  and  usually  increase  in  size  and  number. 
Surgical  measures  are  indicated,  such  as  ligaturing,  galvanocauterization 
or  excision  depending  upon  the  size,  location  and  nature  of  the  tumors. 
If  the  small  tumors  are  numerous,  they  may  be  removed  a  few  at  a 
time,  while  the  large  pedunculated  form  can  be  readily  excised ;  in  any 
case  the  excision  should  be  thorough  or  a  regrowth  is  probable.  If  the 
growths  are  superficial  electrolysis  or  solidified  carbon  clioxid  may  be 
used.  A  few  remedies  such  as  Calc,  fluor.,  Graph.,  and  Lycopodium 
may  assist  in  the  treatment. 


PARAFFIN  PROSTHESIS 

After  the  use  of  injections  of  paraffin  to  overcome  deformities  or  to 
remove  lines  and  wrinkles  and  otherwise  change  the  contour  of  the 
face  to  suit  the  whim  or  fancy  of  a  patient,  tumors  varying  in  size 
from  a  pea  to  an  egg  or  larger  have  developed.  The  proportion  of  these 
occurrences  is  extremely  rare  in  comparison  with  the  large  number  of 
cases  treated.  These  growths  are  firm  in  consistency,  attached  above 
to  the  epidermis  and  embedded  below  in  the  subcutaneous  tissue.  They 
may  appear  as  bluish  or  brownish-red  hypertrophied  lines,  may  even 
be  keloidal,  but  usually  present  no  subjective  sensations.  They  occur  in 
from  five  to  fifteen  months  after  the  paraffin  has  been  injected  and  are 
usually  noted  about  the  chin,  the  angles  of  the  mouth,  about  the  nose, 
beneath  the  eyes  and  in  the  neck.  It  is  the  deformity  produced  by 
these  tumors  which  brings  them  to  the  dermatologist. 

The  treatment  for  this  connective-tissue  new-growth  is  complete 
surgical  excision  followed  by  the  X-rays.  Recurrence  may  be  expected 
if  the  paraffin  is  not  removed. 


LIPOMA 

( Fatty  tumor ) 

Definition. — A  new-growth  composed  of  fat  tissue  seated  in  the 
corium  or  subcutaneous  tissue. 

Symptoms. — Lipomata  are  soft  flabby  tumors  varying  in  size  from 
a  small  nodule  to  a  large  mass  weighing  several  pounds.  While  the 
skin  covering  them  may  be  thickened,  reddened  and  adherent,  it  is 
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usually  normal  in  color  and  movable.  The  tumors  are  single  or  multiple 
and  may  be  described  in  two  forms,  the  circumscribed  and  the  diffuse. 
They  may  occur  on  any  part  of  the  surface  but  are  commonly  limited 
to  the  neck,  back  and  buttocks.  They  do  not  recur  after  removal,  are 
of  slow  growth  and  painless.  The  diffuse  form  is  less  common  than 
the  circumscribed  variety  and  covers  larger  areas,  gradually  merging 
into  the  sound  tissue.  A  rare  form  involving  the  neck  ( fatty  neck)  has 
been  described  as  occurring  in  male  subjects. 

Adiposis  dolorosa  is  a  rare  and  independent  affection  which,  however, 
may  be  mentioned  in  connection  with  the  subject  of  lipomata.  It  is 
characterized  by  large,  irregular,  nodular,  diffused,  fatty  deposits  in  the 
subcutaneous  tissue  of  middle-aged  women.  By  gradual  involvement  it 
may  extend  until  it  is  practically  general,  and  is  always  associated  with 
pronounced  muscular  weakness,  pain,  changes  in  the  tactile  and  tem¬ 
perature  sensations,  general  nervous  disturbances  and  hemorrhages  from 
the  mucous  outlets.  It  naturally  goes  on  to  a  fatal  termination  in  many 
cases. 

Etiology  and  Pathology. — Lipomata  are  usually  acquired  and  the 
circumscribed  form  is  more  often  seen  in  adult  women,  while  the  diffuse 
form  occurs  almost  exclusively  in  middle-aged  men.  Excessive  fat 
formation  has  been  noted  in  connection  with  such  conditions  as  sarcoma, 
angioma,  carcinoma  and  nevus  (nevus  lipomatodes) .  Microscopically, 
masses  of  fat  globules  arranged  in  lobules,  together  with  blood  vessels, 
are  found  surrounded  by  a  connective  tissue  framework. 

Diagnosis. — This  should  not  be  difficult  because  the  soft,  lobulated, 
painless,  freely  movable  tumors  covered  by  normal  skin  are  character¬ 
istic. 

Prognosis  and  Treatment. — These  benign  growths  do  not  involve 
life,  and  appearance  and  discomfort  are  the  only  considerations  in  treat¬ 
ment  which  may  be  described  as  surgical,  because  complete  excision  is 
the  only  efficient  cure.  The  high-frequency  currents  and  liquor  potassae, 
Id  to  i  teaspoonful  doses  freely  diluted  three  times  a  day,  have  been 
suggested. 


MYOMA 

(. Muscle  tumor) 

Definition. — A  rare  new-growth,  composed  of  smooth  muscle  fibres 
mixed  with  fibrous  connective  tissue. 

Symptoms. — Two  classes  may  be  described,  simple  myoma  or  Ho¬ 
my  oma  which  is  a  rare  form  occurring  as  small,  multiple,  pea-sized,  pale- 
red  elastic  growths  usually  found  upon  the  upper  extremities,  and  dartoic 
myoma  which  is  much  more  common  than  the  other  variety  and  usually 
appears  as  a  single  large  tumor  varying  in  size  from  a  hazel  nut  to  an 
orange.  It  may  be  sessile  or  pedunculated  and  is  commonly  found  upon 
the  breasts,  scrotum  or  female  genitalia. 

Etiology  and  Pathology. — Little  is  known  concerning  the  causes 
beyond  the  fact  that  middle-aged  women  are  most  commonly  attacked. 
Microscopically  the  tumor  consists  of  small  unstriped  muscular  fibres 
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but  they  may  contain  connective  tissue  (fibromyoma) ,  new  blood  ves¬ 
sels  (angiomyoma) ,  or  lymphatic  tissue  ( lymphangiomyoma ) . 

Diagnosis. — The  insidious  appearance,  slow  progress  without  tend¬ 
ency  to  involvement  of  glands  or  neighboring  tissue  or  to  ulceration, 
and  often  accompanied  with  pain  as  they  grow  larger  but  without  con¬ 
stitutional  symptoms,  are  the  main  points  in  diagnosis. 

Prognosis  and  Treatment. — These  growths  are  benign  and  the 
general  health  is  not  affected  although  the  pain  may  be  annoying.  Treat¬ 
ment  consists  in  thorough  excision  when  practicable.  Cal.  fluorica  has 
been  found  successful  in  some  cases. 

NEUROMA 

{Nerve  tumor) 

Definition. — A  new-growth,  consisting  of  one  or  more  pin-head-  to 
hazel-nut-sized  tubercles  composed  of  new  connective  tissue  and  nerve- 
elements  and  accompanied  by  severe  paroxysmal  pain. 

Symptoms. — Pain  and  exquisite  sensitiveness  are  the  chief  clinical 
features  of  these  growths.  These  symptoms  may  be  slight  at  first  and 
increase  only  after  several  months  or  years.  The  lesions  appear  as 
pinkish  or  purplish,  elastic  and  immovable  nodules  which  are  both  ten¬ 
der  and  painful  to  pressure.  These  growths  may  be  located  in  any 
region  of  the  skin  but  seem  to  favor  the  extremities  and  buttocks.  They 
may  be  single  or  multiple  and  disseminated. 

Etiology  and  Pathology. — A  true  neuroma  is  very  rare  and  usually 
develops  in  adult  life  from  an  unknown  cause.  Heredity,  trauma  and 
all  degrees  of  tuberculosis  may  be  noted  as  causal  factors.  Microscop¬ 
ically  the  growth  is  found  in  the  corium,  is  made  up  of  connective  tissue 
containing  medullated  and  non-medullated  nerve-fibers  and  is,  in  reality, 
a  neurofibroma. 

Diagnosis. — Small,  slow  growing,  immovable,  painful,  sensitive  and 
deep-seated  growths  in  the  skin  are  diagnostic  of  neuroma,  but  positive 
exclusion  of  other  growths  cannot  always  be  made  without  a  micro¬ 
scopic  examination  of  the  tumor. 

Prognosis  and  Treatment. — These  growths  do  not  endanger  life 
and  surgical  interference  is  only  indicated  when  the  pain  becomes  severe. 
Excision  of  the  nerve  trunk  leading  to  the  growth  has  resulted  in  marked 
relief  to  the  patient  and  distinct  diminution  in  the  size  of  the  tumor. 
Causal  factors  may  call  for  internal  remedies  such  as  Calc,  fluor  and 
Fluor,  acid. 


RHINOSCLEROMA 

Definition. — A  chronic  disease,  consisting  of  an  extremely  hard  tu¬ 
bercular  new-growth  on  the  skin  or  about  the  mucous  membrane  of  the 
nose,  especially  the  anterior  nares. 

Symptoms. — Insidious,  painless  induration  and  thickening  of  the 
mucous  membrane  of  the  nasal  alae,  the  septum  or  the  upper  lip  may 
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be  noted.  This  induration  is  really  composed  of  the  coalescence  of 
circumscribed,  hard,  dense,  flattened  nodules  or  raised  plaques.  The 
extension  of  the  process  causes  the  nose  to  appear  broad  and  flat  and 
may  continue  to  close  the  orifice  to  the  extent  of  complete  occlusion. 
Rhinoscleroma  is  painless,  does  not  ulcerate,  and  invariably  recurs  after 
excision.  The  skin  covering  the  growth  may  be  normal  or  hyperemic 
but  the  hairs  and  glands  are  not  discernible.  The  process  may  extend 
to  the  pharynx,  larynx,  lachrymal  sac,  lips,  gums,  trachea,  jaws  and  soft 
palate. 

Etiology  and  Pathology. — Both  sexes  are  attacked  to  an  equal  ex¬ 
tent,  usually  between  the  ages  of  fifteen  and  forty-five.  The  disease  is 
more  common  among  the  poor  and  is  met  with  endemically  in  Austria, 
Russia,  Central  America  and  Brazil.  It  is  extremely  rare  in  our  coun¬ 
try.  A.  von  Frisch  in  1882  reported  a  bacillus  which  he  described  as 
short,  thick,  ovoid,  non-motile  and  encapsulated  in  a  colloid  substance 
in  series  of  twos  and  fours.  This  special  bacillus  ( bacillus  rhinosclero- 
matis )  is  believed  to  be  the  direct  cause  of  the  disease. 

Diagnosis. — The  situation  of  the  growth  in  and  upon  the  nose,  its 
slow,  painless  and  progressive  growth,  stony  hardness  without  any 
tendency  to  soften  or  break  down,  may  easily  distinguish  rhinoscleroma 
from  sarcoma,  epithelioma  or  syphilitic  infiltrations.  Where  the  skin 
covering  the  tumor  is  hyperemic,  it  may  resemble  keloid  which  is  rarely 
seen  upon  the  nose,  usually  follows  a  traumatism  and  presents  claw-like 
prolongations.  The  third  stage  of  rosacea  (rhinophyma)  presents  a 
soft  growth  with  vascular  dilatation,  often  associated  with  nodules  and 
pustules.  In  a  doubtful  case,  a  section  of  the  growth  can  be  removed 
and  examined  microscopically. 

Prognosis  and  Treatment. — The  outlook  is  unfavorable  and  the 
growth  usually  persists  through  life,  sometimes  causing  great  discom¬ 
fort  from  stenosis  of  the  nose,  mouth  and  larynx.  Treatment  is  for  the 
most  part  unsatisfactory  because  removal  does  not  prevent  return.  When 
obstruction  of  the  nostrils  threatens,  nasal  bougies  or  sponge  tents  may 
be  used  to  keep  them  open  or  they  may  be  bored  with  nitrate  of  silver 
sticks.  The  galvanocautery,  electrolysis,  X-rays  and  an  autogenous  vac¬ 
cine  can  be  recommended.  I  have  seen  reports  that  indicated  that  Calc, 
phos.  and  Thuja  had  been  given  internally  with  good  results. 

TUBERCULOSIS  CUTIS 

All  cutaneous  lesions  caused  by  the  tubercle  bacillus  must  be  placed 
in  this  class.  It  is  only  recently  that  the  full  importance  of  tuberculosis 
in  all  forms  has  been  appreciated  by  the  profession  and  the  lay  public. 
At  the  present  time  well-directed  efforts  are  being  made  to  relieve  and 
prevent  the  development  and  spread  of  tuberculosis.  It  is  owing  to  the 
importance  of  these  tuberculids  as  a  part  of  the  tubercular  process  that 
so  much  space  is  given  to  their  consideration  in  this  work. 

The  tubercle  bacillus  is  only  feebly  infectious  and  the  wide  distribu¬ 
tion  of  tuberculosis  is  probably  due  to  its  general  and  constant  preA^- 
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alence.  W  hile  many  conditions  may  create  a  predisposition  to  tuber¬ 
culosis,  there  is  every  reason  to  believe  that  the  actual  disease  is  always 
acquired  and  that  no  child  is  born  with  tuberculosis.  Individual  im¬ 
munity  from  the  disease  or  susceptibility  to  one  of  its  various  forms 
may  be  traced  to  a  host  of  predisposing  and  exciting  causes.  In  gen¬ 
eral  it  may  be  said  that  poor  sanitation,  improper  or  scanty  food,  early 
life  with  its  lessened  resistance,  and  accidental  traumatisms  or  inflam¬ 
mations  affecting  the  skin  or  mucous  membranes,  present  an  open  invi¬ 
tation  to  tubercular  infection.  Cutaneous  tuberculosis  is  no  doubt  de¬ 
rived  from  those  affected  with  the  pulmonary  type  but  it  is  possible  that 
visceral  infection  may  be  secondary  to  the  skin  manifestations. 

The  tuberculids  may  be  conveniently  studied  in  four  divisions:  (1) 
tuberculosis  cutis  orificialis;  (2)  tuberculosis  verrucosa;  (3)  lupus  vul¬ 
garis;  (4)  scrofuloderma.  A  number  of  other  conditions  which  prob¬ 
ably  are  not  directly  due  to  the  tubercle  bacillus  but  to  its  toxins  such  as 
lichen  scrofulosus,  erythema  induratum,  acne  varioliformis,  lupus  ery¬ 
thematosus  and  possibly  others  are  referred  to  separately  under  their 
respective  titles. 


TUBERCULOSIS  CUTIS  ORIFICIALIS 

(. Miliary  tuberculosis  of  the  skin;  Ulcer  of  the  phthisical ;  Tuberculosis 

ulcerosa ) 

The  rare  forms  considered  under  this  head  were  once  supposed  to 
be  the  only  cutaneous  manifestations  of  tuberculosis.  The  typical  lesion 
is  commonly  single  and  may  be  described  as  an  indolent,  rounded,  shal¬ 
low,  discrete,  reddish-yellow,  granulated  ulcer,  with  a  typical  gnawecl- 
out  look  due  to  degeneration  of  miliary  tubercles  at  the  edges.  If  this 
ulcer  is  painful  and  sensitive,  it  is  due  to  the  friction,  tension,  and  irrita¬ 
ting  secretions  owing  to  its  peculiar  location  at  the  mucous  outlets  (nose, 
mouth,  anus  and  vulva).  Miliary  tubercles  are  often  noted  in  the  ad¬ 
joining  mucous  tracts.  There  is  no  doubt  that  these  orificial  ulcers  are 
very  rare.  Chiari’s  examination  of  about  4,000  tuberculous  bodies 
demonstrated  only  five  of  these  ulcers  and  these  were  all  on  the  lower 
lip.  This  has  been  verified  by  the  experience  of  Henry  M.  Dearborn  and 
myself  which  covers  the  records  of  some  5,000  cases  of  pulmonary  tuber¬ 
culosis  in  which  only  six  ulcers  were  found. 

Etiology  and  Pathology. — These  ulcers  are  no  doubt  due  to  an 
autoinoculation  of  some  slight  abrasion  or  simple  inflamed  lesion  at,  or 
near,  the  margin  of  the  mucocutaneous  orifices  in  those  suffering  from 
internal  tuberculosis.  Rarely  these  lesions  may  be  said  to  be  the  result 
of  an  actual  distribution  of  the  tubercular  process.  Microscopically  the 
findings  are  similar  to  miliary  tuberculosis  of  the  lungs,  showing  miliary 
nodules,  caseation,  softening  and  ulceration.  In  these  lesions  the  tu¬ 
bercle  bacilli  are  comparatively  abundant. 

Diagnosis  should  be  readily  made  when  pulmonary  and  other  inter¬ 
nal  forms  of  the  disease  can  be  demonstrated.  Evidences  of  the  disease 
may  also  be  found  on  the  adjacent  mucous  membranes.  Though  it  is 
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wise  to  look  for  tubercle  bacilli,  failure  to  find  the  organisms  is  no  proof 
that  the  disease  is  absent. 

Prognosis. — As  regards  the  healing  of  the  ulcers,  prognosis  is  good 
and  it  is  needless  to  mention  the  probable  outcome  of  the  associated  gen¬ 
eral  tuberculosis. 


TUBERCULOSIS  VERRUCOSA 

This  local  form  of  cutaneous  tuberculosis  may  be  considered  under 
two  headings. 

Verruca  necrogenica  ( postmortem  wart ,  anatomical  tubercle)  is  the 
simpler  and  more  usual  type  of  this  uncommon  tuberculid.  It  occurs 
chiefly  on  the  knuckles  or  other  parts  of  the  hands  of  persons  who  are 
in  the  habit  of  handling  dead  tissue  containing  live  bacteria,  hence  it  is 


Fig.  130. — Tuberculosis  verrucosa,  the  variety  known  as  verruca  necrogenica,  in 
a  hospital  attendant.  Cured  by  a  mercuric  chlorid  solution  and  the  X-rays. 


encountered  chiefly  among  physicians,  medical  students,  dissecting-room 
and  hospital  attendants,  and  butchers.  It  begins  as  a  small  papule  which 
increases  slowly  in  area  and  finally  becomes  a  dime-sized  or  larger,  in¬ 
flamed,  elevated,  flattened  and  warty  nodule.  Pus  may  form  between 
the  papillary  excrescences,  in  which  case  there  may  be  a  crust  covering 
the  growth  or  it  may  retain  its  hard,  warty  appearance.  There  is  a 
tendency  toward  central  healing  and  peripheral  spreading,  although  the 
growth  rarely  exceeds  an  inch  in  diameter.  It  is  usually  benign  in  its 
character  although  rarely  lymphatic  involvement  and  constitutional  in¬ 
fection  has  been  noted. 
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Tuberculosis  verrucosa  cutis  (of  Rielil  and  Paltauf)  may  start  in 
a  small  insignificant  lesion  like  the  variety  just  mentioned,  but  eventually 
it  becomes  much  more  extensive  from  the  coalescence  of  one  or  more 
patches,  forming  an  irregular-shaped  serpiginous  lesion.  It  is  typically 
seen  on  the  back  of  the  hand  but  may  be  found  anywhere  on  the  arms 
or  legs.  The  lesions  may  be  brown,  dull  or  purplish-red  in  color  and 
present  a  warty  surface,  although  some  small  discrete  pustules  may  be 
seen,  closely  aggregated  on  the  inflamed  area.  A  purulent  or  seropuru- 
lent  fluid  is  frequently  noted  between  the  papillary  elevations.  This 
form  is  found  in  the  same  class  of  persons  as  the  first  variety. 

The  duration  of  tuberculosis  verrucosa  is  variable.  Spontaneous 
evolution  may  take  place  with  a  resulting  scar.  Often  the  growths  are 
overlooked  because  of  their  small  size,  stationary  character  and  slight 
annoyance. 

Etiology  and  Pathology. — The  predisposition  afforded  by  certain 
occupations  has  been  mentioned  and,  together  with  the  direct  inocula- 


Fig.  131.— Tuberculosis  verrucosa,  the  variety  known  as  tuberculosis  verrucosa 
cutis.  These  lesions  bear  a  close  resemblance  to  blastomycosis  but  the 
tubercle  bacillus  was  easily  found.  Cured  by  the  X-rays  and  applications 
of  pyrogallol. 

tion  of  some  wound  of  the  surface  with  the  tubercle  bacillus,  constitutes 
an  efficient  etiology.  No  constitutional  predisposition  is  necessary,  and 
it  has  been  observed  that  most  of  the  cases  are  in  good  bodily  condition. 
The  reaction  of  the  dermal  tissue  to  the  presence  of  the  bacillus  causing 
epithelial  and  papillary  hypertrophy,  is  a  common  pathological  change 
found  in  warty  tuberculosis.  Systemic  infection,  involving  the  lymph 
glands  and  viscera,  is  a  possible  occurrence.  The  tissue  environments 
of  the  bacillus  in  this  type  of  the  disease  are  responsible  for  its  close 
limitation  to  the  epidermis  or  to  the  upper  layer  of  the  cutis.  The 
bacilli  are  more  superficially  situated  than  in  the  other  forms  but  are 
less  abundant  than  in  the  orificial  type  and  yet  more  numerous  than 
in  lupus. 

Diagnosis. — It  may  be  necessary  to  differentiate  simple  verruca  but 
the  occupation  of  the  one  infected,  the  mode  of  occurrence  and  inflam¬ 
matory  pustular  lesions  should  distinguish  the  anatomical  wart.  Blast o- 
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mycosis  may  resemble  the  more  extensive  form  of  warty  tuberculosis 
and  a  microscopic  examination  will  be  necessary  to  discover  the  blasto- 
myces.  The  discovery  of  the  tubercle  bacillus  is  pathognomonic  but 
failure  to  find  it  is  common  and  of  slight  negative  value. 

Prognosis  of  the  local  condition  is  most  satisfactory  inasmuch  as 
all  of  these  lesions  can  be  completely  obliterated. 


LUPUS  VULGARIS 

Definition. — A  chronic  tubercular  new-growth  of  the  skin  and  mu¬ 
cous  membranes,  characterized  by  papules,  nodules  and  infiltrated 
patches  and  usually  terminating  in  ulceration  and  scarring,  less  com¬ 
monly  in  absorption,  exfoliation  and  atrophy. 

Symptoms. — Lupus  is  the  most  important  form  of  tuberculosis  of 
the  skin  but  it  is  not  so  common  as  scrofuloderma.  The  many  clinical 
forms,  for  which  qualifying  terms  have  been  invented,  are  one  and  all 
types  of  the  same  pathological  process.  The  typical  eruption  consists  of 
one  or  several,  pin-head-  to  pea-sized,  soft,  flat  papules  of  a  dull  brownish 
or  yellowish-red  color.  These  may  be  scarcely  perceptible  to  the  touch 
or  elevated  but,  in  either  instance,  the  color  does  not  quite  disappear 
on  pressure.  The  term  “apple-jelly”  has  been  applied  to  this  papule 
because  of  its  color  and  softness  which  permits  of  ready  indentation 
by  pressure  with  a  blunt  instrument.  This  simple  type  may  remain 
throughout  its  course  but  usually  the  papules  develop  into  pea-sized  or 
larger  nodules  or  tubercles,  which  become  aggregated  in  variously  sized 
and  shaped  patches  and  by  coalescence  form  dark-red,  raised,  soft 
patches.  The  center  of  these  patches,  through  involution  or  ulceration, 
becomes  scarred  leaving  an  atrophic  area  surrounded  by  an  elevated 
red  border  which,  if  it  continues  to  increase  peripherally,  may  cover 
a  wide  portion  of  the  surface  ( lupus  serpiginosus) .  Gyrate  lesions  mav 
develop  from  the  coalescence  of  irregular  or  rounded  patches. 

Reactive  changes  in  the  tissues  around  the  lupus  infiltrate  may  take 
the  form  of  thickening,  edema,  hypertrophy,  hyperplasia  or  lymphan¬ 
gitis,  which  were  called  by  the  older  writers  lupus  hypertrophicus,  lupus 
elephantiaticus ,  lupus  papulosus,  lupus  edematosus ,  etc.  If  a  fatty  or 
cheesy  degeneration  ensues,  the  softening  resulting  therefrom  causes 
an  ulcer  ( lupus  exedens,  lupus  exulcer ans)  which  is  a  more  common 
termination  than  the  absorption  of  the  growth  leaving  a  small,  scaly, 
scarred  surface  ( lupus  exfoliativus) .  The  typical  lupus  ulcer  is  irregu¬ 
lar  in  outline  with  a  well-defined  thin  edge,  shallow  and  reddish  margin, 
a  grayish  or  dull-reddish,  granulating  or  hemorrhagic  floor,  with  little 
pain  or  sensitiveness  to  pressure,  and  a  marked  absence  of  induration 
or  hardness  before  cicatrization  ensues.  Advances  of  the  disease  and 
subsequent  destructive  processes  may  be  superficial  ( lupus  super ficialis) 
or  it  may  be  deep  and  destroy  fibrous,  muscular,  cartilaginous  and  even 
bone  tissue.  Both  superficial  and  deep  processes  may  go  on  at  the 
same  time  ( lupus  vorax ).  Fortunately  the  acutely  destructive  forms  of 


LUPUS  VULGARIS 


345 


lupus  are  very  rare  and  probably  due  to  some  secondary  infection  or 
to  a  peculiar  idiosyncrasy  of  the  individual  attacked. 

Lupus  vulgaris  ordinarily  occurs  in  a  single  patch  but  it  may  present 
multiple  lesions,  either  at  one  time  or  at  long  or  short  intervals.  The 
distribution  may  lie  wide  and  general  (lupus  disseminatus )  but  it  should 
be  noted  that  it  is  most  likely  to  occur  on  the  warmer  parts  of  the 
skin.  In  Austria,  extensive  lupus  is  not  rare  but  in  America  it  is  seldom 
found  in  more  than  one  region  of  the  body  and  very  rarely  shows  any 
tendency  to  become  symmetrical.  Lupus  is  more  apt  to  be  active  in 


Fig.  132. — Lupus  vulgaris  of  forty  years’  duration,  involving  one  half  of  the  face 
and  neck.  These  lesions  entirely  disappeared  after  long  continued  X-raying. 

childhood  and  a  variable  or  spontaneous  disappearance  after  a  definite 
course  may  ensue,  leaving  behind  atrophic  scars.  Fresh  lesions  may 
develop  in  these  sites  or  in  new  patches  many  years  later,  and  thus  the 
disease  may  falsely  appear  as  beginning  in  middle  or  later  life.  It  often 
persists  from  childhood  to  old  age,  never  quite  disappearing.  Exacer¬ 
bations  and  remissions  in  the  activity  of  the  process  are  common  in  this 
variable  and  chronic  disease.  It  seldom  appears  to  have  any  effect  on 
the  general  health,  except  in  an  indirect  way  or  in  unusual  cases.  Sub¬ 
jective  sensations  are  usually  absent,  although  coexisting  dermatitis  of 
the  affected  or  surrounding  tissues  may  cause  moderate  heat,  burning, 
itching  and  tension. 
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The  favorite  seat  of  lupus  is  the  face,  especially  the  nose,  cheeks  and 
ears.  It  often  begins  at  the  alae  of  the  nose  and  progressively  destroys 
the  skin  and  cartilage,  giving  to  the  nose  a  hacked-off  appearance.  In 
rare  instances  it  may  extend  all  over  the  nose,  up  into  the  eye,  gradually 
destroying  the  bone,  eyelids  and  eyeball.  In  some  advanced  cases 
crusts  and  papillary  growths  give  an  appearance  of  increased  size  to 
the  nose,  but  on  the  removal  of  these,  the  cutaneous  parts  of  the  nose 
and  cartilages  may  be  found  nearly  or  quite  destroyed.  Other  parts 
of  the  face  are  seldom  attacked  primarily  but  often  secondarily.  The 
extremities  are  by  no  means  a  rare  location  for  lupus,  especially  the 


Fig.  133. — Lupus  vulgaris  of  moderate  involvement  and  intensity. 

Duration,  four  years. 

spreading  form.  When  the  lower  limbs  are  involved  there  may  be 
present,  as  a  result  of  inflammation  and  contraction  in  the  tissues, 
pronounced  venous  and  lymphatic  stasis  with  consequent  edema,  thick¬ 
ening  and  hypertrophy  amounting  to  a  condition  of  elephantiasis.  Lupus 
of  the  trunk  is  apt  to  be  superficial  but  more  extensive  than  in  other 
parts.  Over  the  nates,  papillary,  elephantiac  or  the  ulcerating  serpi¬ 
ginous  types  are  apt  to  develop.  Lupus  of  the  genitals  is  rare  in  either 
sex  and  usually  the  result  of  extension  from  nearby  lesions. 

Lupus  of  the  mucous  membranes  may  be  primary  or  secondary  as 
compared  with  that  of  the  skin  but  the  latter  sequence  is  the  rule.  The 
mucous  surfaces  may  be  involved  by  the  single  or  multiple,  well-defined, 
granulating  patches  or  papillary  hypertrophies  of  a  whitish,  grayish  or 
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reddish  color.  These  are  of  variable  size  and  change  slowly  into  ulcer¬ 
ative  or  cicatricial  processes.  The  buccopharyngeal  and  the  laryngeal 
membranes  are  more  often  affected  than  the  tongue  but  even  laryngeal 
lupus  is  quite  rare. 

Etiology  and  Pathology. — Considerably  over  one  half  of  the  cases 
develop  before  the  age  of  fifteen  years  and  females  are  more  prone  to 
the  disease  than  males.  All  causes  that  tend  to  lower  ordinary  vitality, 
such  as  poor  hygiene,  general  debility,  filth,  or  insufficient  food,  together 
with  any  break  in  the  continuity  of  the  skin,  are  etiological  factors. 
Besides,  tubercular  disease  is  often  present  in  other  members  of  the 


Fig.  134. — Lupus  vulgaris  of  eight  Fig.  135. — Showing  other  healed  lesions 

years’  duration,  showing  facial  on  the  left  side  of  the  face  and  neck, 

patch  cured  by  X-raying.  Same  as  Fig.  134. 


family  and  the  patients  themselves  may  have  a  tubercular  affection  of 
other  organs.  It  is  probable  that  the  mode  of  infection  by  the  tubercle 
bacilli  in  lupus  is  either  by  direct  inoculation  from  without  or  by  indi¬ 
rect  inoculation  by  continuity  from  deeper  tubercular  foci.  My  expe¬ 
rience  would  lead  me  to  believe  that  the  latter  is  the  more  common 
mode  of  infection. 

It  is  commonly  believed  that  there  are  two  fairly  distinct  processes 
occurring  in  lupus,  namely  the  neoplastic  caused  by  the  irritation  of  the 
tubercle  bacillus,  and  the  suppurative,  from  the  presence  of  the  staphylo¬ 
coccus  aureus,  the  latter  being  found  in  the  ulcerative  forms  and  not  in 
the  dry  type.  In  any  case  the  bacilli  are  extremely  scant,  in  fact  can 
scarcely  be  found  in  many  patches  of  lupus.  The  corium  is  the  starting 
point  of  the  disease  which  progresses  upward  and  an  accumulation  of 
cells,  situated  about  the  capillaries  and  lymphatic  channels  constituting 
a  growth  of  the  adventitia  of  these  vessels,  constitutes  the  primary 
nodules  of  granulation  tissue.  On  a  histopathological  basis,  Unna  di¬ 
vides  lupus  into  two  principal  forms,  the  circumscribed  or  nodular  and 
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the  diffuse.  In  the  former  the  tubercles  are  inclosed  in  a  limiting 
collagenous  capsule,  while  in  the  latter  the  infiltration  is  spread  evenly 
along  the  lymph  spaces,  causing  a  diffuse  infiltration.  A  connective 
tissue  growth  often  replaces  the  granular  and  cellular  infiltration,  so 
changing  the  normal  structure  of  the  skin  as  to  cause  its  destruction 
and  atrophy.  Pressure  from  beneath  may  provoke  a  rupture  of  the  epi¬ 
dermis  and  permit  pus  infection  which  results  in  ulceration. 

Diagnosis. — Lupus  vulgaris  usually  begins  in  childhood  or  youth, 
pursues  an  indolent  painless  course,  is  frequently  situated  on  the  face, 
and  presents  a  deep  red  color,  soft  papules  or  jelly-like  nodules,  and 
frequently  presents  other  signs  of  tuberculosis. 

The  tubercular  syphilids  usually  originate  in  adult  life,  show  a  history 
of  primary  infection  and  traces  of  other  lesions,  run  a  rapid  course, 
their  nodules  are  firm,  their  ulcers  present  a  copious  discharge  with 
bulky  greenish  crusts,  are  wider,  deeper  with  more  sharply  cut  edges 
and  are  apt  to  be  multiple,  while  the  scars  are  whitish,  smooth,  and 
soft,  and  healing  readily  occurs  under  the  use  of  specific  medication. 

Scrofuloderma  is  apt  to  show  linear  scars,  caseous  glands,  sinuses 
with  more  ulceration  and  undermining  of  the  skin  than  occurs  in  lupus, 
but  an  absence  of  the  lupus  nodule.  Both  of  these  conditions  may 
coexist,  and  as  they  are  closely  related,  a  positive  diagnosis  is  not 
important. 

Epithelioma  is  a  disease  of  advanced  life  and  often  develops  from 
an  irritation  of  warts,  moles  and  similar  growths.  It  is  painful  and 
while  limited  to  a  smaller  area,  its  progress  is  frequently  more  rapid 
and  the  glands  more  involved.  A  skin  cancer  may  originate  in  a  chronic 
lupus  patch,  hence  the  two  diseases  may  coexist.  The  smooth  floor 
and  indurated  border  of  the  rodent  ulcer,  typical  of  epithelioma,  is  a 
distinct  point  in  differentiation. 

Lupus  erythematosus  usually  appears  after  puberty,  is  symmetrical 
in  distribution,  is  superficial  in  nature,  without  soft  nodules  or  tendency 
to  suppurate.  If  the  adherent  crusts  are  removed,  the  widened  opening 
of  one  or  more  sebaceous  ducts  will  be  revealed  corresponding  to  little 
projections  on  the  under  surface  of  the  crust. 

Squamous  eczema  and  dermatitis  seborrhoica  will  invariably  show 
some  exudation  with  a  tendency  to  itching  but  lack  the  apple- jelly 
nodules,  persistent  course  or  tendency  to  scar  formation. 

The  early  stage  of  tubercular  or  mixed  leprosy  presents  a  more 
generalized  eruption,  usually  begins  later  in  life  and  has  anesthetic, 
macular  patches. 

Prognosis. — Lupus  is  always  a  chronic  disease,  rebellious  to  treat¬ 
ment  and,  though  it  does  not  thrive  in  this  country  as  elsewhere  and 
is  less  virulent  and  progressive  with  us,  there  is  always  the  danger  of 
relapses.  It  seldom  destroys  life  and  though  the  danger  of  secondary 
tubercular  infection  is  possible,  it  is  not  great.  Scarring  is  to  be  ex¬ 
pected  in  all  cases.  The  prospects  of  a  cure  depend  upon  the  age  of 
the  subject,  the  duration  and  extent  of  the  disease,  and  the  persistent 
cooperation  of  the  patient.  Relatively  the  prognosis  is  good  as  com¬ 
pared  with  tuberculosis  of  other  organs. 


SC  RO  F  U  LOD  ER  M  A 


349 


SCROFULODERMA 


Definition. — A  secondary  tubercular  infection  of  the  skin,  caused  by 
the  direct  extension  of  the  process  from  affected  glands  or  other  deep 
foci  of  tuberculosis  and  characterized  by  infiltration,  softening,  ulcera¬ 
tion  and  scarring. 


Symptoms. — This  is  probably  the  commonest  form  of  tuberculous 
infection.  Formerly  the  term  scrofuloderma  was  applied  to  many  con¬ 
ditions  of  the  skin  occurring  in  strumous  subjects  but  it  is  now  limited 
to  a  condition  showing  well-defined 
subcutaneous  nodules  which  grad¬ 
ually  enlarge,  degenerate,  ulcerate 
and  terminate  in  typical  scar  tissue. 

The  lesions  are  commonly  observed 
about  the  face  and  neck  and  months 
and  even  years  are  required  to  pro¬ 
duce  a  pronounced  development, 
though  the  lymph  glands  may  have 
been  tumid,  dense  or  doughy  for  a 
long  time.  The  affected  glands 
may  vary  in  size  from  a  small  nut 
to  an  orange.  The  superimposed 
skin  may  at  first  be  movable  and 
normal  in  color  but  ultimately 
softening  occurs,  the  skin  becomes 
thin,  first  red,  then  of  a  bluish  or 
purplish  hue  by  pressure  from  the 
upward  growth,  and  epidermal  rup¬ 
ture  takes  place,  giving  exit  to  a 
watery  pus  mixed  with  caseous  ma¬ 
terial  and  blood.  Fistulous  cracks 
and  sinuses  develop,  resulting  in  a 
chronic  discharge  and  characteristic 
ulcers.  The  ulcers  are  linear  or  oval 
in  shape  with  a  grayish,  uneven  floor 

covered  with  flabby  granulations.  The  base  is  soft  or  firm  but  never 
densely  indurated.  The  edges  are  generally  undermined,  thin,  pale,  soft, 
bluish  or  yellowish,  sharply  cut  or  ragged,  usually  inverted  so  as  to  quite 
or  nearly  hide  the  ulcer  beneath.  The  crusts,  like  the  ulcers,  are  often 
linear,  rarelv  bulky,  thin,  tenacious,  reddish  or  brownish  in  color,  while 
the  scars  are  linear  or  irregular,  often  corded,  sometimes  net-like  and 
isolating  portions  of  diseased  tissue  or  small  areas  of  sound  skin.  These 
scars  may  be  of  diagnostic  value  in  later  years. 

Rarely  scrofuloderma  may  involve  large  areas  of  subcutaneous  and 


Fig.  136. — Scrofuloderma  of  ten 
years’  duration.  Other  lesions 
scattered  about,  especially  on 
one  leg  which  shows  marked  in¬ 
crease  in  size. 


muscular  tissue  about  the  neck  or  on  the  extremities.  In  this  form 
enormous  ulcers  may  develop  as  described  in  the  simpler  type.  Another 
rare  form  of  scrofulous  gummata  presents  subcutaneous  nodules 
on  the  back  or  extremities  of  scrofulous  children  and  only  differs  from 
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the  common  lesions  because  of  its  relationship  to  deeply  distended  lym¬ 
phatic  vessels.  Strumous  dactylitis,  usually  found  in  children,  is  char¬ 
acterized  by  bulbous  extremities  of  the  lingers  and  toes,  due  to  tuber¬ 
cular  infiltration.  There  may  be  present  in  these  cases  fistulous  open- 


Fig.  137. — Scrofuloderma,  superficial  variety,  of  fifty  years'  duration  in  a  man  of 
sixty.  The  scars  of  old  lesions  may  be  seen,  mingling  with  the  active  lesions. 
Cured  by  mercuric  chlorid  in  collodion  and  Ars.  iod.  2x. 

ings,  papillary  and  fungating  growths  and  even  bone  caries.  There 
are  many  other  indefinitely  described  forms  of  tuberculosis  of  the 
skin,  due  either  to  the  direct  action  of  the  bacillus  or  to  the  action  of 
some  toxin  derived  from  the  germ,  that  might  be  properly  described 


Fig.  138. — Scrofuloderma  of  ten  years’  duration  in  a  girl  of  fourteen.  The  active 
cutaneous  lesions  and  elephantiac  appearance  of  the  right  leg  and  the  scars, 
resulting  from  scrofulous  abscesses,  on  the  left  leg  are  plainly  evident. 
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as  varieties  of  scrofuloderma  and  often  have  been  in  the  past.  How¬ 
ever,  for  the  sake  of  simplicity  and  because  their  etiology  is  not  well 
understood,  the  chief  of  these,  erythema  induratum  and  lichen  scrofu- 
losus,  are  separately  described  under  their  respective  headings,  while 
the  rare  conditions  known  as  the  small  pustular  scrofuloderm  (Duhr- 


Fig.  139. — Scrofuloderma  of  fifteen  years’  duration.  The  scar  represents  an  ulcera¬ 
tion  which  took  five  years  to  heal.  The  eruption  at  the  elbow  consists  of 
superficial  pustules  and  warty  nodules  and  was  cured  by  painting  the  lesions 
with  mercuric  chlorid  2  grains  and  resorcin  10  grains  in  an  ounce  of  collodion 
plus  Ars.  iod.  3x. 

ing),  folliclis  and  acnitis  are  here  considered  synonymous  with  acne 
varioliformis. 

The  course  of  scrofuloderma  is  always  slow  and  the  ulcer  forma¬ 
tion  rarely  tends  to  heal,  on  the  contrary  it  may  spread.  However, 
before  ulceration  occurs,  the  infected  tissue  may  become  encapsulated 
and  remain  stationary  for  a  long  time,  while  with  great  rarity  absorp¬ 
tion  takes  place. 

Etiology  and  Pathology. — Scrofuloderma  is  undoubtedly  a  second- 
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ary  form  of  tuberculosis  and  the  tubercle  bacillus  is  the  sole  efficient 
cause  as  in  other  varieties  of  the  disease.  The  well-known  scrofulous 
physique  or  other  signs  of  scrofula  will  often  he  found  in  patients 
exhibiting  some  of  the  scrofulodermata,  although  the  general  health 
may  appear  fairly  good  and  the  skin  symptoms  give  rise  to  little  or  no 
suffering.  The  bacilli  are  generally  more  numerous  than  in  lupus  hut 
less  abundant  than  in  tuberculosis  orificialis.  The  microscopic  changes 
are  similar  to  tuberculosis  of  the  internal  organs.  The  subcutaneous 
tissue  is  the  seat  of  small  round  and  epitheloid  cellular  growths  which 
undergo  degeneration  and,  breaking  through  the  thin  and  tense  layer 
of  the  epidermis,  cause  a  characteristic  ulcer.  Large  masses  of  necrotic 


Fig.  140. — Strumous  dactylitis  in  a  tuberculous  child,  showing  the  typical 

bulbous  extremities  of  the  fingers. 


and  softened  tissue  are  usually  found  and  the  degeneration  is  regarded 
as  more  pronounced  than  lupus. 

Diagnosis. — Its  origin  from  lymphatic  glands  or  other  deep  tuber¬ 
cular  foci,  the  absence  of  outlying  tubercles  and  infiltration,  together 
with  the  knowledge  of  its  history  and  superficial  course  should  differ¬ 
entiate  scrofuloderma  from  lupus  vulgaris ,  although  the  two  types  occa¬ 
sionally  coexist.  These  points,  together  with  other  signs  of  struma, 
should  distinguish  this  condition  from  the  ulcerating  syphilid  which 
generally  appears  in  adult  life  and  is  more  rapidly  destructive. 

Prognosis  is  favorable,  in  that  the  local  lesions  may  be  made  to 
heal,  and  the  scrofulous  habit  greatly  modified  by  physiological,  hygienic 
and  remedial  measures. 


Treatment  of  Tuberculosis  Cutis. — Existing  and  active  tuberculo¬ 
sis  of  the  skin  is  treated  from  an  external  and  internal  standpoint,  the 
former  including  all  local  measures  and  the  latter  all  internal  remedial 
measures,  plus  general  hygiene  and  prophylaxis. 
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External  treatment  should  aim  to  destroy  or  limit  the  action  of  the 
efficient  cause  to  such  an  extent  that  the  bacilli  may  be  removed  and  a 
cure  accomplished.  Inasmuch  as  this  is  a  destructive  disease  attended 
with  inflammation  and  scarring,  it  may  be  necessary  to  excite  artificial 
inflammation,  destroy  tissue  and  promote  fibrosis.  In  any  of  these 
procedures  the  attempt  is  made  to  follow  nature’s  course.  Latent  or 
inactive  cases  seldom  call  for  local  care  hut  the  moment  activity  begins, 
treatment  should  be  inaugurated  and  continued  with  judicious  persist¬ 
ency.  The  local  measures  range  from  soothing,  mild  and  stimulating 
to  the  mildly  caustic  and  even  destructive  measures.  Antiseptic  treat¬ 
ment  is  especially  indicated  in  the  ulcerating  and  crusting  forms  because 
here  the  staphylococcus  is  to  be  removed.  Often  many  forms  of  treat¬ 
ment  are  essential  in  the  cure  of  any  one  case  but  the  choice  will  ordi¬ 
narily  lie  between  the  parasiticides,  caustics,  X-rays  or  refrigeration. 
Many  of  the  more  severe  methods  of  local  treatment  are  nearly  or 
quite  obsolete  but  will  be  briefly  referred  to,  especially  under  the  treat¬ 
ment  of  lupus  vulgaris. 

The  ulcers  of  orificial  tuberculosis  may  be  made  to  heal  by  cleansing 
with  hot  water,  drying  the  surface  with  antiseptic  cotton  and  imme¬ 
diately  painting  it  with  a  solution  of  mercuric  chlorid,  2  to  8  grains 
in  an  ounce  of  compound  tincture  of  benzoin  or  Tolu.  It  has  been  my 
habit  to  use  a  10  per  cent,  aristol  powder  between  and  after  the  appli¬ 
cations  of  the  above-mentioned  mercuric  lotion.  Curetting  or  the  ap¬ 
plication  of  the  silver  nitrate  stick  or  dilute  lactic  acid  may  be  advisable. 

Tuberculosis  verrucosa  may  be  treated  with  the  solution  of  mer¬ 
curic  chlorid  above  named  or  with  a  strong  salicylic  acid  plaster  with 
or  without  creosote.  As  the  growths  diminish,  iodin  may  be  freely 
applied  alone  or  in  collodion.  Individual  growths  may  call  for  the 
curette,  knife,  X-rays,  Finsen  light  or  caustics,  of  which  solidified 
carbon  dioxid  is  the  best.  This  last  mentioned  agent  may  be  applied 
firmly  for  one  to  two  minutes. 

Lupus  vulgaris  has  been  treated  in  so  many  fashions  that  to  enu¬ 
merate  any  but  the  most  successful  methods  would  be  confusing.  If 
the  lesions  are  hyperemic  and  irritated,  the  constant  application  of  a 
diachylon  ointment  or  the  sedative  calamin-zinc-oxid  lotion  may  be 
recommended.  LTsually  the  object  is  to  destroy  the  granuloma  with  as 
little  scarring  as  possible  and,  although  the  treatment  may  be  gentle 
and  stimulating  at  the  onset,  it  invariably  must  become  destructive. 
Brooke’s  formula  is  the  most  satisfactory  of  the  milder  preparations: 


If  Acidi  salicylici, 
Hydrarg.  oleatse. 
Ichthyolis, 

Zinci  oxidi, 

Pulv  amyli. 
Paraffin  mollis, 


gr.  xv  ; 
gr.  xx  ; 
TTLxx ; 


aa  3j  ; 
q.  s.  ad.  Ej  : 


1 

1  2 
1  2 

4 

30 


M. 


Mercurial  plasters  constantly  applied,  mercuric  chlorid  ( 1  to  2  grains 
to  the  ounce  of  lotion  or  ointment),  sulphurous  acid,  guaiacol  (pure  or 
with  equal  parts  of  glycerin  or  sterile  olive  oil),  iodoform  (5  to  10 
per  cent,  in  ointment)  and  lactic  acid  (10  per  cent,  solution)  have  all 
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been  recommended.  When  a  more  active  remedy  but  one  not  exactly 
destructive  is  desired,  choice  may  be  had  of  salicylic  acid,  resorcin  or 
pyrogallic  acid.  Salicylic  acid  is  prescribed  as  follows:  in  collodion, 
30  to  60  grains  to  the  ounce ;  mixed  with  glycerin  to  make  a  paste ;  in 
a  plaster  mass  made  with  petrolatum  and  resin  plaster,  1  to  2  drams 
to  the  ounce;  or  as  an  ointment,  2  to  3  drams  to  the  ounce.  Resorcin 
may  be  used  in  the  same  way  and  in  the  same  strengths  and  is  often 
less  painful.  Pyrogallic  acid,  however,  is  the  most  certain  in  its  action 
and  may  be  used  in  a  10  to  25  per  cent,  ointment  made  up  with  resin 
cerate  and  vaselin.  This  remedy  is  deservedly  the  most  popular  and 
may  be  applied  twice  daily.  After  a  superficial  slough  has  formed  in 
ten  days  to  three  weeks,  carbolized  boric  acid  ointment  or  a  2  per 
cent,  pyrogallic  acid  may  be  applied  until  healing  ensues.  A  safe  appli¬ 
cation  in  new  and  superficial  forms  of  lupus  is  a  5  to  10  per  cent,  solu¬ 
tion  of  potassium  permanganate  applied  daily  until  the  nodules  are  soft¬ 
ened.  A  1  to  2  per  cent,  fuchsin  solution  and  pyoktanin-blue  have  like¬ 
wise  been  recommended.  These  last  three  agents  are  particularly  val¬ 
uable  preceding  the  use  of  pyrogallic  acid. 

Arsenic  in  the  form  of  ointment  or  paste  is  mildly  destructive  and 
is  the  most  efficient  of  the  older  methods.  These  applications  produce 
pain  and  can  only  be  applied  to  small  areas  because  of  the  danger  of 


Fig.  141. — Electrolytic  knife. 


Fig.  142. — Iriclo-platimim  needle. 


pga. - — — i ^ \^.n\ 

Fig.  143. — Scarifying  spud. 

absorption.  The  formula  recommended  by  Hebra,  consisting  of  arseni- 
ous  acid  20  grains,  cinnabar  1  dram  in  an  ounce  of  cold  cream  to  which 
cocain  muriate  (5  to  10  grains)  may  be  added,  is  a  practical  prescription. 
This  is  spread  thickly  on  lint  and  changed  twice  daily  for  two  to  five 
days.  The  after  treatment  consists  in  poulticing  until  the  sloughs  come 
away,  with  the  subsequent  application  of  a  mild  antiparasiticide.  Vari¬ 
ous  other  caustics,  such  as  lactic  acid  applied  on  a  cotton  wool  pad 
once  or  twice  daily  from  ten  to  thirty  minutes  with  a  5  to  10  per  cent, 
aristol  ointment  used  in  the  interim,  Vienna  paste  (caustic  potash  and 
unslaked  lime),  fuming  nitric  acid,  chlorid  of  zinc  paste,  nitrate  of  silver 
stick,  galvanocautery,  Paquelin  cautery,  Hollander  hot-air  cauterization, 
and  sparking  with  the  high-frequency  currents  have  been  reported  as 
beneficial,  but  with  the  exception  of  the  last-named  agent  are  hardly 
worth  considering.  Curetting,  scarification,  excision  and  electrolysis 
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are  no  doubt  useful  in  selected  cases  but  the  advent  of  the  Finsen  photo¬ 
therapy,  X-rays  and  refrigeration  have  largely  superseded  these  meas¬ 
ures. 

Phototherapy,  as  scientifically  demonstrated  by  Finsen  and  his  fol¬ 
lowers  in  Copenhagen,  is  the  ideal  method  for  the  dry-non-ulcerative 
cases.  The  advantages  of  the  treatment  are  the  excellent  cosmetic 
results,  no  anesthetic  is  necessary,  no  injury  to  the  general  health  is 
noted  and  the  proportion  of  cures  or  pronounced  improvements  runs 
as  high  as  ninety-four  per  cent.  The  greatest  disadvantages  are  the 
great  length  of  time  required  because  it  is  often  necessary  to  keep  the 
patient  under  observation  for  one  to  four  years,  the  tediousness  of 
the  individual  treatment  which  varies  from  three-quarters  of  an  hour  to 
one  and  a  half  hours,  the  discomfort  and  pain  during  and  after  the 
applications  and  the  expense  of  the  treatment,  together  with  the  im¬ 
possibility  of  procuring  properly  trained  attendants.  It  is  probable  in 
our  country  that  few  cases  can  be  treated  by  this  agent.  However  no 
judgment  is  sound  that  is  based  upon  the  use  of  a  modification  of  the 
Finsen  lamp  because  the  original  variety  exceeds  in  the  depth  and 
activity  of  its  action  any  other  type  yet  produced.  Many  cases  are 
unable  because  of  their  means  or  residence  to  receive  the  Finsen  light 
treatment  and  these  may  be  benefited  by  the  X-rays,  especially  if  they 
present  extensive  pigmentation,  thick  scars,  deep  infiltration  or  are  so 
situated  that  pressure  and  direct  radiation  are  impossible.  The  X-rays 
may  produce  just  as  good  cosmetic  effects  and  destroy  the  nodules  as 
thoroughly  as  the  Finsen  rays  but,  to  be  effective,  it  is  often  necessary 
to  produce  a  dermatitis  which  may  persist  for  weeks  causing  pain  and 
the  suspension  of  treatment.  A  much  larger  area  may  be  treated  by  the 
X-rays  at  one  sitting  than  bv  phototherapy  and  it  causes  no  pain  or 
inconvenience. 

The  action  of  radium,  which  Wickham  and  others  have  reported 
as  little  less  than  phenomenal  in  the  treatment  of  lupus,  is  similar  to 
the  X-rays  but  cannot  be  said  to  present  many  advantages  over  this 
more  common  and  easily  procurable  agent.  My  own  experience  has 
been  that  the  X-rays  give  the  best  results  in  cases  of  circumscribed 
lupus  of  the  forehead,  ears  and  back,  and  that  radium  is  more  effective 
in  extensive  superficial  lesions  of  the  trunk.  Radium  applications  will 
vary  from  5  to  30  in  number  and  from  20  to  50  minutes  in  duration. 
The  so-called  radioactive  preparations  in  ointment  and  lotion  form  which 
have  flooded  the  market  in  the  last  few  years,  purporting  to  accomplish 
new-growth  destruction  by  their  radioactive  properties,  do  not  present 
any  marked  radioactivity  but  rather  owe  their  partial  success  to  the 
caustic  action  of  the  various  acids  employed  in  their  manufacture. 
Cauterization  by  solidified  carbon  dioxid  has  been  a  favorite  method 
in  my  hands  for  the  last  four  years.  If  the  area  to  be  treated  is  small, 
the  application  may  be  made  without  a  general  anesthetic.  The  time 
of  application  varies  from  fd  to  3  minutes  and  the  degree  of  pressure 
necessary  must  be  judged  in  each  individual  case  according  to  the 
duration,  location  and  character  of  the  lesion.  The  X-rays  may  be 
applied  during  the  time  that  the  necrotic  mass  is  separating. 
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Lupus  of  the  mucous  membranes  will  often  need  the  application 
of  a  2  to  5  per  cent,  cocain  solution  before  local  cauterization.  The 
latter  may  be  accomplished  by  solidified  carbon  dioxid,  galvano-cautery, 
Paquelin  cautery,  daily  applications  of  a  compound  solution  of  iodin 
and  potassium  iodid,  or  pure  or  dilute  lactic  acid.  Cataphoresis  with 
a  2  to  4  per  cent,  zinc  chlorid  solution  is  efficacious  and  the  X-rays 
may  be  used  in  individual  cases. 

In  my  opinion,  the  local  treatment  of  lupus  which  has  for  its  pur¬ 
pose  the  removal  of  the  cause,  destruction  of  the  growth  and  promotion 
of  healthy  repair  is  best  attained  in  the  majority  of  cases  by  the  em¬ 
ployment  of  pyrogallic  acid,  guaiacol,  X-rays  and  solidified  carbon  di¬ 
oxid,  one  or  all,  without  reference  to  the  order  in  which  they  are  used. 
As  in  many  other  diseases,  the  closer  the  adoption  of  these  methods 
to  the  needs  of  each  individual  case,  the  better  will  be  the  result. 

Scrofuloderma  calls  for  external  treatment  according  to  the  extent, 
location  and  stage  of  the  lesions.  Physiological  and  internal  remedial 
treatment,  together  with  local  non-interference,  is  the  most  sensible 
course  when  the  disease  is  latent;  as  soon  as  activity  is  manifested  and 
deep  glandular  involvement  is  evident,  enucleation,  curetting,  followed 
by  lactic  acid  applications,  or  complete  removal  of  the  diseased  parts 
under  the  strict  methods  of  antiseptic  surgery  are  the  most  satisfactory. 
When  the  skin  is  not  involved  but  large  scrofulous  glands  are  in  evi¬ 
dence,  excision  is  also  the  best  treatment  and  leaves  a  minimum  of  scar 
tissue.  Scrofulous  ulcers  are  treated  on  the  same  basis  as  lupus  vulgaris 
with  an  accent  on  the  mild  antiseptic  methods.  My  own  habit  is  to 
cleanse  the  lesion  thoroughly  with  dilute  hydrogen  peroxid  or  hot  boric 
acid  solutions,  applying  the  same  to  gauze  dressings  which  will  keep 
moist  for  a  time.  Some  simple  powder  like  aristol  may  be  applied 
between  the  thorough  washings.  Destructive  agents  are  not  often 
needed  but  unhealthy  granulations  may  be  scraped  away  with  a  curette, 
followed  by  the  application  of  the  tincture  of  iodin  or  a  50  per  cent, 
solution  of  carbolic  acid.  Finsen  phototherapy  is  well  thought  of  for 
these  cases  but  my  personal  experience  has  been  limited  to  the  suc¬ 
cessful  use  of  the  X-rays  and  refrigeration  among  the  newer  methods. 

Internal  treatment  of  all  forms  of  tuberculosis  cutis  includes  every 
effort  made  to  improve  physiological  living  and  is  as  valuable  from  a 
prophylactic  as  from  a  curative  standpoint.  All  methods  that  improve 
hygiene  should  be  used  to  increase  bodily  vigor  and  prevent  the  inroads 
of  tuberculosis.  No  strict  or  uniform  dietary  is  advisable  for  these 
cases  because  the  requirements  of  no  two  patients  are  alike.  The  same 
may  be  said  about  clothing,  climate,  exercise,  sleep,  etc.,  but  in  general 
a  nourishing,  easily  digested  diet,  with  plenty  of  fresh  air  and  enjov- 
able  exercise  may  be  recommended.  It  has  been  truly  said  that  the 
patient  as  well  as  the  cutaneous  disease  should  be  treated,  hence  I 
wish  to  emphasize  the  so-called  constitutional  treatment,  although  the 
limitations  of  this  book  prevent  a  long  dissertation  on  the  subject. 

There  are  no  internal  specifics  for  tuberculosis  of  the  skin  but  such 
tonic  remedies  as  cod-liver  oil  and  other  oils,  hypophosphites,  iron,  and 
quinin  may  be  beneficial.  XX  enthusiasm  can  be  aroused  from  the 
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reports  of  remedies  prescribed  empirically  for  their  physiological  action 
although  the  usefulness  of  some  few  remedies  as  adjuvants  has  been 
clearly  demonstrated.  Of  these  I  believe  the  new  tuberculin  (tuberculin 
R-TR),  if  carefully  prescribed,  may  be  beneficial  in  a  few  cases,  when 
regulated  by  the  study  of  the  opsonic  index.  Injections  of  thiosinamin 
(4  to  15  drops  in  a  15  per  cent,  alcohol  solution)  every  two  or  three 
days,  or  calomel  (%  of  a  grain  in  1  c.c.  of  sterile  oil)  injected  into  the 
buttocks  every  week  or  ten  days,  are  in  the  same  class  with  tuberculin 
injections.  The  power  of  a  potentized  drug,  carefully  prescribed  to 
relieve  symptoms,  thus  acknowledging  the  individuality  of  each  case 
of  cutaneous  tuberculosis,  is  well  known  to  most  of  my  readers.  A 
host  of  remedies  have  been  reported  as  giving  good  results,  but  only 
those  which  I  have  seen  act,  or  those  whose  reported  action  has  been 
authenticated,  are  appended.  Tuberculinum  6  to  i2x  might  be  added  to 
this  list,  especially  for  the  slow,  persistent,  generalized  types  of  lupus. 
See  indications  for  Arsen.,  A.  iod.,  Aurum  mur.,  Baryta  carb.,  B.  iod., 
Cal.  phos.,  C.  sulph.,  Fluor,  acid.,  Graph.,  Hydrocot.,  Kali  bich.,  K. 
brom.,  K.  mur.,  Kreos.,  Lyco.,  Mez.,  Nat.  mur.,  Phos.,  Phvto.,  Psor.. 
Sil. ,  Staph.,  Stilling.,  Thuja. 


ERYTHEMA  INDURATUM 

( Ery theme  indure  des  scrofuleux,  Bazin) 

Definition.  A  rare,  chronic,  recurring,  inflammatory  disease  of  a 
scrofulous  nature,  characterized  by  circumscribed,  purplish-red,  nodular 
infiltrations  involving  the  legs  and  disappearing  by  absorption  or  ne¬ 
crosis. 

Symptoms. — The  nodules  occur  in  successive  crops  and  the  whole 
condition  may  last  for  years  but  the  appearance  at  any  one  time  is 
that  of  single  or  multiple  swellings,  superficial  or  deep-seated  in  the 
skin,  a  quarter  of  an  inch  or  more  in  width,  but  which  often  coalesce 
forming  large  areas  of  branny  induration.  The  deep-seated  nodules 
cause  so  little  change  in  the  color  of  the  skin  that  they  are  often  better 
felt  than  seen.  The  skin  over  the  superficial  lesions  is  at  first  bright  red, 
later  becoming  livid ;  this  same  coloration  may  occur  over  the  deeper 
indurations  in  their  later  stages.  Slow  resolution  is  the  rule  but  slough¬ 
ing  and  ulceration  may  ensue.  Lesions  are  usually  situated  on  the  outer 
or  posterior  aspect  of  the  leg  below  the  knee  and  pain  and  tenderness 
are  generally  absent. 

Etiology  and  Pathology. — This  is  a  rare  disease  particularly  among 
the  well-to-do.  It  is  usually  found  in  females  of  from  twelve  to  thirty 
years  of  age,  whose  occupations  keep  them  standing  for  long  periods 
at  a  time  or  whose  circulation  is  weak.  It  is  more  common  in  the  winter 
and  has  been  noted  in  connection  with  other  tubercular  affections  of  the 
skin  and  general  tuberculosis.  The  tubercular  nature  has  been  demon¬ 
strated  although  inoculation  experiments  have  usually  been  negative  and 
the  bacillus  has  not  been  found  in  the  lesions  as  yet.  Nevertheless,  the 
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majority  of  investigators  believe  this  condition  to  be  a  cutaneous  mani¬ 
festation  of  tuberculous  infection. 

Diagnosis. — The  gummatous  syphilid  will  be  benefited  by  specific 
treatment.  It  shows  a  comparatively  rapid  course,  is  more  sharply  cir¬ 
cumscribed,  more  painful  and  inflammatory  and  is  rarely  seen  on 
both  legs.  Erythema  nodosum  is  acute,  does  not  ulcerate  or  form  scars, 
has  no  associated  tubercular  features,  is  painful  and  tender  and  usually 
occurs  on  the  tibial  surfaces. 

Prognosis  and  Treatment. — Much  may  be  accomplished  if  the  pa¬ 
tient’s  cooperation  can  be  obtained  but  the  disease  is  persistent  and 
obstinate.  Physiological  living  is  the  aim  as  in  all  tubercular  condi¬ 
tions.  If  not  ulcerated,  the  legs  should  be  firmly  bandaged.  If  ulcera¬ 
tion  takes  place,  antiseptic  dressings  such  as  Lassar’s  paste  with  the 
addition  of  5  to  10  per  cent,  resorcin,  or  mercuric  sulphid  1  per  cent, 
in  benzoated  lard  may  be  used,  preceded  by  careful  cleansing  with  hydro¬ 
gen  peroxid  or  hot  boric  acid  solution.  Rest  in  bed  with  elevation 
of  the  legs  must  be  insisted  upon  when  open  sores  are  to  be  treated. 
See  indications  for  Ars.  iod.,  Aurum  mur.,  Bell.,  Kali  brom. 


LICHEN  SCROFULOSUS 

Definition. — A  rare,  chronic,  mildly  inflammatory  disease,  present¬ 
ing  millet-seed-sized,  flat,  reddish  or  yellowish,  scaly  papules,  usually  ar¬ 
ranged  in  circles  or  groups  and  occurring  in  scrofulous  subjects. 

Symptoms. — So  little  discomfort  arises  from  this  condition  that  it 
is  often  discovered  only  by  accident.  At  first  the  lesions  are  pin-point 
in  size,  gradually  becoming  pin-head.  At  first  red,  they  later  become 
livid  or  brownish  and  then  yellowish,  sometimes  fading  to  the  normal 
color  of  the  skin,  but  they  do  not  change  their  conical  form  until  they 
resolve,  leaving  a  moderate  stain  behind.  Minute  scales  may  form  at  the 
apex  of  the  papules.  They  are  usually  located  on  the  front  of  the  chest, 
abdomen  or  on  the  lateral  aspect  of  the  trunk  but  in  children  they  may 
be  found  on  the  extremities.  No  matter  what  the  location,  they  appear 
to  have  their  origin  in  or  about  the  hair-follicles.  The  course  is  chronic 
and  the  individual  lesions  arise  close  together  in  groups  or  circles  chang¬ 
ing  little  for  months,  while  new  lesions  appear  in  the  free  interspaces 
bearing  some  resemblance,  when  fully  developed,  to  goose-flesh.  Pus¬ 
tules  occasionally  form  after  a  sebaceous  plug  has  accumulated  and  on 
the  face  a  pustular  acne  may  coexist.  Local  sensations  are  slight  or 
absent  and  no  excoriations  are  seen  unless  a  genital  eczema  or  a  sebor¬ 
rhea  of  the  scalp  is  present  at  the  same  time. 

Etiology  and  Pathology. — This  rare  disease  is  somewhat  more 
common  in  males  and  develops  in  chiMhood  and  adolescence.  It  is 
almost  invariably  associated  with  swollen  glands,  scrofulous  joints, 
caries  or  other  bone  diseases,  and  tubercular  family  history,  indicating 
that  it  is  a  tuberculous  condition.  Failure  to  find  the  tubercle  bacillus 
has  led  to  the  belief  that  it  is  due  to  the  toxins  of  this  germ.  Micro¬ 
scopically  the  pathological  cause,  according  to  Kaposi,  is  a  cell  infil- 
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tration  and  exudation  in  and  around  the  hair-follicles  and  their  seba¬ 
ceous  glands  as  well  as  the  papillae  immediately  adjoining  the  follicular 
openings. 

Diagnosis. — Papular  eczema  is  differently  located,  appears  more  red, 
often  becomes  vesicular  and  is  attended  with  marked  itching.  The 
lesions  of  punctate  psoriasis  and  lichen  ruber  undergo  marked  changes 
and  become  scaly.  The  miliary  syphilid  is  rarely  limited  to  the  trunk 
and  will  show  other  evidence  of  syphilis.  Keratosis  pilaris  is  not  asso¬ 
ciated  with  signs  of  scrofula  and  its  lesions  are  usually  located  on  the 
extensor  and  outer  surfaces  of  the  extremities. 

Prognosis  and  Treatment. — This  disease  will  run  an  indefinite 
course,  if  not  treated,  but  it  always  responds  to  judicious  management. 
Physiological  methods  are  chiefly  indicated.  Hebra’s  treatment,  con¬ 
sisting  of  cod-liver  oil  externally  and  internally,  will  always  cure  these 
cases,  but  it  would  seem  that  plain  oily  inunctions,  such  as  vaselin  with 
fifteen  drops  of  subacetate  of  lead  solution  or  five  grains  of  thymol 
to  the  ounce,  were  much  cleaner  and  quite  as  effective  as  the  cod-liver 
oil  externally.  Internal  medication  is  most  important  and  the  follow¬ 
ing  may  be  studied:  Aren,  iod.,  Baryta  carb.,  B.  iod.,  B.  mur.,  Cal.  carb., 
Kali  carb.,  K.  iod.,  Mez.,  Staph. 


LUPUS  ERYTHEMATOSUS 

( Lupus  super ficialis ;  L.  sebaceous;  L.  erythematodes ;  Ulerythema) 

Definition. — A  chronic,  superficial,  inflammatory  new-growth,  char¬ 
acterized  by  persistent,  red  scaly  patches  covered  with  adherent  grayish 
or  yellowish  scales  and  which  terminate  in  atrophy. 

Symptoms. — A  number  of  forms  occur,  showing  marked  clinical 
differences.  The  chief  varieties  are:  (i)  discoid;  (2)  disseminated; 
(3)  telangiectatic. 

The  discoid  type  is  commonly  found  upon  the  bridge  of  the  nose 
and  the  adjoining  surface  of  the  cheeks  where  it  assumes  a  symmetrical 
form  resembling  a  butterfly.  Less  commonly  the  scalp,  where  it  pro¬ 
duces  permanent  baldness,  arms,  hands  and  other  portions  of  the  body 
may  be  affected.  The  disease  begins  as  one  or  more  pin-head-  to  pea¬ 
sized,  isolated  or  grouped,  reddish  spots  which  soon  become  covered 
with  a  tightly  adherent,  grayish  or  yellowish  horny  scale.  When  this 
is  removed  there  is  seen  upon  its  under  surface  small  peg-like  projec¬ 
tions  which  correspond  to  small  pits  in  the  skin  and  which  are,  in  reality, 
sebaceous  casts  of  the  follicular  ducts.  The  spots  gradually  increase  in 
size  to  that  of  a  quarter  of  a  dollar,  and  by  peripheral  extension  and 
coalescence,  larger  patches  may  be  formed.  Involution  may  occur  cen¬ 
trally  with  an  active  peripheral  border  or  the  lesion  may  disappear  com¬ 
pletely.  In  any  case,  the  atrophied  surface  presents  small  pin-head-sized 
depressions  that  are  white,  shining  and  smooth.  The  borders  are  often 
active,  deep  red  in  color  and  studded  with  patulous  or  enlarged  sebaceous 
orifices  or  horny  plugs,  while  the  center  of  the  patch  has  ceased  its 
activity. 
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The  disseminated  variety  is  an  acute  and  more  generalized  form  and, 
although  it  usually  begins  in  the  same  locality  and  in  the  same  manner 
as  the  discoid  form,  it  is  prone  to  spread  to  the  extremities  and  other 
parts.  The  lesions  may  be  numerous,  from  ten  to  one  hundred,  and 
subjective  sensations,  vesiculation  and  pustulation  may  occur.  Excep¬ 
tionally  systemic  symptoms  develop  to  such  an  extent  that  the  disease 
ends  fatally.  Fortunately  this  type  is  rare  and  is  seldom  seen  in  this 
country. 

A  telangiectatic  form  has  been  described  as  characterized  by  pin¬ 
head  or  much  larger  sized  patches  appearing  on  the  face  and  showing 
a  pinkish  or  deep  red  color.  It  is  attended  by  thickening  of  the  skin 
and  some  elevation  of  the  border.  Itching  and  burning  may  be  felt 
but  there  is  never  any  moisture  unless  eczema  complicates.  Scaling  and 
patulous  orifices,  seen  in  the  other  forms,  are  absent. 


Fig.  144. — Lupus  erythematosus,  discoid  variety,  involving  both  cheeks  and  ears. 
Cured  by  the  high-frequency  currents,  solidified  carbon  dioxid  and  Nat. 
mur.  12x. 


Lupus  erythematosus  of  the  mucous  membranes  is  usually  secondary 
to  that  of  the  skin  and  may  be  found  on  the  lips,  in  the  mouth  or  on 
the  conjunctiva.  The  lesions  are  usually  superficial  but  well  defined 
with  slight  thickening  and  may  be  the  color  of  the  surface  or  violaceous. 

The  course  of  lupus  erythematosus  is  chronic,  remaining  stationary 
for  a  long  time  and  often  lasting  ten  or  twenty  years  or  longer.  Fortu¬ 
nately  subjective  sensations  are  mild  or  absent  in  these  commoner  types 
and  the  general  health  is  little  affected.  Even  the  cases  of  long  duration 
do  not  show  any  tendency  to  cancerous  degeneration  as  is  noticed  in 
lupus  vulgaris. 

Etiology  and  Pathology. — The  disease  usually  develops  in  the  third 
decade  of  life  and  attacks  females  twice  as  often  as  it  does  males.  It 
has  been  known  to  follow  acne,  rosacea,  seborrheic  dermatitis,  variola, 
erysipelas  and  undue  exposure  to  heat  or  cold.  In  fact  over  half  of  my 
cases  have  been  secondary  to  these  conditions.  I  dislike  to  say  that  the 
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cause  of  this  disease  is  unknown  but  the  opinions  of  investigators  are 
so  at  variance  as  to  whether  the  condition  is  essentially  a  tubercular  in¬ 
fection,  or  due  to  the  toxins  of  the  tubercle  bacillus,  or  a  chronic  eczema- 
toid  condition,  that  it  is  impossible  to  say  with  any  certainty  what  the 
true  nature  is. 

Pathologically  we  find  the  same  difference  of  opinion  but  the  con¬ 
clusions  of  Robinson,  from  his  own  observations  and  from  a  review  of 
those  of  others,  seem  reasonable.  He  concludes  that  “lupus  erythema¬ 
tosus  is  a  chronic  inflammatory  disease  of  the  cutis  with  special  his¬ 
tologic  characters,  as  shown  by  the  changes  in  the  blood  vessels  by  the 
new  formation  of  an  adenoid-like  tissue,  reticular  tissue,  by  the  pres¬ 
ence  of  mononuclear  and  absence  of  polynuclear  cells  in  the  cell  infil- 


Fig.  145. — Lupus  erythematosus  of  many  years’  duration  in  an  uncommon  location. 

Much  improved  by  applications  of  guaiacol  and  Ars.  brom.  3x  internally. 

tration ;  and  these  changes  must  depend  upon  the  presence  of  a  poison 
generated  in  loco.  In  other  words  lupus  erythematosus  is  a  local  in¬ 
fective  process,  a  granuloma.” 

Diagnosis. — Eczema  is  not  so  sharply  defined ;  it  will  often  show 
moisture  and  pronounced  itching;  its  scales  and  crusts  do  not  have  pro¬ 
longations  on  their  under  side ;  it  is  more  acute  or  rather  recurrent,  and 
does  not  leave  scars. 

Dermatitis  seborrhoica  presents  greasy  or  oily  scales  and  is  usually 
associated  with  a  primary  seborrhea  of  the  scalp,  but  it  should  be  men¬ 
tioned  that  lupus  sometimes  develops  from  seborrheic  diseases. 

Psoriasis  is  uncommon  on  the  face  without  positive  signs  of  the  dis¬ 
ease  elsewhere,  its  scales  do  not  fit  into  pit-like  depressions ;  it  does 
not  produce  scars  nor,  as  a  rule,  cause  baldness  when  situated  on  the 
scalp. 

Lupus  vulgaris  is  an  affection  of  childhood  or  youth,  is  rarelv  sym- 
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metrical  and  its  lesions  are  deep-seated  papules  or  tubercles  without  in¬ 
volvement  of  the  sebaceous  system.  Ulceration  with  scarring  is  usually 
present  and  the  latter  is  irregular  and  very  noticeable  as  compared  with 
the  smooth  and  fine  scarring  of  lupus  erythematosus. 

Tinea  circinata  is  unusual  in  adult  life,  does  not  show  the  charac¬ 
teristic  scales  or  scars  of  lupus  erythematosus  and  will  show  the  pres¬ 
ence  of  the  causal  fungus  on  microscopic  examination. 


Fig.  146. — Lupus  erythematosus  in  the 
usual  location.  The  lesions  were 
superficial  and  of  four  years’  dura¬ 
tion. 


Fig.  147. — Showing  the  cure  of  the 
lesions  depicted  in  Fig.  146,  by  ap¬ 
plication  of  guaiacol  and  solidified 
carbon  dioxid  plus  Nat.  sulp.  6x. 


A  scaly  syphilid  is  more  rapid  in  its  evolution,  associated  with  other 
signs  of  syphilis,  is  much  less  hvperemic  and  does  not  exhibit  the  peculiar 
peg-like  projections  of  the  lupus  scale. 

Prognosis. — While  this  is  guarded  and  scarring  must  always  be 
expected  and  relapses  are  frequent  possibilities,  the  health  is  no  wise 
harmed  except  in  the  acute  disseminated  variety.  Hence  it  is  the  cos¬ 
metic  discomfort  which  makes  treatment  so  imperative  and  which  is  re¬ 
sponsible  for  the  number  of  cases  that  are  partially  or  wholly  relieved 
or  cured.  It  is  impossible  to  state  any  time  within  which  relief  may  be 
expected  because  temporary  improvement  is  common  from  even  simple 
treatment,  while  recurrences  may  show  themselves  after  a  so-called  com¬ 
plete  cure. 
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Treatment. — Local  applications  are  to  relieve  hyperemia  and  super- 
ficial  cell  infiltration,  hence  they  vary  widely  in  degree  from  mild  seda¬ 
tives  to  caustic  destructive  measures.  Superficial  hyperemic  patches 
must  be  treated  mildly  while  deep-seated  infiltrated  areas  need  stimula¬ 
tion  and  cauterization.  The  patches  of  this  disease  are  so  easily  stimu¬ 
lated  into  activity  that  great  care  is  necessary  if  local  agents  are  to  be 
used  at  all.  Simple  mechanical  methods  consist  in  frequent  anointing 
with  some  bland  oil  or  fat.  If  a  small  amount  of  stimulation  is  needed, 
the  tincture  of  green  soap  may  be  used  to  remove  the  scales.  For  their 
effect  upon  the  blood  vessels  in  hyperemic  cases,  plain  collodion  or  ad¬ 
renalin  chlorid  (1:1000)  may  be  applied  to  the  surface  and  repeated  as 
often  as  necessary.  For  a  combined  effect  of  relieving  hyperemia  and 
removing  scales,  a  3  to  10  per  cent,  salicylic  acid  in  collodion  or  a  10 
per  cent,  resorcinal  collodion  may  be  employed. 

A  host  of  stronger  local  applications  may  be  used,  such  as  tincture 
of  iodin ;  caustic  potash  solution  1  part  to  10  of  water;  1  per  cent, 
betanaphthol ;  5  to  50  per  cent,  resorcin;  10  to  30  per  cent,  sulphur;  5  to- 
10  per  cent,  salicylic  acid  in  solution  or  ointment;  saturated  or  dilute 
carbolic  acid  solution ;  ammoniated  mercury  or  pyrogallic  acid  in  5  to 
10  per  cent,  ointment;  guaiacol  pure  or  diluted  with  equal  parts  of  olive 
oil.  Linear  scarification,  electrolysis,  galvanocautery,  thermocautery, 
curetting  or  excision  are  seldom  resorted  to  in  these  days  although  they 
may  be  rarely  useful.  Solidified  carbon  dioxid  is  of  great  value  and 
should  be  applied  with  moderate  or  firm  pressure  for  from  20  to  60 
seconds  according  to  the  location  and  degree  of  infiltration  of  the  lesion. 
The  amount  of  surface  covered  at  one  treatment  usually  should  not  be 
more  than  two  square  inches  of  contiguous  area.  If  the  lesions  be 
extensive  but  superficial,  I  dissolve  the  snow  in  ether  and  paint  it  over 
a  much  larger  surface. 

Phototherapy,  while  not  achieving  the  notable  results  in  the  treat¬ 
ment  of  lupus  erythematosus  that  it  has  in  lupus  vulgaris,  has  proven 
serviceable  in  some  cases  of  a  pronounced  vascular  type.  The  X-rays 
seem  better  suited  to  the  deeper  cases  in  which  the  follicles  and  glands 
are  markedly  involved.  In  a  large  number  of  cases  the  combination  of 
both  photo-  and  radiotherapy  has  worked  well.  It  has  been  my  experi¬ 
ence  that  the  high-frequency  currents,  using  a  flat  vacuum  electrode 
almost,  but  not  quite,  in  contact  with  the  skin  for  from  three  to  fifteen 
minutes  twice  weekly,  are  more  satisfactory  than  either  of  the  above 
methods.  Flowever,  some  authorities  believe  that  their  chief  sphere  is 
to  complete  a  cure  already  started  by  actinic  rays  or  X-rays  or  that  they 
should  even  precede  photo-  or  radiotherapy  or  be  used  intercurrently. 
Mild  lotions  or  ointments  such  as  boric  acid  or  calamin  may  be  applied 
between  these  physical  applications. 

My  personal  observation  in  the  treatment  of  nearly  one  hundred  and 
fifty  cases  of  this  disease  leads  me  to  favor  solidified  carbon  dioxid,  the 
high-frequency  currents  and  the  X-rays  in  the  order  named,  with  guaia¬ 
col,  adrenalin  chlorid  and  calamin  as  simple  adjuvants. 

Internal  treatment  includes  the  necessary  tonic  measures,  laxatives, 
intestinal  ferments  and  a  strict  regulation  of  diet,  based  on  each  inch- 
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vidual  case  after  careful  observation  on  the  part  of  the  physician,  includ¬ 
ing  repeated  examinations  of  the  urine.  Most  patients  need  more  water 
between  and  less  with  their  meals  and  all  need  to  omit  stimulating  food 
and  drink.  Exercise,  bathing,  clothing  and  all  other  elements  which 
regulate  physiological  living  may  need  attention.  These  methods,  com¬ 
bined  with  a  carefully  prescribed  remedy,  will  usually  suffice  in  a  simple 
case  without  any  radical  external  treatment  and  are  of  immense  value 
in  even  the  severe  types.  Almost  any  remedy  may  be  properly  pre¬ 
scribed  on  a  totality  of  symptoms,  but  the  virtue  of  the  following  I  can 
personally  affirm:  Apis,  Ars.,  Ars.  iod.,  Fluor,  acid,  Hydras.,  Hydrocot., 
Kali  mur.,  Ledum,  Natrum  mur.,  Rhodo.,  Rhus  tox.,  Pet.,  Sepia  and 
Sulphur. 


SYPHILIS 

{Lues;  Lues  venerea;  Pox ) 

Definition. — A  chronic,  systemic,  transmissible  disease  due  to  inocu¬ 
lation  with  the  spirocheta  pallida,  except  when  inherited.  It  is  charac¬ 
terized  by  the  appearance  of  an  initial  lesion  at  the  point  of  infection 
from  which  the  disease  may  spread  to  any  or  every  tissue  and  organ  of 
the  body. 

The  incubation  period,  or  the  interval  between  the  exposure  to  con¬ 
tagion  and  the  development  of  the  primary  lesion,  varies  somewhat  but 
it  usually  falls  between  the  tenth  and  thirtieth  days,  averaging  about 
twenty-one  days.  The  chancre,  or  initial  sore,  is  the  focus  of  infection 
and  marks  the  point  of  entrance  of  the  causative  agent.  Nearly  ninety 
per  cent,  of  all  chancres  are  on  or  about  the  genital  organs.  In  the  male 
they  are  situated  on  the  frenum,  prepuce,  glans  or  shaft  of  the  penis,  at 
or  within  the  meatus  and,  rarely,  on  the  scrotum.  In  the  female  they 
are  most  commonly  on  the  small  or  large  labia,  the  clitoris,  in  the  vagina 
or  higher  up.  In  about  ten  per  cent,  of  all  cases  the  chancres  are  extra¬ 
genital,  often  accidentally  or  innocently  acquired  and  are  usually  located 
on  the  lips,  mouth,  throat,  breast  or  nipples,  fingers,  hands,  eyelids, 
chin,  cheeks,  nose  and,  rarely,  on  almost  any  region.  A  number  of 
these  lesions  have  been  ascribed  to  infection  at  the  time  of,  or  subse¬ 
quent  to,  the  operations  of  vaccination,  cupping,  bleeding,  circumcision 
and  tattooing. 

Chancres  vary  in  appearance  according  to  their  location  and  ex¬ 
posure  to  various  irritations.  The  earliest  change  at  the  more  common 
genital  sites  may  be  a  small  red  spot  which,  in  eight  or  ten  days,  grows 
into  a  well-defined  nodule,  becoming  harder  during  the  following  two  or 
three  weeks.  Only  superficial  erosion  of  the  surface  may  be  noted  or 
an  ulcer  bounded  by  an  indurated  non-elevated  border  (Hunterian 
chancre)  or  a  desquamating  papule  or  a  small  dusky  spot  which,  with¬ 
out  ulceration,  disappears  by  absorption  and  hence  is  easily  overlooked 
by  the  patient  as  well  as  the  physician,  may  be  the  form  presented. 
Chancres  may  simulate  herpes  or  become  ecthymatous  and  crusted  from 
pus  inoculation.  The  induration,  by  spreading  out,  may  form  a  parch- 
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ment-like  lesion  or  may  be  annular  in  character  or  may  form  an  ele¬ 
vated  mass  whose  center  may  rarely  become  covered  by  a  greenish 
membrane  (diphtheritic  chancre). 

The  well-defined  induration,  characterizing  the  chancre  of  the  geni¬ 
tals  two  or  three  weeks  after  its  origin,  is  not  always  apparent  in  extra¬ 
genital  sores  owing  largely  to  anatomical  differences.  For  instance, 
there  is  seldom  any  marked  induration  in  chancres  of  the  lip  or  nail  bed, 
while  the  primary  sore  on  the  cheek  may  be  quite  obscured  by  the  at¬ 
tendant  edema,  reaching  an  enormous  size  and  resembling  a  malignant 
disease.  Considerable  destruction  of  tissue  may  result  when  the  chancre 
coexists  with  or  follows  herpes,  chancroids  or  other  mixed  infections. 
Chancre  is  usually  single  but  it  may  show  multiple  development  accord¬ 
ing  to  the  number  of  points  inoculated  at  the  time  of  contagion  or  dur¬ 
ing  incubation.  Adenopathy  or  enlargement  of  the  nearby  lymph  glands 
is  invariable  and,  later,  connecting  or  distant  glands  may  become  af¬ 
fected,  but  usually  the  enlarged  glands  show  no  signs  of  inflammation 
or  tenderness.  The  primary  sore  has  a  tendency  to  heal  slowly.  It 
rarely  lasts  more  than  eight  weeks  if  properly  treated  but,  occasionally, 
its  course  is  protracted. 

The  artificial  division  of  Ricord  into  primary,  secondary  and  tertiary 
periods  does  not  tend  to  a  better  understanding  of  syphilis  but  it  is  con¬ 
venient  for  the  sake  of  description.  Bearing  this  in  mind,  it  is  wise  to 
view  syphilis  as  a  progressive  infective  process,  influenced  greatly  in  its 
course  by  the  character  of  the  soil  in  which  the  virus  is  accidentally  im¬ 
planted  and  by  the  treatment  employed,  but  characterized  by  short  or 
long  intervals  of  insidious  progression  along  the  vascular  channels,  and 
culminating  with  a  degree  of  systemic  saturation  which  gives  rise  to  the 
so-called  “explosion”  in  syphilitic  fever,  pains,  weakness,  depression 
and  perhaps  a  sudden  efflorescence  on  the  skin  without  necessary  pro¬ 
portion  or  sameness  in  any  two  persons.  Our  consideration  of  this  dis¬ 
ease  has  chiefly  to  do  with  its  cutaneous  manifestations  known  as 
syphilodermata  or  syphilids. 
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The  objective  manifestations  of  acquired  syphilis  may  appear  at  any 
period  in  its  course  and,  while  no  strict  consecutive  order  is  always  ob¬ 
served,  each  lesion  has  its  favorite  period  of  occurrence.  Thus,  the 
chancre  and  associated  constitutional  symptoms  represent  the  primary 
stage ;  the  macular,  papular,  vesicular  and  pustular  eruption  belongs  to 
the  secondary  period ;  while  the  tubercular,  bullous,  gummatous  and 
ulcerative  are  found  in  the  tertiary  or  late  stage. 

General  Symptomatic  and  Diagnostic  Features  of  the  Syphilids. 

— The  pathological  processes  of  hyperemia  and  cell-infiltration  alone  or 
together  with  various  subsequently  induced  changes  give  origin  to 
numerous  and  varied  forms  of  eruption ;  so  much  so  that  some  one  has 
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described  syphilis  as  an  “imitator  of  other  diseases.”  The  resemblance 
to  other  eruptive  diseases  is  natural,  inasmuch  as  the  same  anatomical 
parts  are  involved  in  all  by  an  inflammatory  process,  but  which  in  the 
case  of  syphilis  (and  some  others)  is  dominated  by  a  specific  cause.  The 
imitation  therefore  is  hardly  more  than  objective  and  is  usually  over¬ 
balanced  by  distinct  differences.  These  characteristic  differences,  each 
alone  of  little  diagnostic  value,  together  form  a  significant  clinical  group, 
and  may  be  studied  in  general  contrast  with  the  simple  eruptions  of  other 
diseases. 

Course  and  Duration. — Syphilids  of  the  active  or  secondary  stage 
usually  appear  rapidly  and  attain  full  development  in  one  or  two  weeks, 
although  it  is  not  uncommon  for  a  few  new  lesions  to  show  irregularly 
for  some  time  afterward.  Their  disappearance  is  gradual  although  the 
papular  eruption  is  prone  to  relapses  for  some  months.  On  the  other 
hand,  the  tertiary  eruption  shows  little  tendency  to  spontaneous  disap¬ 
pearance.  The  eruption  of  the  early  period  may  be  attended  with  pro¬ 
nounced  systemic  reaction,  fever  and  may  closely  resemble  an  exanthem, 
but  the  apparent  acuteness  of  the  syphilid  soon  resolves  itself  into  a 
subacute  course.  The  behavior  of  these  lesions  may  be  hastened,  inter¬ 
rupted  or  modified  by  some  intercurrent  disease  which,  however,  will 
not  affect  the  syphilitic  diathesis  sufficiently  to  prevent  ultimate  relapses. 
Acute  febrile  attacks  of  various  origin,  scabies,  miliaria,  furuncles, 
eczema,  seborrhea,  a  scrofulous  and  lymphatic  tendency,  idiosyncrasy, 
age,  climate,  alcoholism  and,  in  fact,  any  general  or  personal  defects  in 
hygiene,  all  of  which  influences  are  not  peculiar  to  syphilis,  may  act  to 
modify  or  aggravate  the  behavior  of  the  syphilids.  These  influ¬ 
ences  give  individuality  to  each  case  and  afford  a  scientific  basis  for 
treatment. 

The  polymorphism  of  tlm  early  syphilids  is  present  in  the  majority 
of  cases  and  the  lesions  have  a  tendency  to  appear  in  crops.  Thus, 
macules,  papules,  pustules  and  scaly  lesions  may  coexist  in  all  stages  of 
evolution  and  decline  or  successively  exhibit  their  varied  phases  in  the 
transit  of  one  form  into  another. 

The  order  of  evolution  of  the  syphilids,  while  not  absolute,  is  quite 
characteristic  and  the  skin  is  usually  involved  from  without  inward  or 
from  the  more  superficial  to  the  deeper  parts.  At  an  interval  averaging 
about  six  weeks  after  the  development  of  the  characteristic  primary  sore, 
the  so-called  secondary  eruptions  begin  to  appear.  Of  these  the  macular 
is  the  first  to  occur,  followed  by  the  deeper  but  still  superficial  papular, 
then  by  the  pustular  and  so  on  until  the  lesions  present  are  indicative 
of  the  age  of  the  disease.  The  papule  is  the  most  typical  of  the  secondary 
lesions  and  occurs  in  varied  forms  to  be  described  later.  Although  the 
eruptions  of  this  period  are  supposed  to  last  about  two  years,  they  are 
seldom  constant  because  of  the  tendency  to  disappearance  and  recur¬ 
rence  at  variable  intervals.  The  tubercle  is  the  typical  lesion  of  tertiary 
syphilis,  as  the  papule  is  of  the  earlier  stage.  The  tertiary  syphilids  in 
comparison  with  the  so-called  secondary  lesions  are  characterized  as 
follows:  they  are  much  less  constant  in  occurrence;  when  they  do  ap¬ 
pear  they  are  without  order  of  succession ;  they  are  asymmetrical,  lo- 
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calized,  deep-seated,  tend  to  persist  and  spread ;  cause  local  destruction 
of  the  tissue  and  leave  permanent  scars;  and,  though  they  may  recur 
during  the  patient’s  life,  they  are  at  no  time  contagious  or  inoculable. 

The  foregoing  applies  more  or  less  accurately  to  the  typical  evolu¬ 
tion  of  the  syphilids,  which  may  vary  greatly  in  intensity,  in  the  number 
and  extent  of  the  lesions  and  in  their  duration  and  succession.  Rarely 
there  may  be  an  almost  complete  reversal  of  the  law  of  syphilitic  evolu¬ 
tion  and  deeper  lesions  common  to  the  tertiary  period  may  antedate  the 
superficial  eruptions  of  the  secondary  period  ( retrogressive  syphilis). 
In  another  irregular  type,  the  usually  late  and  deeper  tubercles  and  gum- 
mata  develop  before  the  early  and  superficial  macules,  papules  and  pus¬ 
tules  subside,  or  follow  closely  their  decline  and  pursue  an  acute  non¬ 
destructive  course  ( rapid  benign  syphilis).  Less  often  the  rapid,  violent 
and  extensive  involvement  of  the  deeper  tissues  assumes  a  malig¬ 
nant  destructive  course  ( precocious  malignant  syphilis).  Lesser  irregu¬ 
larities  in  the  evolution  of  the  syphilids,  such  as  the  predominance  or 
persistence  of  one  kind  of  lesion,  the  moderate  occurrence  of  the  early 
lesions  in  the  late  or  tertiary  period,  or  lesions  of  the  latter  within  the 
limits  of  the  secondary  stage,  are  not  uncommon. 

Distribution. — In  location,  the  syphilitic  eruptions  of  the  secondary 
stage  resemble  the  exanthemata  in  being  more  or  less  generalized  and 
symmetrical,  but  they  seldom  appear  in  such  areas  as  the  sternal,  supra- 
and  infraclavicular  regions,  or  on  the  dorsal  surfaces  of  the  wrists, 
hands  and  feet  where  other  inflammatory  eruptions  are  common.  The 
form  of  the  eruption  determines  the  location  to  some  extent.  Thus,  the 
macular  syphilid  is  commonly  found  on  the  chest,  trunk  and  flexor  sur¬ 
faces,  while  the  papular  favors  the  forehead,  margin  of  the  hairy  scalp, 
neck,  extremities  and  trunk.  The  pustular  is  often  found  on  the  hairy 
parts  of  the  scalp,  face  and  other  regions  well  supplied  with  sebaceous 
glands  and  hair-follicles.  Moist  papules  or  mucous  patches  occur  almost 
exclusively  on  the  warm  or  moist  regions  of  the  body.  The  later  syphi¬ 
lids,  including  the  tubercular,  may  develop  almost  anywhere  but  the 
erythematous  and  rupial  forms,  like  non-specific  lesions  of  the  same  type, 
prefer  the  legs. 

Configuration. — The  early  eruptions  exhibit  little  if  any  tendency 
toward  special  grouping  or  configuration  hut  are  usually  round  or  oval 
and  occasionally  irregular.  However,  maculopapular  lesions,  especially 
in  negroes,  around  the  mouth,  lower  part  of  the  face  and  neck  are  often 
distinctly  annular.  The  later  secondary  outbreaks  may  show  segmental, 
circinate  or  serpiginous  tendencies,  but  ordinarily  these  manifestations 
are  found  in  the  later  or  tertiary  period  where  this  tendency  is  almost 
diagnostic. 

The  color  and  pigmentation  of  the  syphilids  are  not  so  characteristic 
as  generally  supposed.  At  first  the  lesions  are  a  bright  pinkish-red  and 
later  they  become  a  brownish-red,  vellowish-brown  or  coppery  tint  which 
finally  amounts  to  a  brownish  pigmentation  which  may  eventually  dis¬ 
appear.  Rarely,  pigmentation  occurs  independently  of  other  lesions 
(pigmentary  syphilid). 

The  scales  of  syphilis  are  thin,  superficial,  scant,  dull  white  or  yel- 
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lowish  in  color  and  non-adherent  compared  with  the  same  product  of 
similar  eruptions. 

The  crusts  of  syphilitic  pustules  and  ulcers  are  quite  distinctive.  They 
are  grayish,  brownish  or  greenish-black  in  color,  rest  upon  an  indurated 
base  and  are  easily  detached ;  they  are  thicker  than  the  crusts  of  simple 
lesions  and  are  built  up  in  layers  from  the  secretions  formed  beneath. 
If  of  large  size  (ecthymatous  or  rupial),  they  may  seem  to  almost  float 


Fig.  148. — Annulopapular  syphilid,  a  common  form  in  negroes 

(courtesy  of  Dr.  Howard  Fox). 


upon  a  base  of  liquid  pus ;  and  the  conical,  laminated  brownish-black 
crusts  of  the  rupial  type,  which  may  slowly  attain  a  large  size,  are 
pathognomonic.  The  brownish-black,  rough,  dirty,  oyster-shell-like 
crusts  of  late  syphilitic  ulcers  are  also  characteristic. 

The  ulcers  of  syphilis  may  be  round,  oval,  crescentic  or  horseshoe  in 
shape,  due  to  both  the  enlargement  and  the  subsequent  healing  which 
takes  place  more  or  less  regularly  from  within  outwardly.  Hence,  the 
margins  are  generally  regular  and  their  edges  perpendicular.  The 
floors  may  be  grayish  or  present  a  membranous  appearance,  bathed  with 
a  sanious  pus.  The  ulcer  is  often  bordered  by  a  reddish  areola. 
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The  scars  of  syphilis  are  often  diagnostic.  They  are  distinctly  round 
or  oval  in  shape ;  at  first  reddish-brown  in  color,  they  gradually  fade 
from  the  center  to  the  periphery  until  when  mature  there  is  left  a  white, 


Fig.  149. — Syphilitic  scars  following  a  pustular  syphilid. 

smooth,  shining,  more  or  less  depressed  pliable  surface,  bounded  by  a 
narrow  areola  of  brown  pigmentation,  which  is  usually  persistent.  Near 
the  joints  syphilitic  scars  may  be  traversed  by  fibrous  bands,  more  often 
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they  are  smooth  or  only  minutely  perforated  at  the  follicular  opening. 

Subjective  Symptoms. — A  marked  negative  feature  of  the  syphilids 
is  the  absence  of  pain  or  itching  during  their  entire  course.  In  fact,  the 
patients  may  be  unaware  of  their  existence  until  they  are  accidentally 
seen.  However,  the  lesions  may  rarely  be  sensitive  and  painful  if  the 
process  is  unusually  acute  or  they  are  subjected  to  external  irritation. 
Itching  may  be  present  in  the  warm  or  moist  regions  of  the  skin,  espe¬ 
cially  if  an  eczematous  condition  coexists. 

Concomitant  Symptoms. — In  the  primary  stage  a  chancre  may  be  seen 
or  its  mark  or  scar  may  be  noted  and  a  train  of  constitutional  dis¬ 
turbances,  varying  in  intensity,  may  appear  toward  the  end  of  the  pri¬ 
mary  or  the  onset  of  the  second- 

J 

ary  period.  These  include  gen¬ 
eral  adenopathy,  sore  throat  with 
mucous  patches  or  superficial 
ulcers  in  the  mouth  and  pharynx, 
iritis,  headache,  bone  pains,  mod¬ 
erate  fever  reaching  ioo°  to  ioi° 
F.  in  the  evening,  lassitude, 
general  anemia,  alopecia,  onychia 
and  paronychia.  It  is  rare,  how¬ 
ever,  that  all  of  these  symptoms 
are  observed  in  one  case.  Fre¬ 
quently,  only  one  or  two  will  be 
noted.  In  the  third  period,  ac¬ 
companying  symptoms  may  be 
wholly  absent  although  scars,  the 
effects  of  iritis,  together  with 
bone  pains,  alopecia,  leucoplakia 
and  superficial  glossitis  may  be  present. 

Syphilitic  alopecia  may  be  more  or  less  general  in  the  secondary 
period,  due  probably  to  the  changed  condition  of  the  blood  and  conse¬ 
quent  deficient  nutrition  of  the  hair.  This  early  loss  of  hair  may  occur 
in  the  third  month  or  later  and  usually  consists  of  a  general  though 
irregular  thinning  of  the  hair  on  the  head,  thinning  or  notching  of  the 
eyebrows,  eyelashes,  mustache  and  heard,  and  sometimes  of  the  pubic 
and  axillary  regions.  The  loss  of  hair  may  be  very  moderate  or  pro¬ 
nounced  and,  in  aggravated  cases,  may  be  nearly  or  quite  complete  over 
the  whole  body.  Occasionally  the  hair  falls  out  in  patches  resembling 
alopecia  areata  or  at  the  site  of  lesions  involving  the  follicles.  Early 
alopecia  from  syphilis  may  he  aggravated  by  a  coexisting  seborrhea  and 
tend  to  be  more  persistent  but  usually  the  loss  of  hair  is  temporary  and 
is  restored  spontaneously  or  by  specific  treatment  within  six  months. 
In  the  tertiary  period  localized  permanent  baldness  may  result  from  de¬ 
structive  lesions,  whether  they  end  in  absorption  or  ulceration.  The  re¬ 
maining  hair  in  cases  of  advanced  syphilis  is  apt  to  be  dry  and  harsh. 
The  irregular  and  incomplete  nature  of  the  alopecia  and  the  notched 
eyebrow  is  always  suggestive  of  syphilis.  The  more  distinct  patchy 
variety  may  be  distinguished  from  the  round  or  oval  patches  of  alopecia 
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areata  by  their  irregular  shape,  tendency  to  be  symmetrical  and  the  pres¬ 
ence  of  other  signs  of  syphilis.  The  localized  and  permanent  forms  of 
alopecia  due  to  the  destructive  lesions  of  late  syphilis  may  be  differen¬ 
tiated  from  circumscribed  baldness  due  to  lupus ,  favus,  chronic  eczema, 
etc.,  by  the  clinical  history  and  the  quality  of  the  cicatrices. 

Syphilitic  involvement  of  the  nails  may  differ  little  from  that  caused 
by  chronic  psoriasis  or  eczema,  and  may  lead  to  similar  atrophic  or 
hypertrophic  changes,  for  a  description  of  which  the  reader  is  referred 
to  the  section  on  diseases  of  the  nails.  They  occur  generally  in  the  sec¬ 
ondary  period  but  may  appear  later.  One  nail  only  may  be  attacked  or 
several  at  the  same  time,  or  more  often  successively.  Onychia  more 
commonly  affects  the  nails  of  the  hands  and  runs  a  mild  course.  Peri- 
onychia  attacks  the  fingers  and  toes  about  equally,  but  those  exposed  to 
injury  from  use  or  accident  are  more  liable.  It  may  be  acute  in  process 
and  chronic  in  course  and,  in  the  ulcerative  form,  may  destroy  more  or 
less  completely  the  matrix  and  other  parts  of  the  nails.  When  the 
ulceration  is  confined  to  the  sides  or  the  free  part  of  the  nail  a  regrowth 
of  a  perfect  nail  may  be  expected  and  even  prolonged  ulceration  of  the 
base  may  not  prevent  the  regeneration  of  a  fairly  good  nail.  Consid¬ 
erable  pain  and  annoyance  may  attend  ulcerative  perionychia  and  the 
outcome  is  always  uncertain ;  non-ulcerative  forms  give  little  trouble  and 
are  easily  cured.  A  history  of  syphilis  and  the  presence  of  existing 
lesions  should  distinguish  a  syphilitic  affection  of  the  nails  from  condi¬ 
tions  due  to  eczema  or  psoriasis. 

Laboratory  Diagnosis. — A  positive  diagnosis  of  syphilis  is  estab¬ 
lished  by  finding  the  spirocheta  pallida.  “It  is  easy,”  says  Schaudinn, 
“after  a  certain  amount  of  diligence,  to  differentiate  the  treponema  pal¬ 
lidum  from  other  types  of  spirochetas  in  fresh  preparations.  The  fine¬ 
ness  and  feeble  refractibility  of  this  spirochete,  the  constant,  close,  deep 
and  regular  character  of  its  spirals,  which  are  numerous  (10  to  20), 
render  it  impossible  to  confuse  it  with  other  microorganisms  of  the  same 
type.  Its  chief  characteristic,  however,  lies  in  the  fact  that  it  retains 
its  spiral  arrangement  not  only  during  motion  but  also  in  the  state  of 
rest  while  the  spirals  of  most  other  spirochetes  disappear  when  they  are 
in  a  condition  of  repose.”  There  are  on  the  market  condensers,  adjust¬ 
able  to  the  best  makes  of  microscopes,  that  converge  the  light  obliquely 
on  the  specimen.  By  means  of  such  condensers  the  spirochetes  appear 
as  bright  refractive  bodies  on  a  dark  background  and  are  readily  recog¬ 
nized  by  their  regular  and  closely  set  spirals.  Serum  from  the  margin 
of  chancres  or  secondary  lesions  is  the  best  material  in  which  to  look 
for  spirochetes. 

When  it  is  impossible  to  diagnose  syphilis  by  finding  the  spirocheta 
pallida  or  by  a  clear  clinical  history,  the  W assermann  reaction  affords 
a  reliable  diagnostic  test  as  well  as  a  therapeutic  index.  This  biologic 
test  was  introduced  by  Wassermann,  Neisser  and  Bruck  in  May,  1906. 
It  is  based  upon  the  well-known  principle  of  the  power  of  the  serum  of 
one  animal  to  dissolve  the  red  corpuscles  in  the  serum  of  another  species. 
This  process  is  known  as  hemolysis  and  is  dependent  upon  three  sub¬ 
stances:  a  complement,  always  present  in  any  blood  serum;  an  anti- 
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body,  resulting  from  the  reaction  of  the  injected  animal  against  the  in¬ 
jected  red  blood  cells;  and  an  antigen,  in  this  instance  the  injected  blood 
corpuscles.  It  is  the  union  of  these  three  elements  which  constitutes 
the  hemolytic  system.  If  the  corpuscles  settle  at  the  bottom  of  the  test 
tube  the  test  is  positive  (hemolysis  restrained),  demonstrating  the  pres¬ 
ence  of  living  spirochetes.  When  the  test  is  negative  (hemolysis),  the 
fluid  in  the  tube  is  diffusely  stained  with  free  hemoglobin  and  it  is  pre¬ 
sumptive,  but  not  absolute,  evidence  of  the  absence  of  syphilis. 

Positive  reactions  have  been  obtained  in  other  diseases  than  syphilis, 
such  as  yaws,  scarlet  fever,  malaria,  leprosy  and  pellagra.  Numerous 
modifications  of  the  original  test,  notably  that  of  Noguchi,  have  been 
evolved  and,  inasmuch  as  they  simplify  the  technic  and  make  the  pro¬ 
cedure  more  certain,  it  may  be  expected  eventually  that  this  test  will 
become  a  more  reliable  diagnostic  method.  Some  constitutions  react 
against  infections  much  more  forcibly  and  quickly  than  others  and 
therefore  there  is  some  variance  in  the  time  of  appearance  of  the  first 
positive  Wassermann  in  cases  of  primary  syphilis.  It  has  been  proven 
that  the  ingestion  of  mercury  or  a  recent  alcoholic  debauch  tends  to  the 
production  of  a  negative  or  partially  negative  reaction  in  one  that  would 
otherwise  be  positive.  Thus,  a  negative  Wassermann  report  does  not 
eliminate  syphilis  if  there  is  a  history  of  recent  mercurial  or  alcoholic 
ingestion.  Appreciating  these  exceptions,  a  positive  Wassermann  may 
be  expected  in  nearly  all  cases  of  secondary  syphilis  and  in  a  majority  of 
the  tertiary  cases.  Repeated  negative  Wassermanns  indicate  the  cure 
of  the  disease. 

Numerous  classifications  of  the  syphilids  have  been  proposed  but 
the  simplest  is,  to  all  intents  and  purposes,  the  best  and  the  characteris¬ 
tic  forms  of  the  macular,  papular,  vesicular,  pustular,  bullous,  tubercular, 
gummatous  and  pigmentary  types  with  their  subdivisions  will  now  be 
considered.  Besides  the  general  diagnostic  points  already  touched  upon, 
a  differential  diagnosis  of  these  forms  from  diseases  presenting  similar 
lesions  will  be  discussed  under  their  respective  headings. 


Macular  Syphilid  ( syphilitic  roseola;  exanthematous  syphilid; 
erythema  syphiliticum;  erythematous  syphilid). — This  is  the  common¬ 
est  form  of  the  early  syphilitic  eruptions  and  occurs  in  the  sixth  to 
eighth  week,  rarely  earlier  or  later,  after  the  primary  sore,  and  is  usu¬ 
ally  preceded  by  moderate  fever.  The  eruption  occurs  as  round,  oval 
or  irregular,  ill-defined,  pea-  to  fingernail-sized  macules.  At  first  a  bright 
pink  or  rose-red  disappearing  on  pressure,  in  a  few  days  to  four  weeks 
they  appear  bluish,  grayish-brown  or  coppery-colored,  little  changed  by 
pressure.  Occasionally,  they  disappear  without  the  typical  change  in 
tint,  the  color  being  so  faint  that  it  is  hardly  noticeable.  Single  patches 
develop  in  about  two  days  and  the  whole  eruption  may  be  complete  in 
seven  to  ten  days.  It  occurs  earliest  and  most  abundantly  over  the 
chest  and  abdomen,  less  often  upon  the  upper  extremities,  neck  and  back. 
Rarely,  it  is  widely  or  generally  distributed  though  it  seldom  invades 
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the  face  or  the  dorsal  surface  of  the  hands  and  feet.  The  lesions  may 
be  few  or  many,  as  a  rule  showing  no  tendency  to  become  elevated, 
coalescent,  circular  or  scaly.  The  eruption  lasts  for  one  to  four  weeks, 
leaving  behind  a  brownish-gray  stain.  Relapses  sometimes  occur  dur¬ 
ing  the  first  year  and  small  circinate  lesions  may  be  present  in  the  sec¬ 
ond  or  third  years,  or  even  later,  and  prove  rebellious  to  treatment. 

In  some  instances  there  is  a  tendency  toward  the  maculo papular 
type  and  although  this  may  embrace  the  entire  eruption,  it  is  quite  com- 


Fig.  151. — Macular  syphilid  with  a  tendency  toward  maculopapular  formation. 

mon  to  find  a  few  of  these  lesions  on  the  palms  and  soles  and  about  the 
genitals  and  anus,  even  when  they  are  not  found  elsewhere.  This  form 
may  have  a  tendency  to  develop  into  circles  or  parts  of  circles.  It  is 
apt  to  be  preceded  by  more  severe  constitutional  symptoms,  is  more 
rapid  in  its  invasion,  more  persistent  in  its  course  and  exhibits  more  des¬ 
quamation  than  the  purely  macular  type. 

A  diagnosis  may  be  based  upon  the  presence  or  remains  of  the 
initial  lesion,  on  constitutional  symptoms  and  the  exemption  of  the  ex¬ 
posed  surfaces.  The  more  frequent  occurrence  of  the  eruptive  fevers 
in  children  and  the  syphilids  in  adults,  the  different  onset,  and  the  ab¬ 
sence  of  the  catarrhal  symptoms  of  rubeola  or  the  throat  symptoms  and 
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strawberry  tongue  of  scarlatina  will  serve  to  exclude  the  two  last  men¬ 
tioned  diseases.  Drug  erythemas  from  copaiba,  cubebs,  mercury,  bella¬ 
donna,  coal-tar  products,  etc.,  disappear  after  the  causal  drug  is  sus¬ 
pended,  leaving  no  trace.  They  are  much  more  vivid  in  color,  often  of 
a  scarlet  red,  itch  and  are  of  short  duration.  Tinea  circinata  presents 
one  or  few  lesions,  lack  of  symmetry,  great  scaliness,  usually  occurs  in 
children  and  the  ringworm  fungus  may  be  discovered  by  the  micro¬ 
scope.  Tinea  versicolor  may  resemble  the  macular  syphilid  in  color 
and  location  but  its  lesions  can  be  rubbed  or  scraped  away  readily  and 
its  causal  fungus  can  be  found  by  the  microscope.  Its  usual  history  of 
long  duration,  together  with  an  absence  of  any  syphilitic  concomitants, 
should  be  conclusive.  Pityriasis  rosea  has  a  like  distribution  and  dura¬ 
tion  as  the  macular  syphilid  but  its  lesions  are  larger,  more  scaly,  slightly 
itchy  and  do  not  leave  stains. 


Papular  Syphilid. — The  papule  is  the  most  important  and  may 
be  the  earliest  manifestation  of  cutaneous  syphilis,  either  alone  or 
combined  with  the  macule  or  it  may  follow  the  latter  and  constitute  the 
chief  recurring  eruption  of  the  entire  secondary  period.  If  it  persists 
into  the  third  stage,  it  may  merge  into  the  tubercular  syphilid  by  an  in¬ 
termediate  papulotubercular  form.  Commonly,  papules  do  not  occur  be¬ 
fore  the  fourth  month  or  recur  before  the  end  of  the  second  year.  They 
are  apt  to  be  disseminated  in  the  earlier  stage  but  later  tend  to  form 
circular  groups  and  show  a  marked  preference  for  certain  regions. 
Thus,  on  the  scalp  they  become  crusted;  on  the  general  surface,  scaly; 
at  the  angles  or  in  the  folds  of  the  skin,  present  fissures;  on  the  palms  and 
soles  they  are  persistent  and  simulate  psoriasis ;  about  the  genital  and 
anal  regions  they  often  become  moist,  extensive  and  vegetating.  Four 
forms  are  commonly  described,  the  miliary,  lenticular,  squamous  and 
moist  varieties. 

The  miliary  papular  syphilid  ( syphilitic  lichen)  is  not  so  common  as 
the  flat  papular  form  and  is  follicular  in  type,  involving  the  hair-fol¬ 
licles.  Smaller  and  larger  varieties  are  described,  varying  in  size  from 
a  pin-head  up  to  double  or  treble  that  size.  The  smaller  variety  is  quite 
rare,  consists  of  minute,  bright-red  conical  elevations  which  soon  fade 
to  a  fawn  or  coppery  hue  and  leave  a  brownish-red  stain.  This  erup¬ 
tion,  occurring  in  the  first  or  second  years  of  the  disease,  is  generally 
distributed  in  groups  of  from  four  or  five  up  to  forty  lesions,  com¬ 
monly  situated  about  the  sternal  region,  neck,  face  and  back  of  the 
shoulders.  The  eruption  often  appears  rapidly,  is  persistent  and  new 
lesions  may  continue  to  appear  for  several  months.  Sometimes  a  minute 
vesicle  forms  at  the  apex  of  the  papule  ( miliary  papulovesicular  syph¬ 
ilid)  which  dries  in  a  few  days,  leaving  a  superficial  crust.  In  other 
cases  the  process  may  be  intense  enough  to  form  a  minute  pustule 
( miliary  papulo pustular  syphilid)  which  results  in  the  formation  of  a 
minute  crust.  The  larger  miliary  syphilid  is  more  common  than  the 
smaller  variety  and  is  usually  seen  on  the  back,  neck,  upper  part  of  the 
chest  and  extensor  surfaces  of  the  extremities.  The  lesions  are  larger, 
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more  round,  fewer  and  occur  in  less  regular  groups  than  in  the  smaller 
form.  Secondary  exfoliation  may  take  place  leaving  a  fringe  of  whitish 
scales  around  the  papules. 

Diagnosis  of  this  form  may  need  to  be  made  from  lichen  scrofulosus 
but  the  latter  occurs  in  childhood,  its  eruption  is  nearly  always  confined 
to  the  trunk  and  is  associated  with  other  evidences  of  scrofula.  Rarely, 
there  may  be  some  resemblance  to  keratosis  pilaris ,  psoriasis  punctata, 
lichen  ruber ,  lichen  planus  or  papular  eczema. 

The  lenticular  papular  syphilid  ( flat  or  large  papular  syphilid )  is 
the  most  common,  extensive  and  persistent  eruption  of  the  secondary 
period.  It  may  occur  before  the  macular  form  has  disappeared  or  fol¬ 
low  closely  and,  in  successive  crops,  continues  to  recur  during  the  first 
and  second  years,  or  rarely  in  the  tertiary  period.  The  lesions  are  at 
first  pin-head  to  bean-sized  but  gradually  increase  until  they  reach  the 
diameter  of  a  large  coin.  They  are  round,  flatly  convex,  well-defined, 
only  slightly  elevated  and,  as  they  develop,  the  color  changes  from  a 
bright  red  to  a  shining  coppery  hue.  The  epidermic  covering  des¬ 
quamates,  leaving  the  same  fringe-like  scaling  about  the  base  as  is  seen 
in  some  of  the  large  miliary  lesions.  With  each  succeeding  exfolia¬ 
tion,  the  papules  become  flatter  and  gradually  disappear,  leaving  gray¬ 
ish  or  brownish  persistent  stains.  In  the  early  stage  the  lesions  are 
often  numerous  and  widely  distributed,  but  are  not  usually  grouped, 
though  they  may  be  closely  situated  about  the  genitals,  forehead  and 
mouth.  Occasionally  when  numerous  or  near  together,  they  may  coalesce 
to  form  broad  patches.  They  show  a  predilection  for  the  forehead 
(constituting  along  the  margin  of  the  hair  a  form  of  corona  veneris), 
lower  part  of  the  face,  back  of  the  neck  and  shoulders,  flexor  aspects  of 
the  elbows  and  knees,  genitoanal  regions  and  the  palms.  Fresh  crops 
may  appear  before  the  preceding  lesions  have  resolved,  and  sometimes 
papules  may  be  seen  in  all  stages  of  evolution  and  involution.  With 
each  successive  crop  the  lesions  diminish  in  number  and  increase  in  size 
until  the  latter  outbreaks  may  consist  of  only  a  few  grouped  papules 
within  limited  regions. 

The  diagnosis  of  this  characteristic  syphilid  should  be  readily  made 
although  some  of  the  larger  lesions  may  resemble  the  flat  maculotubercles 
of  leprosy ,  but  the  different  origin,  development,  concomitants  and  be¬ 
havior  under  treatment  should  serve  to  differentiate  the  syphilid. 

The  papulosquamous  syphilid  ( squamous  syphilid)  is  in  reality  a 
common  modification  of  the  large  papular  form  showing  distinct  scaly 
tendencies.  A  papular  syphilid  of  any  type  may  exhibit  a  scaly  forma¬ 
tion  at  any  point  in  its  development  or  decline.  The  mildest  form  is 
rare,  presenting  a  furfuraceous  desquamation  of  rounded,  slightly  ele¬ 
vated  patches  ( syphilitic  pityriasis ).  The  commoner  and  more  pro¬ 
nounced  form  will  present  dry,  dirty,  grayish  and  friable  scales  (syph¬ 
ilitic  psoriasis).  Rarely,  the  scales  may  be  dense,  horny  or  adhesive. 
A  form,  frequently  observed  in  the  larger  and  deeper  papules  of  the  sec¬ 
ondary  period,  appears  in  crops,  tends  to  persist  for  months  but  finally 
resolves  in  the  same  manner  as  the  non-scaly  papule  and  leaves  the  same 
kind  of  pigmentation.  The  favorite  sites  for  the  more  marked  scaly 
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papules  are  along  the  eyebrows,  at  the  margin  of  the  hair,  about  the 
mouth,  nose  and  chin,  on  the  palms  and  soles,  and  the  flexor  aspects  of 


Fig.  152. — Lenticular  or  flat  papular  syphilid,  showing  a  tendency  in  some 
lesions  to  become  pustular  (ecthymiform). 

the  limbs  and  trunk.  No  part  of  the  surface,  however,  is  exempt  from 
this  syphilid.  The  lesions  are  usually  discrete  but  occasionally  coalesce 
on  the  lower  part  of  the  face  and  in  the  neighborhood  of  the  genitals. 
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Another  modification  is  characterized  by  progressive  peripheral  en¬ 
largement  until  it  reaches  the  size  of  a  coin  ( nummular  syphilid).  If 
these  lesions  become  scaly  they  often  leave  a  fringe  at  the  border  and 
frequently  present  well-defined  and  elevated  margins  which,  together 
with  a  slight  depression  in  the  central  portion,  give  an  umbilicated  ap¬ 
pearance.  If  the  process  of  involution  is  completed  in  the  central  por¬ 
tion,  a  hard  scaly  ring  of  infiltration  bounds  the  atrophic  and  depressed 
center  ( annular  or  circinate  syphilid).  If  these  ring-shaped  lesions  meet 
and  fuse,  figurate  or  gyrate  shaped  patches  often  covered  with  thick, 


Fig.  153. — Papulosquamous  syphilid  of  generalized  distribution. 


whitish  scales  will  strongly  resemble  the  lesions  of  psoriasis.  The  cir¬ 
cinate  syphilid  ( orbicular  syphilid)  is  occasionally  formed  by  a  linear 
mergence  of  smaller  papules  arranged  in  circles  or  segments  of  a  circle. 
The  union  of  such  patches  will  form  variously  festooned  or  figured 
lesions.  A  large  papule  may  be  surrounded  by  a  row  of  smaller  papules 
known  as  the  stellate  syphilid.  In  fact  the  mingling  and  union  of  the 
primary  and  transitional  forms  of  the  papular  and  papulosquamous 
syphilid  are  as  remarkable  as  they  are  rare.  To  some  extent  the  co- 
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existence  of  seborrhea  may  be  responsible  for  the  more  common  circi- 
nate  syphilids.  Their  location  on  the  hairy  parts  of  the  face,  about  the 
mouth,  alse  of  the  nose  and  genitals  bears  this  out.  Occasionally,  papil¬ 
lary  hypertrophy  producing  warty 
vegetations  may  be  noted  in  these 
localities. 

Papulosquamous  syphilids  of  the 
palms  and  soles  ( palmar  and  plan¬ 
tar  syphilid)  are  so  unlike  other 
papular  syphilids,  owing  to  the 
structural  peculiarities  of  these 
parts,  as  to  need  a  separate  descrip¬ 
tion.  If  they  develop  in  the  first 
year  they  form  a  part  of  the  gen¬ 
eral  syphilitic  eruption  and  are 
easily  recognized  but,  if  as  usual 
they  appear  in  the  second  year,  they 
are  most  persistent,  recur  for  years 
and  are  apt  to  be  difficult  to  recog¬ 
nize. 

On  the  palm  the  lesions  appear 
first  on  the  central  part,  as  a  slightly 
colored  to  a  coppery-red  spot,  pea 
to  cherry  in  size,  covered  by  firm, 
translucent,  scarcely  elevated  epi¬ 
dermis.  They  are  barely  perceptible 
to  the  touch  at  the  early  stage  but 
when  the  epidermis  becomes  thick¬ 
ened,  opaque  and  gradually  raised, 
it  splits  up  into  lamellae  or  is  thrown 
off  in  one  mass,  leaving  a  reddish, 
round  or  angular  spot  bordered  by 
undermined  skin.  This  lesion  by 
serpiginous  extension  or  concentric 
growth  may  extend  to  the  border  of 
the  palm,  creeping  up  the  side  of 
the  hand  into  the  interdigital  spaces 
and  finally  involve  the  whole  palm. 
The  papules  may  remain  discrete 
but  are  disposed  to  coalesce  and  form  patches  which  tend  to  heal  in  the 
center  and  extend  peripherally  by  the  formation  of  fresh  papules.  Fis¬ 
sures  may  form  when  the  natural  lines  of  the  palm  are  involved  and 
become  so  tender  that  the  habitual  use  of  the  hands  or  their  exposure  to 
ordinary  irritations  becomes  very  painful. 

When  the  sole  is  affected,  the  lesions  present  the  same  features  but 
their  course  is  somewhat  modified  by  the  constant  protection  given  to 
the  feet.  However  fissures  on  the  feet  may  be  deeper,  corresponding 
to  the  thicker  epidermis  and  become  sometimes  the  seat  of  an  obstinate 
ulceration.  In  the  secondary  period  palmar  and  plantar  syphilids  are 


Fig.  154. — Annular  syphilid  presenting 
figurate  and  gyrate  formations  by 
the  coalescence  of  lesions  (cour¬ 
tesy  of  Dr.  Howard  Fox). 
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likely  to  be  symmetrical ;  in  the  later  or  advanced  stages  they  may  affect 
only  one  palm  or  sole  and  are  probably  often  excited  by  some  local 
irritation. 

Diagnosis  of  the  papulosquamous  syphilid  of  the  secondary  period 
need  only  be  made  from  psoriasis  which  favors  the  extensor  aspects  of 
the  body,  particularly  in  its  early  evolution,  the  elbows  and  knees,  and 
the  scalp.  Psoriasis  lesions  are  seldom  uniform  in  size,  are  nearly  or 
cpiite  covered  with  abundant,  pearly,  adherent  scales  which,  if  forcibly 
removed,  leave  red  and  bleeding  points. 

On  the  palms  and  soles,  the  late  papulosquamous  syphilid  may  be 
easily  mistaken  for  psoriasis  or  eczema.  Psoriasis  rarely  invades  these 


Fig.  155. — Moist  papular  syphilid,  condylomata,  showing  a  cauliflower-like  patch, 
which  occupies  the  entire  perineum,  and  the  resulting  edema  of  the  vulva. 


parts  alone  and  shows  no  tendency,  like  the  syphilid,  to  begin  in  the  cen¬ 
ter  of  the  palm.  Squamous  eczema  of  the  palm  almost  invariably  begins 
between  or  at  the  roots  of  the  fingers,  on  the  wrist  or  dorsal  surface 
and  thence  spreads  to  the  palms.  It  pursues  a  slow,  more  even  course, 
the  infiltration  merging  usually  at  the  periphery  into  a  hvperemic  red¬ 
ness  of  the  adjacent  skin.  It  is  attended  with  itching  and  often  presents 
or  gives  a  history  of  moisture,  discharge  and  crusting.  Dermatitis 
seborrhoica  is  commonly  associated  with  other  seborrheic  lesions  on  its 
more  usual  situations,  as  the  scalp,  eyebrows,  nasolabial  fold,  bearded 
region,  interscapular  and  sternal  regions ;  it  is  less  likely  to  form  seg¬ 
mental,  crescentic  and  serpiginous  shapes  than  the  syphilid ;  and  it  does 
not  present  the  distinct  infiltration  characteristic  of  the  syphilid. 

The  moist  papular  syphilid  ( mucous  patch,  condylomata  lata)  is  a 
modification  of  the  papular  form  due  to  its  location  on  warm,  moist  and 
often  unclean  surfaces  of  the  skin,  usually  at  or  near  such  mucous  out- 
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lets  as  the  anus  or  vulva  or  under  the  breasts,  about  the  genitals,  in  the 
inguinal  and  axillary  regions  or  between  the  toes.  It  may  be  the  only 
outward  evidence  of  the  disease,  especially  in  women,  is  a  very  con¬ 
tagious  form  and  a  common  source  of  infection.  Rarely,  moist  papules 
originate  from  an  erythematous  or  eczematous  surface  without  preced¬ 
ing  papular  formation  but  ordinarily  they  arise  from  papules  and  may 
increase  to  a  half  inch  or  more  in  diameter.  The  epithelial  covering  be¬ 
comes  transformed  by  heat  and  moisture  into  a  grayish  membrane  which 
separates  or  is  accidentally  removed,  leaving  an  eroded,  moistened  and 
reddened  surface. 

The  further  course  of  the  moist  papule  is  influenced  by  local  irrita¬ 
tion,  friction  and  other  influences  incident  to  location  and  habits,  as 
well  as  the  treatment  employed.  It  may  rapidly  disappear  under  proper 


Fig.  156. — Vegetating-  syphilid  of  the  Fig.  157. — Vegetating  syphilid  of  the 

axilla.  genitocrural  region. 


care  or,  if  left  to  itself,  may  take  on  a  diphtheroid  covering  or  become 
crusted  with  dried  secretions,  followed  by  ulceration,  or  it  may  become 
depressed  and  give  off  an  offensive  secretion.  Again,  it  may  take  on  a 
papillary  growth,  especially  about  the  arms  and  genitals,  and  become 
elevated  from  Yio  to  %  of  an  inch  above  the  surface  ( condylomatci 
lata).  These  vegetating  lesions  may  coalesce,  forming  irregular,  cauli¬ 
flower-like  patches,  furrowed  or  fissured  and  yielding  a  brownish  and 
foul  secretion  ( vegetating  syphilid).  Moist  papules  are  usually  seen  in 
the  secondary  period  but  they  may  appear  later,  even  in  the  late  tertiary 
stage.  In  all  cases,  they  tend  to  persist  and  relapse  for  weeks  and 
months,  continuing  indefinitely  if  untreated  and,  unlike  other  syphilitic 
eruptions,  they  may  itch  if  exposed  to  friction  and  pressure. 

The  diagnosis  of  moist  papules  and  condylomata  is  rarely  attended 
with  difficulty.  Their  situation  in  certain  regions,  mode  of  develop¬ 
ment  and  form,  together  with  other  lesions  and  concomitant  symptoms 
of  syphilis  make  their  nature  painly  apparent  in  most  cases.  Non¬ 
syphilitic  venereal  vegetations  ( verruca  acuminata)  usually  overlap  their 
base  and  are  distinctly  branched  or  pedunculated.  The  syphilitic  vege¬ 
tations  are  as  broad  at  their  bases  as  on  their  outer  surfaces.  Rarely 
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when  subject  to  pressure,  the  non-syphilitic  papillary  growths  may  pre¬ 
sent  a  closer  resemblance  to  the  syphilitic,  and  the  associated  symptoms 
and  history  of  the  case  will  be  needed  to  establish  a  positive  diagnosis. 
At  the  margin  of  the  anus,  a  condyloma  may  be  mistaken  for  simple 
anal  fissure,  but  the  former  has  more  rounded  and  fuller  edges  and  is 
often  covered  by  a  grayish  film  or  pellicle. 

A  syphilitic  lesion  which  occurs  on  a  mucous  surface  is  known  as  a 
inn  cons  patch  and  is  looked  upon  as  a  flattened,  abraded  papule  whose 
peculiar  form  is  influenced  by  its  location.  Patches  of  diffused  but  well- 
defined  erythema  commonly  appear  upon  some  of  the  mucous  outlets  of 
the  body  as  early  as  the  second  month  after  infection  but,  unless  they 
give  rise  to  soreness  or  are  subjected  to  some  form  of  irritation,  they 
may  be  easily  overlooked.  There  are  usually  present  two  or  three  of 
these  patches,  of  a  grayish- white  color  with  a  pinkish-red  periphery. 
After  the  epithelia  are  cast  off,  the  spots  will  appear  smooth,  eroded  or 
superficially  ulcerated.  They  may  be  found  on  any  part  of  the  mucous 
membrane  of  the  mouth  and  throat  and  on  the  lips.  They  also  occur  in 
the  nose,  on  the  mucous  surfaces  of  the  genitals  in  both  sexes  and  less 
commonly  in  the  larynx.  Mucus  patches  on  the  tip  and  sides  of  the 
tongue  may  be  annoying  and  painful,  especially  if  irritated,  and  com¬ 
bined  with  the  effects  of  hyperemia  the  dorsum  and  sides  of  the  tongue 
may  become  irregularly  fissured.  More  or  less  epithelial  hyperplasia 
may  also  occur  in  plaques  which  have  been  variously  termed  leuko¬ 
plakia,  psoriasis  and  ichthyosis  of  the  tongue.  These  lesions  are  obsti¬ 
nate  in  their  course.  Mucous  patches  vary  in  appearance  with  their 
location,  the  use  or  abuse  to  which  the  parts  are  subject,  and  the  vital 
resistance  of  the  tissues. 

Tertiary  ulcerations  are  most  likely  to  attack  the  gums,  soft  and 
hard  palate.  On  the  gums  the  process  is  apt  to  assume  a  serpiginous 
form,  gradually  extending  along  the  line  of  the  teeth.  On  the  soft 
palate  deep  ulcers  may  develop  and  cause  an  irreparable  destruction  of 
tissue  if  not  arrested  by  timely  treatment.  When  the  hard  palate  is 
invaded  the  bone  may  become  necrosed.  The  power  of  replacement  and 
repair  in  the  tissues  under  medication,  however,  even  when  a  large 
amount  of  tissue  has  been  eaten  away  but  perforation  has  not  occurred, 
is  remarkable. 

Syphilitic  erythema  and  mucous  patches  are  not  generally  in  them¬ 
selves  sufficiently  characteristic  to  be  diagnostic  excepc  in  association 
with  other  evidences  of  the  disease.  A  bluish-red  color  of  the  erythema 
and  a  whiter  line  of  sodden  epithelium  at  the  border  of  a  mucous  patch 
are  suspicious  signs  of  their  syphilitic  nature.  Rarely  the  origin  of  a 
mucous  patch  or  ulcer  from  a  papular  formation  can  be  determined  and 
is  then  in  favor  of  syphilis.  The  lesions  of  the  latter  are  also  free  from 
the  sensitiveness  and  signs  of  inflammation  at  the  border  of  the  non¬ 
specific  mucous  sore  unless  made  so  by  irritation ;  but  mucous  plaques 
often  simulate  objectively  the  common  canker  sores  or  aphthous  ulcers 
so  closely  as  to  make  differentiation  impossible  without  the  presence  of 
concomitant  symptoms,  which  fortunately  are  nearly  always  present  or 
soon  appear.  Owing  to  the  contagiousness  of  mucous  patches,  the  same 
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precautions  should  be  taken  in  doubtful  cases  as  in  unmistakable  syphilis 
until  the  latter  can  be  excluded. 


Vesicular  Syphilid  (■ varicelliform  syphilid). — This  is  a  rare 
form  occurring  in  the  secondary  period.  Its  actual  existence  is  fre¬ 
quently  questioned  because  all  syphilitic  vesiculation  is  transitory  and 
invariably  becomes  pustular  in  a  short  time.  It  may  occur  in  one  of 
several  forms.  Thus,  the  lesions  may  be  minute,  disseminated  or 
grouped  like  eczema ;  larger,  irregularly  scattered  similar  to  varicella ; 
or  they  may  occur  in  ill-defined,  herpetic  groups  ( herpetiform  syphilid). 
The  vesicles  are  usually  dusky-red  with  a  solid  papular  base,  soon  be¬ 
come  seropurulent  or  purulent  and,  drying,  leave  small  papules  which 
disappear  and  give  way  to  dark  stains  of  some  duration.  The  diagnosis 
of  this  form  is  based  on  other  secondary  eruptions  usually  present. 

Pustular  Syphilid. — This  variety  is  less  common  than  the  macular 
and  papular  syphilids  but  important  from  their  variety,  size,  num¬ 
ber,  mode  of  evolution,  time  of  appearance  and  in  their  resemblance 
to  similar  non-specific  lesions.  They  vary  in  size  from  a  pin-point  to 
a  dime,  are  round  or  oval,  surrounded  by  a  coppery  zone,  may  be  pri¬ 
mary  or  follow  papules  or  vesicles,  may  be  generalized  or  limited  to  cer¬ 
tain  regions,  superficial,  leaving  no  trace  behind,  or  deep  with  ulcera¬ 
tion  and  scarring.  The  crusts  which  form  from  the  small  pustules  are 
greenish-brown  in  color  and  beneath  there  is  little  or  no  suppuration ; 
the  crusts  of  the  larger  lesions  are  greenish-black  and  cover  well-marked 
ulcers,  secreting  thick,  dark  yellow  pus.  The  pustular  syphilids  com¬ 
monly  appear  as  secondary  manifestations  but  they  may  be  prolonged 
into  or  recur  in  the  tertiary  period.  Their  early  occurrence  may  be 
indicative  of  a  severe  type  of  the  disease  or  some  condition  of  the 
patient  favoring  suppuration.  Pustular  syphilids  may  be  divided  into 
small  acuminated,  large  acuminated,  small  flat  and  large  flat  syphilids. 

The  small  acuminated  or  miliary  pustular  syphilid  is  an  infrequent 
form,  often  the  evidence  of  syphilids  in  a  filthy  skin.  It  usually  appears 
within  the  first  six  or  eight  months  of  the  disease  and  while  its  onset 
is  slow,  it  runs  an  acute  course  generally  without  an  increase  in  size 
or  coalescence  of  the  lesions.  The  lesions  are  connected  with  the  hair- 
follicles,  being  minute  pin-head-  to  millet-seed-sized  pustules  upon  a 
dull-red  papular  base.  They  have  a  tendency  to  be  profusely  general¬ 
ized,  to  group  in  clusters  and  favor  the  arms,  chest,  thighs  and  back. 
Crusts  soon  form  which,  falling  off,  leave  a  fringe-like  exfoliation 
about  the  base  known  as  the  “collaret.”  This  form  is  so  characteristic 
that  a  mistake  in  diagnosis  can  hardly  be  made. 

The  large  acuminated  pustular  syphilid  ( acneiform  syphilid ;  varioli¬ 
form  syphilid)  occurs  in  a  more  or  less  generalized  eruption,  usually 
within  the  first  eight  months  of  the  disease  and  consists  of  pea-sized 
or  larger,  grouped  or  disseminated,  well-rounded,  somewhat  distended 
pustules.  The  eruption  prefers  the  scalp,  face  and  extremities,  runs  a 
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rapid  course  and  somewhat  resembles  the  lesions  of  acne  and  variola. 
When  the  crusts  form,  superficial  ulceration  may  take  place  underneath 
and  scarring  will  naturally  ensue.  Although  the  duration  of  this  syph¬ 
ilid  is  from  eight  to  ten  weeks,  it  may  be  prolonged  for  months  by 
successive  crops. 

The  diagnosis  of  this  syphilid  must  be  made  from  the  following: 
Acne  vulgaris  appears  at  or  about  puberty,  is  limited  to  the  face,  neck 
and  shoulders,  shows  no  evidence  of  constitutional  involvement,  presents 


Fig.  158. — Large  acuminated  pustular  syphilid  (acneiform  syphilid); 
the  remainder  of  the  eruption  was  papulopustular  in  character. 

comedones  and  some  follicular  abscesses  whose  contents  can  be  pressed 
out.  Iodid  and  bromid  eruptions  will  give  a  history  of  the  use  of 
these  drugs  or  their  compounds  with  the  absence  of  constitutional  and 
other  signs  of  syphilis.  The  eruption  of  variola  is  preceded  by  pro¬ 
nounced  fever  and  prostration  for  two  or  three  days  before  its  appear¬ 
ance.  Its  papules  are  shotty,  its  vesicles  much  firmer  than  those  of 
syphilis  and  its  evolution  from  papules  to  crusts  much  more  rapid. 

The  small  flat  pustular  syphilid  ( imp etigi form  syphilid)  is  a  com¬ 
mon  form  of  pustular  eruption  occurring  during  the  first  year  after 
infection  and  is  characterized  by  irregularly  grouped,  discrete,  flat,  pea- 
to  small-finger-nail-sized  pustules.  While  they  may  be  generalized,  thev 
show  a  preference  for  the  nose,  mouth,  beard,  scalp  and  genitals.  When 
the  lesions  are  abundant,  there  is  a  tendency  to  coalesce.  This  form  is 
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often  associated  with  macular  and  papular  eruptions  elsewhere.  Crust¬ 
ing  may  be  profuse  ( pustulocrustaceous  syphilid ),  may  occur  early, 
being  of  a  yellow,  greenish  or  brownish  hue,  and  deep  or  superficial 


Fig.  159. — Pustulocrustaceous  syphilid. 


ulceration  may  take  place  beneath  the  crusts.  In  neglected  or  debilitated 
subjects,  this  syphilid  may  progress  superficially  at  the  periphery  while 
repair  goes  on  in  other  parts  of  the  patch  ( serpiginous  syphilid).  The 
course  and  duration  of  this  form  is  nearly  always  chronic. 
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The  diagnosis  of  this  syphilid  may  be  made  from  pustular  eczema 
and  impetigo  contagioso.  The  former  invariably  itches,  does  not  ulcer¬ 
ate  and  lacks  all  of  the  typical  symptoms  of  syphilis,  while  the  latter 
usually  occurs  on  the  face  or  hands,  is  superficial,  mild  in  character, 
without  ulceration  and  runs  a  short,  acute  course. 

The  large  flat  pustular  syphilid  ( ecthymiform  syphilid)  is  a  type 
of  pustular  eruption  which  occurs  in  superficial  and  deep  forms.  The 
former  appearing  as  a  late  secondary  manifestation  often  exhibits  a 
marked  resemblance  to  non-specific  ecthyma.  It  is  found  most  abun¬ 
dantly  on  the  legs  but  may  be  distributed  about  the  neck,  buttocks,  in¬ 
guinal  regions  and  on  the  trunk.  The  pustules  are  small  and  conical  at 
first,  but  increase  by  peripheral  extension  until  they  become  finger-nail¬ 
sized  or  larger  and  progressively  dry  into  yellowish-brown  or  brown 


Fig.  160. — Serpiginous  syphilid. 


crusts.  As  the  crusts  grow  in  size  with  the  base  of  the  pustule,  they 
become  flat  and  sometimes  depressed  in  the  center.  Beneath  the  crust, 
superficial  ulceration  takes  place,  so  that  when  the  crust  is  thrown  off, 
there  remains  a  red  and  slightly  papillated  surface  which  may  become 
recrusted  or  remain  scaly  until  the  reparative  process  is  completed.  How¬ 
ever,  a  dark-red  or  ham-colored,  slightly  infiltrated  areola  may  take  a 
long  time  to  fade. 

The  deep  variety  of  the  large  flat  pustular  syphilid  is  usually  indica¬ 
tive  of  precocious  or  malignant  syphilis  and  is  attended  with  marked 
cachexia.  It  may  be  generally  distributed  or  limited  to  the  face,  scalp, 
neck  or  flexures  of  the  extremities.  It  is  rarer  than  the  superficial 
form.  The  lesions  are  the  same  size  as  the  superficial  variety  and  are 
flattened  with  uneven  surfaces,  but  the  ulceration  is  distinct.  Crusting 
is  more  bulky,  being  reddish-brown,  black  or  green  in  color  and  if 
heaped  up  or  stratified  ( rupia ),  may  present  extremely  noticeable  feat¬ 
ures.  Ulceration  of  a  deep  punched-out  character  may  be  the  main 
point  ( pustuloidcerative  syphilid). 

The  diagnosis  of  this  syphilid  is  seldom  difficult.  Non-specific  ecthy¬ 
ma  may  be  excluded  by  the  absence  of  a  bright  red  inflammatorv  areola 
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and  pruritic  sensations,  presence  of  more  extensive  ulceration,  darker 
and  thicker  crusts,  greater  variation  in  the  size  of  the  lesions  and  other 
evidences  of  syphilis.  Ecthyma  cachectica  with  a  livid  areola  can  be 
distinguished  from  the  deep  ecthymaform  syphilid,  in  the  absence  of 
other  signs  of  syphilis,  by  their  superficial  though  perhaps  more  exten¬ 
sive  character,  more  distinct  inflammatory  type  and  wider  areola.  Vari¬ 
cose  ulcers  may  be  mistaken  for  the  deep  variety  hut  attention  to  the 
history  of  development,  presence  of  varicosis,  pains,  and  an  absence 
of  other  evidences  of  syphilis  will  help  to  differentiate.  The  ulcerations 
sometimes  found  in  chronic  pediculosis  corporis  may  be  known  by  the 
presence  of  blood  crusts  due  to  the  bites  of  the  insects,  as  well  as  by 
the  discovery  of  the  latter  in  the  seams  of  the  underclothing. 

Bullous  Syphilid  ( pemphigoid  syphilid;  pemphigus  syphiliticus) . 
— The  occurrence  of  this  syphilid  in  acquired  syphilis  is  very  rare. 
This  fact  coupled  with  its  ephemeral  character,  gives  it  an  uncer¬ 
tain  place  in  the  classification  of  the  syphilids.  It  is  usually  present 
as  discrete,  disseminated,  round  or  oval,  pea-  to  walnut-sized  bullae ;  at 
first  filled  with  cloudy  serum  which  is  soon  transformed  into  pus.  The 
lesions  are  surrounded  by  a  deep-red  areola  and  the  pus  dries  into 
adherent  greenish-black  crusts  with  underlying  ulceration.  The  process 
is  similar  to  the  rupial  development  of  the  large  syphilitic  pustules. 
While  the  eruption  may  be  generalized,  it  shows  a  marked  preference 
for  the  lower  extremities,  soles,  palms,  and  forearms.  A  diagnosis  of 
this  syphilid  may  be  made  by  its  characteristic  bullae,  crusts  and  ulcers 
and  the  presence  of  concomitant  symptoms  of  syphilis. 

Tubercular  Syphilid  ( nodular  syphilid). — This  lesion  occupies 
anatomically  an  intermediate  position  between  the  large  papule  and 
the  gumma  but,  unlike  the  former,  it  involves  the  whole  thickness 
of  the  skin,  and  does  not  penetrate  the  subcutaneous  tissue  like  the 
gumma.  It  may  develop  within  the  first  year  but  is  more  commonly 
seen  between  the  fourth  and  tenth  years,  and  even  later.  Hence,  like 
the  gumma,  it  is  a  part  of  the  tertiary  period  which  may  be  termed 
the  unnecessary,  uncertain  and  chronic  stage  of  syphilis.  The  eruption 
is  more  copious  and  generalized  the  earlier  it  appears,  but  when  it  occurs 
as  a  late  manifestation,  it  is  often  localized  and  scanty. 

The  tubercular  syphilids  commence  as  deep-red  papules  which  grad¬ 
ually  enlarge  in  all  dimensions  until  they  reach  the  size  of  a  split-pea 
to  a  hazel-nut.  The  lesions  appear  as  round,  smooth,  firm,  deeply 
seated,  pinkish-red,  brownish-red  or  ham-colored  nodules.  They  are 
more  frequently  noted  upon  the  forehead,  ears,  nose  and  chin  or,  less 
commonly,  upon  any  surface.  This  eruption  presents  no  subjective 
symptoms.  Its  course  is  usually  very  slow  due  to  the  development 
of  new  tubercles  and  the  indolent  involution  of  the  old  ones.  The 
behavior  of  the  lesions  varies  widely  in  different  cases  according  to 
their  mode  of  evolution  and  involution.  They  seldom  ulcerate,  they 


SYPHILIDS  OF  ACQUIRED  SYPHILIS 


387 


may  coalesce  and  form  variously  sized  and  shaped  patches  with  elevated 
borders,  depressed  and  clearing  centers,  constituting  a  variety  of  the 
annular  syphilid.  When  the  process  of  extension  and  resolution  is 
rapid,  little  damage  may  be  inflicted  on  the  skin ;  if  slow,  more  or  less 
atrophic  scarring  is  left.  The  joining  together  of  several  tubercles  may 
produce  patches  of  serpentine  shape  ( serpiginous  tubercular  syphilid). 
In  a  large  number  of  cases  the  eruption  has  a  circumscribed,  circular  or 
crescentic  outline  which  extends  by  new  papules  appearing  at  the  periph¬ 
ery.  On  the  non-hairy  part  the  patches  are  comparatively  smooth,  on 
the  hairy  surfaces  they  may  be  uneven  from  the  greater  involvement 
of  the  follicles  and  papillae,  even  becoming  papillomatous  or  vegetative 


Fig.  161. — Serpiginous  tubercular  syphilid'. 


( vegetating  tubercular  syphilid).  From  the  presence  of  pus,  crusts  may 
form  between  the  elevations  or  a  general  exudation  of  serum  will  form 
crusts  all  over  the  surface.  On  the  palms  and  soles  the  tubercles  may 
become  scaly  and  form  circles  with  a  fringed  border  and  a  coppery 
areola. 

When  treated  early  it  is  possible  for  this  syphilid  to  disappear  with¬ 
out  injury  to  the  skin  hut  nearly  always  some  scarring  results.  In 
neglected  cases  there  may  be  considerable  loss  of  tissue  without  a  sign 
of  ulceration;  thus  the  lobes  of  the  ear  and  the  ahe  of  the  nose  have 
been  destroyed  by  the  atrophic  process. 

In  a  few  cases  some  part  of  the  tubercle  may  ulcerate  ( ulcerative 
tubercular  syphilid).  This  form  only  differs  from  the  non-ulcerative  in 
that  the  tubercles,  softening  in  the  center,  break  down  the  epidermis 
and  become  covered  with  a  thick  yellowish  crust  which  slowly  turns 
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to  greenish-black  and  is  surrounded  by  a  deep-red  or  purplish  areola. 
The  size  of  the  crust  represents  the  area  of  the  ulcer  which  it  covers. 
When  the  crust  is  removed,  the  ulcer  is  usually  found  to  be  deep  with  a 
thick  border,  sharply  cut  and  sometimes  slightly  undermined  edges,  a 
smooth  floor  and  secreting  an  irritating  pus.  The  subsequent  course  of 
these  lesions  varies  with  their  location,  the  general  and  tissue  health 
of  the  patient  and  the  intensity  of  the  inflammatory  process.  In  the 
cachectic,  debilitated  and  alcoholic,  the  ulcers  are  apt  to  spread  and 
join  together  in  large  patches.  In  the  well  nourished  they  may  remain 
circumscribed  and  ultimately  leave  no  greater  cicatricial  blemish  than  in 
the  resolutive  tubercles. 

The  more  common  location  of  this  syphilid  is  upon  the  face,  shoul¬ 
ders  and  neck  and  less  often  on  the  extremities  and  trunk.  On  the 

face  it  may  be  attended  with 
considerable  inflammatory  swell¬ 
ing  and  hypertrophy,  and  some¬ 
times  pursues  a  rapidly  destruc¬ 
tive  course.  This  is  especially 
marked  when  the  process  becomes 
phagedenic  or  gangrenous  in 
character.  In  extreme  cases  the 
nose  may  be  penetrated  and  its 
entire  structure,  with  the  soft 
parts  about,  destroyed  in  a  few 
weeks.  These  ulcerations  may 
advance  by  peripheral  infiltra¬ 
tion  and  consecutive  breaking 
down,  or  by  new  individual  tu¬ 
bercles  forming  near  their  bor¬ 
der  ;  in  either  way  they  tend  to 
maintain  circulate  shapes.  Wher¬ 
ever  their  location  they  often  as¬ 
sume  a  serpiginous  method  of 
growth  by  new  tubercles  devel¬ 
oping  at  the  margin,  while  pro¬ 
gressive  cicatrization  goes  on  in 
the  center.  The  latter  mode  of 
combined  evolution  and  involution,  as  well  as  the  exceptional  appearance 
of  keloidal  tubercles  in  the  cicatrices  of  syphilis,  may  present  a  close 
objective  analogy  to  lupus  vulgaris  ( syphilitic  lupus). 

The  ulcerative  tubercular  syphilid  heals  very  slowly,  as  a  rule.  When 
repair  is  sufficiently  advanced,  crusts  cease  to  form  and  an  irregular,  red¬ 
dish  cicatrix  is  left,  which  finally  fades  to  a  shining  white  color  often 
surrounded  by  a  narrow  coppery  areola  for  some  time.  Such  scars  are 
usually  depressed  relatively  to  the  depth  of  the  preceding  ulceration  and, 
in  some  cases  following  deep  ulceration,  they  are  traversed  by  fibrous 
bands.  Sometimes  keloidal  growths  appear  in  the  cicatrix  and  the  super¬ 
ficial  scars  may  be  perforated  by  the  minute  openings  marking  the  seat 
of  follicles. 
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It  may  be  necessary  to  diagnose  the  tubercular  syphilid  from  the 
following  conditions:  Lupus  vulgaris  usually  begins  in  early  life;  is 
often  limited  to  one  region ;  is  much  slower  in  its  development  and 
progress;  has  less  regular  lesions;  is  surrounded  by  a  redness  which 
merges  gradually  into  the  sound  skin ;  its  tubercles  are  pinkish  or  violet, 
of  apple-jelly  consistency;  its  ulcers  are  not  so  sharply  cut  or  regular 
as  in  the  syphilid ;  its  crusts  are  irregular  and  not  greenish-black ;  its 
scars  are  hard,  uneven,  more  adherent  and  less  depressed  than  the  smooth, 
thin,  flexible  and  sunken  scars  of  syphilis. 

The  tubercles  of  leprosy  are  larger,  softer,  usually  accompanied  by 
large  yellowish-brown  pigmentations,  white  anesthetic  spots  and  other 
disturbances  of  sensation  in  or  about  the  lesions.  The  item  of  residence 
in  a  leprous  country  and  the  duration  of  the  disease  will  help  to  clear 
up  the  diagnosis. 

Epithelioma  is  common  after  the  fiftieth  year  of  life;  its  lesion  is 
usually  single  with  an  infiltrated,  everted  or  roll-like  border ;  often  pre¬ 
sents  pearly-looking  tubercles  adjoining  or  surrounding;  is  much  slower 
in  its  progress;  its  discharge  is  not  very  profuse  or  very  offensive  but 
is  often  mixed  with  a  little  blood. 

The  tubercles  of  rosacea  arise  in  the  congested  and  thickened  skin  of 
the  middle  third  of  the  face,  often  after  a  history  of  long  persisting  red¬ 
ness,  accompanied  or  followed  by  permanently  dilated  capillaries.  There 
is  no  tendency  to  destruction  or  ulceration. 

Psoriasis  and  eczema  of  the  palms  and  soles  may  be  differentiated 
from  the  tubercular  syphilid  of  the  same  regions  in  the  same  way  as 
described  in  the  papulosquamous  form. 

Gummatous  Syphilid  (gumma;  syphiloma ;  gummy  tumor). — 
This  is  usually  a  late  or  tertiary  manifestation  and  rarely  occurs  before 
the  fourth  year,  often  after  the  twentieth.  It  always  begins  in  the 
subcutaneous  tissue  unlike  the  tubercular  syphilid  but,  like  the  latter, 
is  composed  of  solid  cell  infiltration.  It  is  characterized  by  one  or  sev¬ 
eral,  slightly  raised  or  flat,  pea-  to  egg-sized,  circumscribed,  round,  pain¬ 
less  tumors.  Their  shape  is  governed  to  a  certain  extent  by  their  loca¬ 
tion  ;  thus,  it  may  be  globular  when  situated  in  the  loose  tissue,  flattened 
when  beneath  the  scalp  and  oblong  when  there  is  a  lateral  obstruction  as 
along  the  fingers.  The  union  of  several  lesions  may  cause  a  growth  of 
large  extent  but  generally  they  remain  isolated.  The  favorite  seats  of 
gumma  are  the  middle  and  upper  third  of  the  legs,  about  the  ankles,  the 
scalp  and  forehead.  They  may,  however,  occur  upon  any  part  of  the 
body  but  onlv  with  extreme  rarity  on  the  palms  or  soles.  On  the  leg 
they  are  apt  to  be  attended  with  edematous,  hypertrophic  and  inflamma¬ 
tory  complications,  sometimes  destroying  the  deep  tissues  to  the  bone. 
On  the  scalp  they  are  prone  to  coalesce,  involve  the  entire  integument, 
become  adherent  to  or  damage  the  bone.  It  is  convenient  to  describe 
gummatous  growths  in  three  stages,  those  of  infiltration,  ulceration  and 
repair. 

The  first  period  presents  the  slow  growth  of  one  or  more  tumors. 
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The  number  is  usually  in  inverse  ratio  to  the  lateness  of  occurrence. 
Even  in  the  early  years  they  are  rarely  numerous,  not  often  exceed 
eight  or  ten,  though  cases  have  been  recorded  where  there  were  many 
more.  Exceptionally,  they  may  develop  symmetrically  and  quite  rap¬ 
idly  with  accompanying  general  symptoms  of  the  secondary  period.  In 
the  later  period  they  are  asymmetrical,  unattended  by  general  or  local 
disturbance  beyond  a  moderate  soreness  in  restricted  or  exposed  situa¬ 
tions,  and  tend  to  invade  the  skin  rather  than  the  deeper  tissues.  The 
deeper  involvement  is  shown  when  the  skin  loses  its  suppleness,  be¬ 
comes  thickened,  reddened  and  attached  to  the  tumor.  Soon  a  hyperemic 
areola  appears  around  the  coppery  red  and  perhaps  elevated  center.  The 
lesions  may  remain  stationary  for  a  time  and  under  treatment  even  dis¬ 
appear  without  ulceration. 

The  stage  of  ulceration  usually  succeeds  that  of  infiltration.  The 
softened  and  undermined  skin  breaks  in  the  center  and  gives  exit  to  a 
thick,  viscid  discharge  mixed  with  blood.  Gradually  the  slough-like 
substance  is  eliminated  through  one  or  several  openings,  leaving  ex¬ 
posed  a  gummatous  ulcer.  This  is  more  or  less  deep  and  wide  accord¬ 
ing  to  the  extent  of  the  original  tumor;  it  is  round,  oval  or  irregular 
(from  the  fusion  of  several  small  lesions),  with  thickened  borders  sur¬ 
rounded  by  an  extensive  areola,  undermined  walls,  an  uneven  greenish- 
red  or  blackish  floor  covered  with  broken  down  tissue  and  bathed  by 
a  sanious,  fetid,  purulent  secretion.  The  course  of  such  ulcers  varies 
with  their  location,  the  care  they  receive  and  the  intercurrence  of  in¬ 
flammatory,  gangrenous  or  other  processes.  They  may  pursue  a 
phagedenic  course,  involving  extensive  areas  and  producing  a  severe  or 
alarming  cachexia.  In  a  few  cases,  they  may  remain  indolent  with  con¬ 
siderable  swelling  of  the  adjacent  tissues  and  an  offensive  discharge. 
Eocated  on  the  face  gummatous  ulcers  may  not  only  destroy  the  soft 
parts,  cartilages  and  bones,  but  even  in  the  less  severe  cases  may  result 
in  disfiguring  scars  which  in  some  cases  interfere  with  the  functions  of 
the  eyes,  nose  or  mouth.  Such  results  are  rare,  however,  in  recent  times, 
since  few  cases  among  the  poor  now  fail  to  receive  careful  treatment. 

In  any  case  repair  cannot  occur  until  the  abnormal  tissue  is  com¬ 
pletely  removed  spontaneously  or  by  treatment.  Then  healthy  granu¬ 
lations  appear  on  the  floor  of  the  ulcer,  the  thickened  borders  melt  away 
and  scar-tissue  forms  over  the  surface.  This  cicatrix  is  depressed  and 
wide  according  to  the  depth  and  extent  of  the  ulcer ;  it  is  usually  smooth 
but  may  be  uneven  from  fibrous  bands  or  nodules,  is  often  adherent, 
white  in  the  center  with  a  brownish  hue  at  the  periphery. 

An  early  diagnosis  of  gummatous  tumors  is  important  in  order  to 
institute  appropriate  treatment  to  prevent  ulceration  and  destruction  of 
tissue  and  to  distinguish  them  from  other  neoplasms  which  may  require 
surgical  removal.  A  clear  history  of  primary  syphilis  or  the  occurrence 
of  other  syphilids  is  often  wanting  as  an  aid  to  diagnosis  and  chief 
reliance  must  be  placed  on  the  physical  features  and  method  of  develop¬ 
ment  of  the  gummatous  lesions.  All  ulcerations  or  growths  suspected  of 
being  syphilitic  should  receive  specific  treatment  before  resorting  to 
radical  operative  measures. 
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In  the  stage  of  tumefaction  it  may  be  necessary  to  diagnose  gumma 
from  the  following  conditions:  Enlarged  glands  and  “ scrofulous  gum- 
mata"  more  often  occur  in  young  subjects  than  syphilis,  are  generally 
situated  quite  characteristically  along  the  line  of  lymphatics  and  pursue 
an  indolent,  persistent  course.  No  history  of  syphilis  can  be  obtained 
and  the  signs  of  scrofula  are  usually  present.  Sarcomata  do  not  have 
the  favorite  seats  of  gumma ;  they  more  frequently  occur  on  the  trunk 
and  become  attached  to  parts  beneath;  they  are  harder,  painful,  usually 
single  and  do  not  disappear  by  absorption.  Lipomata  are  softer,  more 
compressible  and  flatter  than  gummata.  These  growths  are  commonly 
single,  located  in  regions  unusual  for  the  syphilid,  and  may  remain 
little  changed  or  slowly  enlarging  for  years.  Fibromata  usually  de¬ 
velop  in  childhood,  persist  through  life  without  any  tendency  to  ulcera¬ 
tion. 

Gummatous  ulcers  may  resemble  the  following:  Epithelioma  presents 
different  points  which  have  just  been  discussed  under  the  diagnosis  of 
tubercular  syphilid.  Varicose  ulceration  is  often  located  on  the  lower 
third  of  the  leg  with  more  or  less  varicosis,  edema  and  eczematous  in¬ 
flammation.  Chancroidal  ulceration  may  closely  resemble  an  ulcerating 
gumma.  The  history  of  slow  infiltration  and  tumor  before  the  ulcera¬ 
tion,  the  absence  of  a  history  of  an  acute  inflammatory  course  and 
glandular  involvement  would  clearly  distinguish  the  syphilid.  Lupus 
vulgaris  and  its  diagnostic  points  have  been  sufficiently  described  under 
tubercular  syphilid. 


Pigmentary  Syphilid  ( syphilitic  leukoderma) . — Much  difference 
of  opinion  exists  regarding  the  real  nature  of  this  rare  manifestation. 
The  true  pigmentary  syphilid  is  primary  in  occurrence  and  independent 
of  preceding  eruptions.  It  may  be  due  to  extravasation  of  blood  color¬ 
ing  matter  (pigmentary  syphilid)  or  to  hemorrhage  into  the  skin  (pur¬ 
puric  syphilid).  In  either  case,  it  is  distinctly  macular. 

The  pigmentary  syphilid  is  usually  found  in  the  latter  half  of  the 
first  year  but  it  may  appear  earlier  or  later.  It  may  be  the  only  form 
present  or  it  may  coexist  with  other  lesions,  and  is  usually  located  on 
the  neck  and  shoulders.  It  more  frequently  affects  females  and  is  more 
often  seen  in  brunettes.  Its  usual  duration  is  from  three  to  six  months 
although  it  may  persist  for  years.  The  patches  are  sometimes  hyperemic 
but  if  so,  this  is  a  transient  stage  and  the  surface  is  not  elevated  or 
scaly.  The  peculiarity  of  this  form  is  that  it  is  uninfluenced  by  specific 
treatment,  externally  or  internally.  Taylor  has  described  three  dis¬ 
tinctive  forms  of  this  syphilid:  (1)  as  brownish  spots  or  patches  of 
various  sizes;  (2)  a  diffused  pigmentation  which,  after  a  time,  becomes 
leucodermic  taking  the  form  of  small  spots  which  gradually  increase  in 
size  ( retiform  pigmentary  syphilid)  ;  (3)  an  abnormal  and  unequal 
distribution  of  pigment  resulting  in  the  interblending  of  lighter  and 
darker  colored  spots  giving  the  surface  a  dappled  appearance  ( mar - 
moraeeous  pigmentary  syphilid,  from  its  resemblance  to  a  form  of 
marble) . 


NEW- GROWTHS 


392 


Diagnosis. — In  the  formative  stage  the  pigmentary  syphilid  may  be 
confused  with  chloasma  which  is  often  situated  on  the  face  and  pre¬ 
sents  none  of  the  evidences  of 
syphilis,  and  with  tinea  versicolor 
which  is  frequently  present  on  the 
trunk  in  large  patches  which  can 
easily  be  scraped  or  rubbed  off.  A 
microscopic  examination  for  the 
causal  fungus  may  be  undertaken. 
When  the  lighter  spots  begin  to  dis¬ 
appear  or  the  syphilid  is  in  a  stage 
of  decline,  it  may  be  mistaken  for 
leukoderma.  This  usually  is  lo¬ 
cated  elsewhere  than  on  the  neck 
and  has  a  narrow  border  of  pig¬ 
mentation  around  its  white  area. 
From  the  hypertrophy  and  atrophy 
of  pigmentation  of  the  other  syph¬ 
ilids,  the  true  pigmentary  form 
may  be  always  known  by  the  history 
of  its  independent  development. 

The  purpuric  syphilid  occupies 
a  doubtful  place  in  the  classification 
of  syphilitic  eruptions  because  hem¬ 
orrhage  into  the  skin,  independently 
of  other  lesions,  is  exceedingly  rare 
in  acquired  syphilis.  Hemorrhage 
may  occur  with  any  of  the  early 
or  late  eruptions,  but  is  more  com¬ 
monly  associated  with  the  macular 
or  papular  syphilids.  The  etiology 
of  such  effusions  of  blood  relates 
probably  more  to  the  pathology  of 
purpura  than  syphilis.  With  the 
macular  syphilid,  pin-point  to  mil¬ 
let-seed-sized,  purpuric  spots  appear 
more  or  less  generally  distributed 
with  the  roseola,  each  lesion  sur¬ 
rounded  by  the  flush  of  the  latter. 
When  hemorrhage  complicates  the 
papular  form  it  may  surround  the 
papule  or  occur  in  its  substance. 
The  same  factors  which  produce 
non-specific  purpura  together  with 
the  altered  blood  of  the  syphilitic 
probably  explain  its  occasional  occurrence  in  the  latter.  It  is  more  fre¬ 
quent  among  children  who  suffer  from  hereditary  syphilis. 

The  presence  of  a  syphilitic  eruption  in  these  cases  will  serve  to 
diagnose  them  from  all  other  purpuric  lesions. 


Fig.  163. — Papnlopurpuric  syphilid. 

The  purpuric  macules  appeared  at 
the  acme  of  the  secondary  papular 
eruption. 
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( Congenital  syphilis;  Infantile  syphilis) 

Syphilis  may  be  transmitted  by  either  father  or  mother  to  their 
offspring  and,  if  the  fetus  has  escaped  abortion  or  still-birth,  it  may  be 
born  with  or  without  the  presence  of  visible  syphilitic  symptoms.  In 
fact,  in  a  large  majority  of  cases,  the  infant  presents  every  surface  indi¬ 
cation  of  a  normal  child  and  the  disease  may  not  develop  for  a  few 
weeks  or  months.  However,  the  majority  of  infected  infants  will  mani¬ 
fest  an  eruption  within  the  first  month  and  nearly  all  exhibit  the  sec¬ 
ondary  lesions  before  the  end  of  the  second  month.  A  child  may  usu¬ 
ally  be  said  to  have  escaped  infection  if  these  do  not  appear  within  the 
first  six  months. 

The  many  symptoms  which  a  syphilitic  infant  may  present,  besides 
the  cutaneous  lesions,  will  only  briefly  be  considered.  They  vary  with 
the  effects  of  the  disease  upon  the  different  organs  or  tissues  but  usually 
such  symptoms  as  pyrexia,  pallor  and  peevishness  first  appear,  followed 
by  local  disturbances  of  the  mucous  membranes  of  the  nose,  throat, 
larynx  and  mouth,  of  which  inflammation  of  the  lining  of  the  nose  or 
‘ 'snuffles”  is  the  most  common.  In  some  cases,  the  liver,  spleen,  eyes 
and  bones  may  be  attacked  and  such  conditions  as  notched  or  Hutchin¬ 
son's  teeth,  interstitial  keratitis,  disturbances  of  hearing,  nodosities  on 
the  skull,  dactylitis,  onychia,  paronychia,  exostoses  and  even  resulting 
pseudoparalysis  may  be  noted. 

Lesions  of  the  skin  may  precede  the  catarrhal  symptoms  but  usually 
they  follow  the  latter.  In  a  short  time  the  subcutaneous  fat  is  absorbed, 
the  skin  becomes  loose  and  wrinkled,  and  the  face  sallow  and  careworn 
as  from  worry  and  age.  Added  to  these  surface  changes,  may  be  stains 
of  early  eruptions  and  later  lesions  undergoing  evolution  and  involution. 
It  is  my  purpose  to  mention  briefly  the  surface  eruptions  or  syphilids  of 
the  hereditary  form.  These  occur  chiefly  in  the  earlier  period  of  con¬ 
genital  syphilis  and  are  generally  of  little  importance  in  the  advanced 
stage  when  lesions  of  the  deeper  tissues  are  apt  to  develop,  perhaps 
independently  of  any  cutaneous  eruption.  The  common  eruptions  of 
hereditary  syphilis  are  the  macular,  papular  and  bullous. 

The  macular  syphilid,  like  other  forms  of  cutaneous  syphilis  in  in¬ 
fants,  often  appears  on  the  buttocks  and  about  the  anus..  The  lesions 
vary  in  size,  are  not  always  defined  and  frequently  coalesce  to  form 
large  areas  of  coppery  or  yellowish-red  skin.  Sometimes  the  eruption 
extends  down  the  inner  part  of  the  thighs,  up  the  back,  and  in  rare  in¬ 
stances  becomes  general,  even  spreading  to  the  soles  of  the  feet.  There 
is  likely^  to  be  more  or  less  desquamation  on  the  dry  parts,  exfoliation 
of  the  surface  of  the  soles,  and  between  the  nates,  separation  of  the  mac¬ 
erated  scales  may  leave  the  surface  raw  or  glazed  like  erythema  in¬ 
tertrigo.  A  less  common  form  of  erythema  has  been  observed  in 
syphilitic  infants,  often  in  association  with  ulcerating  lesions  of  the  mu¬ 
cous  surfaces  of  the  mouth.  This  eruption  occurs  in  irregular,  bright 
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to  coppery-red  patches  of  ^2  inch  or  more  in  diameter  and  is  most 
abundant  on  the  abdomen,  lower  portion  of  the  chest  and  inner  region 
of  the  legs. 

The  papular  syphilid  usually  develops  from  the  macular  and,  com¬ 
bined  with  it,  constitutes  the  commonest  syphilid  observed  in  an  infant. 
The  lesions  may  appear  as  small  or  large  papules  in  conic,  acuminated 
or  flat  shapes,  pea-  to  finger-nail-sized,  smooth,  glistening  and  of  a  dull 
red  color.  The  papulosquamous  variety  is  more  common  than  the  pure 
papular  form  and,  occurring  in  the  folds  of  the  skin  where  the  surfaces 
are  in  contact,  often  develops  into  moist  papules.  Moist  papules  are 
even  more  frequent  in  their  relative  occurrence  and  more  numerous  in 
their  points  of  distribution  than  the  same  lesions  in  the  acquired  syph¬ 
ilis.  They  may  develop  on  any  warm  or  moist  lesion  of  the  skin  and 
mucous  membrane,  especially  at  the  anus  and  corners  of  the  mouth, 
often  being  associated  with  fissures. 

Bullous  syphilids  are  more  common  in  the  hereditary  than  in  ac¬ 
quired  syphilis  and  always  indicate  a  condition  of  marked  severity.  The 
prognosis  of  these  cases  is  particularly  bad  when  the  blebs  are  purulent 
or  rapidly  become  so.  Bullous  eruptions  are  often  present  at  birth  or 
appear  in  the  first  ten  days  of  life.  They  may  be  tense  or  flaccid  ac¬ 
cording  to  the  quantity  of  serum,  pus  or  blood  held  in  them.  Their 
sites  of  predilection  are  the  palms,  soles,  nail  bed  and  the  lower  part  of 
the  face,  although  other  parts  may  be  invaded  in  severe  or  exceptional 
cases.  Around  the  lesions  a  dark  red  areola  is  seen  and,  when  they 
rupture  or  dry  up,  light  to  dark  green  crusts  form  which  cover  an  ex¬ 
tending  ulcer.  When  the  nail  bed  is  the  seat,  of  a  syphilitic  bleb,  the 
nail  often  turns  black  and  is  finally  cast  off;  in  milder  cases  it  may  be 
only  distorted  in  shape,  especially  at  the  free  border. 

Primary  vesicular  syphilids  are  as  rare  in  the  hereditary  as  in  the 
acquired  disease  and  usually  develop  into  bullae.  But  as  has  been  stated 
before,  vesicles  may  cap  small  papules,  a  condition  sometimes  consid¬ 
ered  as  an  intermediate  stage. 

The  pustular  syphilids  of  hereditary  syphilis,  while  more  common 
than  the  vesicular,  are  still  rare.  They  may  occur  upon  the  apices  of 
small  papules  or  be  present  as  ecthymatous,  rupial  or  furuncular-like 
lesions.  Aside  from  the  first  mentioned  form  they  are  apt  to  be  asso¬ 
ciated  with  profound  cachexia. 

Tubercular  and  gummatous  syphilids,  when  present,  are  a  later  mani¬ 
festation  and  are  usually  seen  in  adult  life.  While  they  are  not  so  ex¬ 
tensive  as  in  the  acquired  disease,  they  are  like  the  latter  in  appearance, 
involution  and  evolution  and  need  no  separate  description  here.  The 
brownish-red,  dry,  fissured  and  glistening  appearance  of  the  palms  as  a 
late  manifestation  is  regarded  by  many  as  especially  characteristic. 

The  diagnosis  of  the  hereditary  syphilid  is  comparatively  easy,  es¬ 
pecially  when  the  general  symptoms,  aside  from  those  of  the  skin,  are 
present.  Any  diagnosis  based  upon  the  latter  only  is  essentially  the 
same  as  described  in  acquired  syphilis. 
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Etiology  of  Syphilis. — Syphilis  is  due  to  a  specific  infective  parasite, 
the  spirocheta  pallida ,  now  classified  as  the  treponema  pallidum.  It 
was  discovered  in  1905  by  Schaudinn  and  E.  Hoffmann  whose  epoch- 
making  researches  have  since  been  repeatedly  verified  by  other  investi¬ 
gators.  Notable  among  these  are  Metchnikoff,  Roux,  Lassar  and  Neis- 
ser  who  have  demonstrated  that  syphilis  can  be  transmitted  to  chim¬ 
panzees  and  other  apes  by  inoculation.  It  is  needless  to  discuss  the 
subject  of  the  etiology  of  hereditary  syphilis  beyond  the  fact  that  it 
may  be  transmitted  by  either  or  both  parents  while  subject  to  the  dis¬ 
ease  in  its  contagious  stage. 

The  acquired  form  is  always  due  to  infection,  directly  or  indirectly, 
from  some  person  suffering  with  the  active  disease  and  is  at  the  onset 
a  purely  local  process  analogous  in  many  respects  to  diphtheria,  tuber¬ 
culosis,  glanders  and  leprosy,  or  diseases  in  the  lesions  of  which  micro¬ 
organisms  have  been  proved  to  be  constantly  present.  In  other  ways 
the  likeness,  especially  in  the  existence  of  a  period  of  incubation,  the 
outbreak  of  cutaneous  efflorescence  and  a  certain  immunity  from  other 
attacks,  lies  with  the  exanthemata  or  diseases  which  are  markedly  con¬ 
tagious  and  supposedly  of  microbic  origin. 

The  most  common  method  of  infection  is  through  the  sexual  act  by 
the  transmission  of  the  poison  from  an  existing  specific  lesion  on  the 
genitalia.  Prostitutes  are  naturally  common  carriers  in  this  respect. 
This  principally  applies  to  the  genital  chancres  because  unnatural  sexual 
relations  are  not  usually  responsible  for  the  extragenital  sores.  The  lat¬ 
ter,  while  not  uncommon,  are  often  due  to  accidental  and  innocent  inocu¬ 
lation,  such  as  might  occur  by  the  act  of  kissing,  through  eating  and 
drinking  utensils  used  in  common,  communion  cups,  toilet  articles  or 
barber  shop  instruments.  In  professional  work  the  poison  may  be  com¬ 
municated  through  instruments  employed  in  circumcision,  vaccination 
and  dentistry,  although  fortunately  these  cases  are  rare  with  the  im¬ 
proved  technic  now  in  vogue.  There  are  many  opportunities  for  infec¬ 
tion  in  the  industrial  world  but  the  danger  of  contagion  though  possible 
is  slight.  Physicians,  dentists,  nurses  and  other  hospital  attendants 
are  not  infrequently  infected,  especially  on  the  fingers,  from  coming  in 
contact  with  the  virus. 

Toward  the  development  of  the  syphilids,  other  factors,  besides  the 
specific  virus,  contribute  and  account  in  a  large  degree  for  their  varying 
course.  These  are  not  peculiar  to  syphilis  and  are  contributing  rather 
than  predisposing.  Constitutional  impairment  due  to  malaria,  scrofula, 
alcoholism,  infancy  and  old  age  and  often  some  unknown  cause  not 
necessarily  apparent  in  any  marked  disturbance  of  health,  contribute  to 
the  insidious  spread  throughout  the  system  of  the  parasite  or  its  toxins. 
The  symptoms  produced  by  these  contributory  conditions,  together  with 
the  variable  potency  or  attenuation  of  the  syphilitic  poison  inoculated, 
give  individuality  to  each  case  of  the  disease.  Another  set  of  causes, 
chiefly  external,  beyond  the  normal  differences  existent  in  the  skin  of 
different  individuals,  may  operate  to  modify  the  development  and 
course  of  some  of  the  syphilids.  The  presence  of  other  diseases  such  as 
eczema  or  seborrhea  may  modify  or  aggravate  the  behavior  of  the  sec- 
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ondary  eruptions.  Slight  injuries  of  the  skin  may  determine  the  seat  of 
lesions,  more  especially  those  of  the  tertiary  period.  Lack  of  cleanli¬ 
ness  may  contribute  to  secondary  infection  from  pus  cocci  or  other 
microorganisms. 

Pathology  of  Syphilis. — The  microscopic  anatomy  of  syphilis  is 
essentially  that  of  an  infective  granulomata  and  consists  of  round-cell 
infiltration  surrounding  the  blood  vessels  and  lymphatics.  The  papular, 
tubercular  and  gummatous  lesions  show  a  variable  but  scanty  number 
of  giant  cells.  While  the  initial  changes  are  in  the  upper  part  of  the 
corium,  the  deeper  structures  are  sooner  or  later  involved  in  the  process. 
Syphilis  differs  from  other  new-growths  by  the  absence  of  any  tendency 
toward  organization,  the  retrogressive  steps  occurring  from  fatty  de¬ 
generation  and  absorption  or  from  necrosis  and  ulceration.  Renaut 
claims  that  the  different  syphilitic  lesions  are  structurally  the  same  from 
an  anatomical  standpoint  and  that  they  show  a  reactionary  defense 
against  the  pathogenic  agent,  causing  an  endarteritis  of  a  special  kind, 
with  slow  obliteration  and  a  primary  tendency  to  excite  hypertrophy  of 
the  tissues  about  the  causal  agent. 

Prognosis  of  Syphilis. — The  large  majority  of  acquired  cases  re¬ 
spond  to  treatment.  Rarely  a  long  neglected  or  malignant  type  proves 
fatal  but  such  an  outcome  may  be  expected  in  many  infantile  hereditary 
cases.  The  chances  for  a  speedy  and  complete  cure  of  syphilis  rest 
on  several  factors,  namely,  the  willingness  or  ability  of  the  patient  to 
lead  an  approved  hygienic  life;  the  possession  of  the  average  degree  of 
resistance  to  syphilitic  invasion ;  and  conscientious  attention  to  continued 
treatment  until  successive  Wassermann  tests  are  invariably  negative. 
Neither  the  number  or  size  of  the  lesions,  nor  their  tendency  to  suppu¬ 
rate,  nor  the  degree  of  constitutional  disturbance  is  any  indication  of 
the  future  course  of  the  disease.  Frequently  those  who  have  only 
slightly  annoying  secondaries  have  troublesome  tertiary  manifestations 
and  vice  versa.  Secondary  syphilids  are  usually  benign  and  self-limited 
in  duration  and  the  importance  of  their  treatment  consists  largely  in 
the  prevention  of  later  lesions ;  in  fact,  inefficient  care  of  this  stage  is 
the  chief  etiological  factor  in  the  appearance  of  tertiary  manifestations. 
In  the  tertiary  period  the  earlier  the  recognition  of  the  lesions  and  the 
application  of  treatment,  the  more  favorable  the  prognosis. 

Treatment  of  Syphilis. — Effective  public  supervision  of  syphilis 
seems  impossible  and  impracticable,  owing  to  ignorance  or  mistaken 
sentiments.  This  is  remarkable  in  view  of  the  number  of  innocent  vic¬ 
tims  of  the  disease  and  the  dire  effects  which  may  follow  the  mildest 
primary  manifestations.  Syphilis  should  be  classed  with  other  con¬ 
tagious  diseases  and  systematic  protective  regulations  enforced  for  the 
benefit  of  the  people.  Prevention  at  present  rests  in  the  hands  of  the 
individual  practitioner  who  can  only  advise  and  insist  that  his  patient 
take  proper  means  to  prevent  the  infection  of  others. 

Primary  syphilis  can  be  managed  in  various  ways,  depending  on 
equipment  and  experience.  Where  the  physician  is  not  equipped  with 
the  facilities  for  examining  serum  smears  for  the  presence  of  the  spiro¬ 
chete  pallida  and  thus  making  an  immediate  and  positive  diagnosis,  the 
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treatment  of  a  suspected  case  consists  of  local  cleanliness  and  general 
hygienic  measures  such  as  regular  exercise,  sleep  and  the  avoidance  of 
dietary  excesses.  Cleanliness  of  the  suspicious  lesion  may  be  accom¬ 
plished  by  thorough  bathing  of  the  parts  at  least  three  times  a  day  with 
a  solution  of  mercuric  chlorid  (1:5000),  the  lesion  in  the  meantime  be¬ 
ing  covered  with  an  antiseptic  powder  like  boric  acid,  iodol  or  calomel 
and  protected  by  a  loose  covering  of  sterile  gauze.  Excision  of  the 
initial  lesion  is  warmly  commended  by  some  authors  because  it  rids  the 
patient  of  the  greatest  focus  of  infection.  Without  specifying  the  real 
nature  of  the  disease,  the  patient  should  be  warned  of  the  possibility  of 
infecting  others  and  be  kept  under  observation  until  the  diagnosis  is 
verified  by  the  advent  of  such  manifestations  as  general  adenopathy, 
fever,  headache  and  erythema,  which  occur  within  six  weeks  after  the 
appearance  of  the  initial  lesion,  if  the  suspected  diagnosis  proves  cor¬ 
rect.  It  is  argued  that  syphilis  should  not  be  allowed  to  progress  thus 
far  without  treatment  and,  while  I  acknowledge  the  soundness  of  this 
argument,  I  advise  against  it,  for  it  is  far  better  that  a  man  who  has 
syphilis  should  run  a  few  days  without  treatment  than  that  a  mistake 
should  be  made  and  a  patient  condemned  to  suffer  for  a  lifetime  the  tor¬ 
ments  of  a  subjective  syphilis. 

The  constitutional  treatment  of  active  syphilis  embraces  all  the  fac¬ 
tors  that  contribute  to  improve  the  patient’s  hygiene  and  make  for 
healthy  surroundings  such  as  change  of  air,  simple  diet  including  ab¬ 
stinence  from  alcohol  and  stimulating,  spiced  or  rich  foods,  moderate 
use  of  tobacco,  out  of  door  life,  regular  sleep  and  general  tonic  treatment 
if  anemia  be  present. 

Internal  Treatment. — Just  as  soon  as  secondary  symptoms  appear  or 
as  soon  as  a  positive  diagnosis  can  be  made  by  the  finding  of  the  spi¬ 
rochetes  in  the  serum  of  the  initial  lesion,  active  internal  treatment 
should  be  commenced.  The  advent  of  the  Wassermann  test  and  its 
modifications  and  the  introduction  of  salvarsan  and  neosalvarsan  have 
revolutionized  the  treatment  of  syphilis  but  it  is  well  to  remember  that 
we  have  other  specific  means  which  for  a  long  time  have  proven  effi¬ 
cacious.  It  will  be  some  years  before  positive  data  concerning  the  per¬ 
manent  effects  of  salvarsan  can  be  known  and  at  this  time  our  enthu¬ 
siasm  over  its  action  should  be  tempered  by  its  conservative  application. 

Mercury  is  deservedly  popular  having  been  successfully  used  for 
centuries  and  while  thousands  have  been  cured  by  its  use,  some  indi¬ 
viduals  cannot  be  reached  by  doses  that  can  be  tolerated.  It  may  be 
administered  by  mouth,  by  inunction,  by  fumigation  and  by  hypodermic 
and  intravenous  injections. 

The  relation  of  the  action  of  mercury  and  its  salts  to  the  syphilitic 
processes  is  most  readily  understood  by  comparing  the  manifestations 
of  secondary  syphilis  with  the  provings  of  mercury  as  verified  and  ar¬ 
ranged  in  Allen’s  Handbook  of  Materia  Medica.  It  is  the  proneness  to 
suppurative  and  ulcerative  destruction  of  the  surface  tissues  in  the  action 
of  mercury  which  points  to  its  applicability  in  the  treatment  of  syph¬ 
ilids  because  it  is  this  tendency  we  most  desire  to  prevent  and  combat 
and  over  which  mercury  often  exhibits  a  magical  influence.  A  mercurial 
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may  be  given  with  the  beginning  of  the  secondary  symptoms  or  erup¬ 
tions  in  frequent  and  fairly  large  doses  of  the  lower  decimal  attenua¬ 
tions,  but  never  to  the  extent  of  producing  salivation  or  for  an  unlimited 
time,  lest  the  general  health  of  the  patient  suffer  or  a  mercury-fast 
strain  of  spirochete  pallida  be  developed.  Mercury  may  be  omitted  every 
few  weeks  and  another  indicated  remedy  prescribed  in  the  interim  of 
days  or  weeks,  but  this  alternating  mercurial  treatment  should  be  con¬ 
tinued  for  two  or  three  years  with  a  gradual  lessening  of  the  dose  and 
lengthening  of  intervals  in  the  last  half  of  the  course.  However,  it  is 
rare  that  such  a  course  is  pursued  nowadays  because  the  newer  meth¬ 
ods  of  treatment  are  so  well  combined  with  early  mercurial  medication. 
I  see  no  reason  to  change  my  opinion  that  the  selection  of  the  mercurial 
should  be  based  upon  its  symptomatic  relations,  so  choice  may  be  made 
of  Merc.  sol.  (i  x),  Merc.  dulc.  (i  x),  Merc.  cor.  (2  x  or  3  x),  Merc, 
protoiodid  (1  x  or  2  x),  Mers.  biniodid  (1  x  or  2  x)  and  rarely  Cin¬ 
nabar  in  the  lower  potencies.  According  to  the  needs  of  the  case,  the 
interval  of  dosage  may  vary  from  two  to  six  hours  and  the  one  grain 
decimal  tablet  triturates  are  the  most  convenient  form  to  use. 

Inunctions  produce  a  rapid  effect  and  are  correspondingly  efficient. 
The  process  consists  in  rubbing  into  a  portion  of  the  skin,  selected  and 
prepared  for  the  purpose,  20  to  60  grains  of  a  25  to  50  per  cent,  mer¬ 
curial  ointment  made  with  fresh  lard.  It  is  best  to  arrange  to  give 
inunctions  in  courses  of  six.  The  surface  of  the  body  is  divided  into 
six  portions,  (1)  right  arm,  (2)  left  arm,  (3)  right  leg,  (4)  left  leg, 
(5)  the  back,  (6)  the  abdomen  and  chest.  It  is  not  important  to  in¬ 
clude  the  head,  neck  or  hands  but,  if  inunctions  are  made  in  these 
exposed  regions,  a  white  precipitate  or  calomel  ointment  may  be  sub¬ 
stituted  for  the  ordinary  blue  ointment.  Before  an  inunction  the 
portion  of  the  surface  to  be  rubbed  should  be  scrubbed  with  a  lather  of 
soap,  washed  off  with  hot  water,  dried  and  then  wiped  over  with  alco¬ 
hol.  If  the  operator’s  hands  are  sound  he  need  only  protect  them  with 
an  application  of  oil  or  soap  before,  and  thoroughly  wash  them  at  the 
end  of  the  rubbing;  if  abrasions  or  cracks  exist  rubber  gloves  may  be 
worn.  About  half  an  hour  is  required  to  make  a  satisfactory  inunction, 
and  it  is  usually  repeated  every  night,  until  a  course  of  six  has  been 
given.  Later  another  course  may  be  started  if  needed,  or  other  meth¬ 
ods  of  treatment  substituted.  The  patient  should  always  be  examined 
before  each  inunction  and  if  any  tendency  to  salivation  appears,  the 
treatment  should  be  suspended  for  a  suitable  time.  It  is  generally  better 
to  wash  off  the  remains  of  one  application  just  before  another  is  made 
in  a  different  region,  thus  keeping  only  one  area  anointed  at  one 
time. 

Fumigations  with  mercurial  vapor  are  occasionally  used,  especially 
for  persistent  and  localized  eruptions  and  for  short  periods  of  treat¬ 
ment  but  they  are  not  suitable  for  debilitated  subjects.  They  are  given 
in  the  same  manner  as  the  domestic  hot  air  bath.  The  patient,  after 
thoroughly  washing  the  skin,  is  seated  naked  on  a  cane-bottom  chair, 
blankets  thrown  about  him  and  a  special  vaporizing  lamp  containing 
thirty  grains  of  calomel  or  forty  grains  of  cinnabar  is  lighted  and  placed 
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underneath  the  chair.  Very  soon  free  perspiration  begins;  in  fifteen  to 
twenty  minutes  the  drugs  are  entirely  evaporated.  The  lamp  is  then  re¬ 
moved  and  after  the  patient  is  cooled  off  a  little,  he  retires  to  bed  with 
the  same  blankets  wrapped  about  him.  On  the  following  day  the  pa¬ 
tient  should  be  warmly  clad,  wearing  flannels  next  to  the  skin  and  take 
care  not  to  get  chilled.  The  bath  can  be  repeated  two  or  three  times  a 
week  according  to  the  effect  desired  or  obtained,  but  it  should  rarely  he 
employed  for  more  than  four  weeks  and  should  be  discontinued  at  any 
time  if  it  produces  any  ill  effects. 

Hypodermic  injections. — The  administration  of  mercury  hvpoder- 
matically  is  deservedly  the  most  popular  method.  It  allows  of  definite 
doses  entirely  under  the  control  of  the  physician  and  neither  irritates  the 
stomach  nor  the  skin.  Against  the  hypodermic  method  there  stands  the 
element  of  pain  and  the  possibility  of  abscess  formation.  These  can  be 
obviated  by  careful  technic.  If  the  inside  of  the  needles  and  syringes 
are  thoroughly  cleansed  before  being  boiled  and  the  skin  at  the  site  of 
injection  is  rubbed  with  a  sponge  saturated  with  ether,  dried  and  painted 
with  tincture  of  iodin  and  the  needle  thrust  deeply  into  the  muscle, 
there  will  be  no  abscesses  unless  one  is  careless  and  contaminates  the 
needle  while  giving  the  hypodermic.  Both  the  soluble  and  insoluble 
mercurial  salts  are  used  but  the  latter  produce  greater  and  more  per¬ 
sistent  pain  and  are  more  liable  to  abscess  formation  because  of  their 
slower  absorption.  Among  the  soluble  preparations,  mercuric  chlorid, 
in  doses  of  Yi 2  to  %  of  a  grain,  is  usually  advocated.  This  may  be 
deeply  injected  on  alternate  days,  into  the  gluteous  or  trapezious 
muscles.  Soluble  mercurials  such  as  the  succinamid,  albuminate,  pep- 
tonate,  carbolate,  benzoate,  sozoiodolate  and  others  have  been  used  as 
well  as  such  insoluble  compounds  as  the  salicylates  of  mercury,  calomel 
and  metallic  mercury  (oleum  cinereum).  The  salicylate  is  probably 
the  most  popular  of  the  last  group.  Intravenous  injections  of  mercuric 
chlorid  (15  drops  of  a  1  to  1000  strength  in  normal  salt  solution  is  the 
usual  dose)  have  been  recommended.  While  the  effect  is  rapid  and 
may  be  painless,  it  presents  little  advantage  over  the  intramuscular 
method. 

The  iodids  of  potassium,  sodium  or  ammonium  may  be  needed  in 
any  period  of  syphilis  but  ordinarily  they  are  most  useful  in  the  late 
secondary  or  tertiary  periods.  Usually  the  first  named  salt  is  pre¬ 
scribed  in  5  to  15  grain  doses  in  some  liquid  medium,  three  times  a  day 
after  meals.  But  when  special  organs  are  involved,  it  may  be  necessary 
to  rapidly  increase  the  dose  to  60  or  more  grains  three  times  a  day. 
The  action  of  potassium  iodid  is  to  subdue  rather  than  cure  syphilis 
and,  in  the  secondary  stage  of  the  disease,  it  should  be  discontinued  when 
it  has  accomplished  its  special  work.  In  the  tertiary  period  when  there 
is  a  continuation  or  revival  of  cell  products  from  syphilis  without  con¬ 
tagion,  the  iodid  should  be  given  longer  to  subdue  the  slower  but  more 
dense  and  persistent  tendency  to  infiltration  of  the  skin  and  other  tis¬ 
sues.  In  tertiary  syphilis  mercury  is  still  needed  to  complete  a  cure  and 
the  biniodid  or  bichlorid  can  be  administered  with  the  potassium  iodid 
(mixed  treatment)  or  better  still,  in  alternation  with  the  latter.  The 
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tendency  of  to-day  is  to  treat  all  late  secondary  and  many  tertiary 
lesions  of  syphilis  with  salvarsan.  Until  more  is  known  of  the  ultimate 
course  of  syphilis  treated  only  with  salvarsan,  it  is  wisest  to  take  advan¬ 
tage  of  its  immediate  action  but  not  to  rely  upon  it  for  the  cure  of 
syphilis. 

Salvarsan,  often  known  by  its  laboratory  number  “606”  is  a  syn¬ 
thetic  arsenical  compound  bearing  the  chemic  name  of  dioxydiamido- 
arsenobenzol,  introduced  by  Ehrlich  in  1910.  The  form  in  which  it  is 
dispensed,  a  yellowish  powder,  contains  34  per  cent,  of  arsenic  but 
owing  to  its  peculiar  molecular  form,  arsenical  poisoning  is  not  devel¬ 
oped.  While  this  remedy  may  be  used  advantageously  in  any  form  of 
syphilis,  at  this  early  date  it  may  he  asserted  that  it  is  especially  suit¬ 
able  to  those  cases  that  mercury  has  not  relieved  nor  prevented  relapses, 
in  the  malignant  and  rapidly  destructive  forms,  in  severe  ulcerations  of 
the  mucous  membranes,  in  visceral,  nerve  and  hereditary  forms,  in 
those  cases  presenting  severe  syphilitic  cachexia,  in  latent  cases  in  which 
the  Wassermann  test  is  persistently  positive,  in  the  early  stages  of  tabes 
dorsalis  and  paresis,  and  in  the  earliest  period  to  abort  the  regular  course 
of  syphilis.  It  can  likewise  he  stated  that  salvarsan  should  not  be 
employed  in  cases  of  severe  non-syphilitic  cachexia,  myocarditis  or  other 
equally  grave  heart  disease,  advanced  nephritis,  or  pronounced  disease 
of  the  central  nervous  system. 

There  is  much  difference  of  opinion  as  to  what  will  eventually  prove 
the  best  method  of  salvarsan  administration.  The  subcutaneous  method 
may  be  dismissed  by  saying  that  it  is  the  least  efficacious  mode.  The 
intramuscular  injection  is  commonly  used  because  it  is  easier,  demands 
less  technical  skill  and  incapacitates  the  patient  less  than  the  most  suc¬ 
cessful  method,  the  intravenous.  The  former  is  usually  injected  deep 
into  the  gluteal  region  while  the  latter  is  inserted  in  a  distended  vein 
of  the  forearm.  The  usual  dose  is  0.6  gram  of  salvarsan  but  it  may  be 
expedient  to  give  fractional  doses  of  0.1  gram  or  more  at  intervals  of 
three  to  six  days  rather  than  the  full  dose.  The  vehicles  used  in  the 
intramuscular  procedure  are  sterile  water  or  a  thin  sterile  oil  while 
choice  may  be  had  of  warm  sterile  water  or  warm  normal  salt  solution 
for  the  intravenous  method.  The  latter  should  be  employed  when  pos¬ 
sible  because  it  exerts  the  most  rapid  effect  on  existing  lesions,  is  more 
quickly  eliminated  from  the  system,  is  practically  painless  and  does  not 
produce  tumefactions,  but  it  should  he  done  with  all  the  skill,  technic 
and  surroundings  of  a  surgical  operation ;  in  fact  the  patient  should  re¬ 
main  in  the  hospital  two  days  so  that  the  reactive  symptoms  of  chill, 
fever,  nausea,  diarrhea,  etc.,  which  may  appear  in  from  one  to  six  hours 
after  the  injection  and  which  are  more  apt  to  follow  the  intravenous 
method,  may  come  and  go  before  his  discharge. 

Neosalvarsan  whose  laboratory  number  is  “914’’  is  a  later  prepara¬ 
tion  and  more  soluble.  It  is  obtained  by  the  addition  of  formaldehyd 
sulphoxylate  of  soda  and  while  as  efficient  as  salvarsan,  is  more  useful 
because  larger  doses  can  he  used  at  much  shorter  intervals  besides  per¬ 
mitting  a  much  simpler  technic.  Hectin,  containing  21  per  cent,  of 
arsenic,  and  sodium  cacodvlate,  containing  35  per  cent,  of  arsenic,  have 
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been  used  hypodermically  with  good  success  in  a  number  of  reported 
cases,  including  a  few  of  my  own. 

Judging  from  my  own  experience  salvarsan  or  neosalvarsan  plus 
mercury  and  occasionally  the  lodids,  presents  the  ideal  treatment  for 
syphilis.  It  seems  as  if  the  combination  of  arsenic  and  mercury  affects 
the  blood  reaction  more  effectually  than  either  remedy  used  alone.  It 
is  impossible  to  say  with  any  exaction  how  many  doses  are  necessary 
but  ordinarily  in  the  early  period,  three  to  five,  at  week  intervals,  plus 
a  mercurial  are  sufficient,  while  in  the  later  periods,  three  to  eight,  plus 
several  mercurial  courses  may  be  essential.  However,  a  single  injec¬ 
tion  will  often  benefit  if  properly  supported  by  other  treatment. 

External  treatment. — The  unbroken  lesions  of  the  secondary  period 
require  no  local  treatment  other  than  systematic  cleanliness.  For  pus¬ 
tular  eruptions  and  moist  papules  the  use  of  boric  acid  or  sublimate 
soap  is  advisable  for  local  or  general  bathing.  Ulcers  resulting  from 
pustular  lesions  may  be  induced  to  heal  more  rapidly  by  washing  them 
with  a  mercuric  chlorid  solution  (1:2000)  and  applying  boric  acid, 
calomel  or  aristol  powders  or  an  ointment  consisting  of  calomel  33  per 
cent.,  lanolin  57  per  cent,  and  vaselin  10  per  cent.  I  have  used  mild 
fulguration  and  10  second  applications  of  solidified  carbon  dioxid  with 
good  results  in  many  instances  of  sluggish  ulceration  of  the  late  sec¬ 
ondary  or  tertiary  periods,  combined  with  the  mode  of  treatment  men¬ 
tioned  just  previously.  The  presence  of  syphilitic  ulcers  shows  insuffi¬ 
cient  treatment.  It  may  be  that  more  mercury  should  be  given  or  that 
mercury  has  been  given  and  is  ineffective.  Such  cases  call  for  salvar¬ 
san,  after  which  it  is  not  uncommon  to  find  the  mercury-fast  condition 
corrected. 

Syphilitic  lesions  of  the  face  or  other  exposed  parts,  which  give  rise 
to  mental  annoyance  and  suffering,  may  be  stimulated  to  resolve  by 
rubbing  into  them  nightly  a  2  to  10  per  cent,  ointment  of  ammoniated 
mercury.  If  not  too  extensive  they  can  be  treated  and  protected  by 
being  brushed  over  occasionally  for  a  few  days  with  a  2  per  cent,  salicylic 
collodion.  Nodular  infiltrations  when  situated  in  exposed  or  awkward 
positions  may  be  gently  rubbed  once  or  twice  a  day  with  a  2  to  10  per 
cent,  oleate  of  mercury  ointment.  Their  permanent  correction  demands 
either  material  doses  of  the  iodids  or  salvarsan  followed  by  mercury. 

Syphilitic  lesions  of  the  nails  should  be  soaked  and  frequently 
cleansed  with  hot  borated  water  or  a  hot  mercuric  chlorid  solution 
(1:  2000),  dressed  with  mercurial  ointment  and  covered  with  rubber  or 
other  protecting  fingerlets.  If  hypertrophic  granulations  spring  up  they 
may  be  washed  with  bichlorid  and  dusted  with  calomel,  or  removed  by 
fulguration  or  carbon  dioxid  freezing. 

Alopecia  due  to  syphilis  may  be  somewhat  lessened  by  keeping  the 
hair  cut  short,  the  surface  clean  and  rubbing  in  lightly  at  night  an  oint¬ 
ment  of  10  grains  of  ammoniated  mercury  to  an  ounce  of  cold  cream. 

Mucous  patches  or  deeper  ulcerations  of  the  mouth  and  other  out¬ 
lets  of  the  body  should  be  kept  clean  by  careful  use  of  sprays  or  washes 
of  mercuric  chlorid  (1:1000).  Calomel  powder  may  be  applied  lightly 
to  the  surface  of  destructive  ulcers  with  a  cotton  holder  or  bv  means 
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of  a  glass  tube  always  attached  to  a  powder  blower.  Tobacco  or  alco¬ 
hol  should  not  be  used  in  secondary  syphilis,  particularly  when  any 
lesions  of  the  mouth  exist.  Then  it  will  seldom  be  necessary  to  cau¬ 
terize  these  lesions  with  the  high-frequency  spark,  nitrate  of  silver  or 
the  stronger  acid  nitrate  of  mercury.  The  same  local  measures  can  be 
employed  for  condylomata  lata  as  for  mucous  patches.  Hydrogen 
peroxid  is  sometimes  preferable  as  a  cleansing  wash  and  the  surface 
of  the  lesions  should  be  well  dried  before  the  calomel  is  dusted  on. 
Mucous  patches  of  the  pharyngeal  and  buccal  mucous  membrane  heal 
quickly  if  touched  with  a  saturated  solution  of  iodin  crystals  in  Beech- 
wood  creosote.  The  removal  of  bad  teeth,  filing  of  sharp  points  and  the 
proper  care  of  the  gums  will  lessen  the  tendency  to  mucous  patches  and 
other  lesions  of  the  mouth. 

Treatment  of  hereditary  syphilis  is  based  on  the  same  principles  as 
suggested  for  the  acquired  type  with  due  allowance  for  age  and  delicacy 
of  tissue.  If  the  father  was  syphilitic  at  the  time  of  conception  or  the 
mother  be  syphilitic  during  pregnancy,  the  latter  should  be  systemat¬ 
ically  treated  throughout  her  pregnancy,  both  for  her  own  and  the 
child’s  safety.  After  birth  a  syphilitic  infant  may  be  treated  still  through 
the  mother  indirectly,  the  latter  being  under  treatment  and  nursing  her 
child.  Often  this  is  impracticable  and  inadequate  and  remedies  need  to 
be  administered  to  the  child  direct.  Mercurials  and  other  indicated 
drugs  can  be  given  usually  in  the  3  x  preparations  without  ill  effects  and, 
if  the  cutaneous  lesions  are  severe  or  persistent,  a  mild  ointment,  such 
as  15  grains  of  calomel  to  an  ounce  of  fresh  lard,  may  be  employed 
locally.  In  all  cases  absolute  cleanliness  of  the  diseased  skin  should  be 
maintained  and  when  a  medicated  ointment  is  not  used  the  affected  skin, 
especially  about  the  buttocks  and  genitals,  should  be  protected  with  ap¬ 
plications  of  a  bland  fat  or  oil  renewed  as  frequently  as  needed.  If  in¬ 
unctions  are  used,  5  to  20  grains  of  a  50  per  cent,  mercurial  ointment 
may  be  employed  every  two  or  three  days,  according  to  the  age  of  the 
child  and  the  intensity  of  the  disease.  Unless  the  affected  infant  is  very 
weak,  salvarsan  (0.005  1°  °-°3  §T^m)  may  be  given  by  intramuscular 
hypodermic.  The  Wassermann  reaction  and  the  clinical  picture  are  the 
facts  that  must  determine  the  length  and  character  of  the  treatment.  In 
general  it  may  be  said  that  mild  mercurial  inunctions  and  small  doses 
of  salvarsan  are  best  for  hereditary  infantile  syphilis. 

Mercury,  the  iodids,  salvarsan  and  other  arsenical  compounds  are 
not  the  only  remedies  for  acquired  and  hereditary  syphilis.  In  nearly 
all  cases  a  cure  may  be  facilitated  by  occasionally  suspending  these  so- 
called  specifics  during  a  lapse  in  the  activity  of  the  disease,  because  the 
better  the  general  health  is  maintained,  the  greater  is  the  relative  im¬ 
munity  of  the  tissues  to  the  advances  of  syphilis.  Experience  has  shown 
the  utility  of  the  following  drugs:  Argen.  nit.,  Arsen,  iod.,  Aur.  mur., 
Carbo  animalis,  Caust.,  Coni.,  Condurango,  Cup.  ars.,  Hepar,  Kali 
bichrom.,  Lach.,  Lyc.,  Mez.,  Nat.  arsen.,  N.  mur.,  Nit.  acid,  Pet.,  Phos., 
Phyto.,  Sepia,  Sil. ,  Staph.,  Stilling.,  Sul.  and  Thuja. 
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BLASTOMYCOSIS 

(Blast omycetic  dermatitis ;  Saccharomycosis  hominis ) 

Definition. — A  rare,  chronic,  infectious,  inflammatory  disease  caused 
by  blastomyces  and  characterized  by  well-defined  and  elevated  warty 
patches,  the  borders  of  which  are  usually  studded  with  minute  abscesses. 

Symptoms. — Most  of  our  knowledge  of  this  rare  disease,  of  which 
only  about  sixty  cases  have  been  reported,  is  due  to  American  investi- 


Fig.  164. — Blastomycosis,  involving  the  entire  vulva  and  spreading  up  the  abdomen  to 
the  navel.  Later,  lesions  appeared  on  the  chin  and  in  the  axillae.  The  blas¬ 
tomyces  were  demonstrated  microscopically.  Improvement  of  all  lesions  and  com¬ 
plete  disappearance  of  the  smaller  ones  was  caused  by  X-raying  and  potassium 
permanganate  (1:1000)  externally  while  Ars.  iod.  3x  and  later  potassium  iodid, 
5  to  20  drops  of  saturated  solution,  three  times  daily,  were  used  internally. 

gators.  The  initial  lesion  appears  as  a  small  papulopustule  or  papule 
which  may  remain  unnoticed  for  months,  but  finally  becomes  crusted  and 
enlarges  peripherally,  presenting  a  sharply  outlined,  elevated,  papillo¬ 
matous  patch.  The  base  of  this  patch,  which  may  assume  some  size,  is 
bathed  in  a  seropurulent  secretion  and  presents  a  sloping,  smooth,  dark 
to  purplish-red  border  of  an  eighth  to  three-eighths  of  an  inch  in  width. 
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It  is  this  characteristic  border  which  contains  the  typical  minute  deep- 
seated  abscesses.  Individual  patches  take  months  to  attain  the  diam¬ 
eter  of  an  inch  and  may  remain  indolent  for  months  or  years  after¬ 
ward,  but  usually  other  patches  develop  during  the  interim.  Healing 
may  be  spontaneous  or  gradual,  the  center  often  clearing  as  the  disease 
spreads  at  the  periphery.  Resolution  takes  place  in  the  form  of  the 
gradual  disappearance  of  the  papillary  projections,  the  diminution  of 
the  serous  discharge,  decrease  in  number  of  the  miliary  abscesses  and 
the  formation  of  the  characteristic  soft,  supple,  pinkish-white  cicatrix. 
The  face,  hands  and  arms  are  most  commonly  involved,  but  occasion¬ 
ally  the  foci  of  the  disease  may  be  some  distance  apart  as  in  a  case  of 
my  own  which  showed  lesions  on  the  lower  lip,  axillae  and  vulva.  Sub¬ 
jective  sensations  are  few  and  the  general  health  is  not  disturbed  unless 
systemic  infection  takes  place  causing  pyemia,  subcutaneous  abscesses 
and  bone  necrosis. 

Etiology  and  Pathology. — Three  quarters  of  the  cases  of  this  rare 
disease  are  found  in  men,  half  of  whom  are  over  forty  years  of  age. 
The  sole  cause  is  a  local  infection  by  a  pathogenic  yeast  fungus.  A 
slight  surface  traumatism  has  been  the  seat  of  the  invasion  in  a  few 
cases.  The  disease  is  more  common  in  the  United  States  than  else¬ 
where.  The  microscopic  findings  are  similar  to  those  of  warty  tuber¬ 
culosis.  The  characteristic  miliary  abscesses  are  found  in  all  parts  of 
the  hyperplastic  epithelium.  The  rete  cells  are  large  and  swollen,  the 
prickles  being  conspicuous ;  premature  cornification  may  occur  in  groups 
of  cells  and  the  corium  is  the  seat  of  a  variety  of  inflammatory  changes 
including  dense  infiltration.  The  blastomyces  may  be  demonstrated  by 
subjecting  a  section  of  the  diseased  tissue  or  some  of  the  discharge  to 
a  strong  solution  of  potassium  hydroxid.  They  appear  as  round,  oval 
or  irregular  bodies  having  a  double-contoured  capsule  and  a  granular 
protoplasm,  and  may  be  obtained  in  pure  culture  from  the  minute  ab¬ 
scesses  so  characteristic  of  the  disease. 

Diagnosis. — Tuberculosis  verrucosa  has  a  deeper,  usually  more 
dusky  violet  color  and  is  less  extensive.  Lupus  vulgaris  is  sluggish  in 
its  course,  with  ulcerative  tendencies  and  tough,  firm  scars.  Sporo¬ 
trichosis  presents  indolent  abscess  formation  which  is  characteristic. 
The  vegetating  form  of  syphilis  will  present  a  different  onset  and 
course,  and  respond  differently  to  treatment.  Its  discharge  is  more 
purulent,  has  a  greenish  color  and  an  offensive  odor.  It  may  be  neces¬ 
sary  in  any  case  to  resort  to  microscopical  examination,  experimental 
animal  inoculation  or  cultures  to  clearly  differentiate  the  disease. 

Prognosis  and  Treatment. — Cases  with  systemic  involvement  are 
usually  fatal,  but  the  ordinary  type,  though  obstinate,  is  not  harmful 
to  life.  However,  recurrences  are  common  and  the  treatment  should 
be  careful  and  prolonged.  Excision  and  curetting  may  be  indicated,  but 
the  most  successful  treatment  consists  in  the  use  of  the  iodids  inter¬ 
nally,  gradually  reaching  the  full  dosage,  with  the  necessary  interrup¬ 
tions.  During  the  latter  some  carefully  selected  tissue  salt  may  be  pre¬ 
scribed,  plus  the  local  use  of  weak  antiseptic  lotions,  together  with  a 
few  exposures  to  the  X-rays.  Copper  sulphate  in  grain  doses  inter- 
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nally  and  the  local  application  of  a  1  per  cent,  solution  of  the  same  have 
been  urged  by  Berdan. 


MYRINGOMYCOSIS 

( Otomycosis ) 

The  existence  of  fungi  in  the  external  auditory  canal  has  been  known 
for  many  years  but  the  nature  of  the  condition  is  still  obscure.  It  usu¬ 
ally  exists  when  the  aural  epidermis  has  been  macerated  or  otherwise 
diseased.  On  examination  there  are  seen  scurfy,  moist-looking,  flat 
masses  of  a  dirty  white  or  brown  color,  on  which  there  may  be  found 
slightly  elevated,  gray,  green,  yellow,  brown  or  black  spots.  The  sur¬ 
face  may  appear  glazed,  due  to  the  amount  of  serous  discharge,  and 
deafness,  tinnitus  aurium,  itching  and  a  certain  degree  of  eczematous 
inflammation  are  usually  present.  It  would  appear  that  the  drum  is 
primarily  attacked  and  that  the  disease  spreads  from  there  along  the 
canal.  It  is  probably  due  to  the  aspergillus  niger  or  the  aspergillus 
glaucus. 

Prognosis  and  Treatment. — Good  results  may  be  expected  from 
careful  treatment,  although  there  is  no  tendency  to  spontaneous  evolu¬ 
tion  and  if  neglected,  a  certain  degree  of  deafness  will  result.  The  case 
should  then  be  referred  to  an  aurist.  The  fungus  and  consequent  ac¬ 
cumulations  may  be  removed  by  syringing  with  a  weak  alkaline  solu¬ 
tion;  after  which  alcohol,  full  strength  or  diluted  (Lowenberg),  or  a 
1  per  cent,  solution  of  sodium  hyposulphite  (Burnett)  may  be  applied. 


ACTINOMYCOSIS 

( Actinomycosis  of  the  skin;  Lumpy- jaw) 

Definition. — A  chronic,  parasitic  disease,  due  to  the  ray  fungus  and 
characterized  by  deep  tumors  and  swellings  which  have  a  tendency  to 
break  down  and  suppurate. 

The  condition  known  as  lumpy-jaw  and  osteosarcoma  of  the  jaw  in 
cattle  or  other  animals  has  been  known  for  many  years,  but  it  is  only 
since  1877,  when  Bollinger  demonstrated  the  fungus  in  these  lesions, 
which  TIarz  termed  the  ray  fungus,  that  interest  as  regards  its  relation 
to  the  human  disease  has  been  aroused.  It  is  to  Israel  and  Ponfick  that 
we  owe  our  original  knowledge  concerning  the  identity  of  this  disease 
in  animals  and  man. 

Symptoms. — The  common  situation  of  actinomycosis  of  the  skin 
is  about  the  lower  jaw,  neck  and  face.  The  fungus  gains  access  to  the 
tissues  in  nearly  all  cases  through  the  mouth,  usually  to  the  jaw  through 
a  decayed  tooth.  Rarely  it  may  find  entrance  through  the  respiratory 
and  digestive  tracts,  later  showing  on  the  surface,  or  the  skin  may  be 
affected  from  without  through  some  break  in  its  surface.  The  onset  as 
well  as  the  course  of  the  disease  is  slow  and  insidious, ‘only  occasion¬ 
ally  rapid,  for  usually  months  must  elapse  before  the  involvement  is  ex- 
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tensive.  Sooner  or  later  deep  subcutaneous  tumors  develop  covered 
by  dark  red  or  livid  skin  which,  as  it  becomes  more  involved,  bursts  at 
one  or  more  points  and  gives  outlet  to  a  thick,  purulent  discharge  which 
later  becomes  serosanguineous.  Sometimes  as  the  tumor-like  swelling 


Fig.  165.  Fig.  166. 

Actinomycosis  of  the  skin.  The  left  hand  illustration  shows  the  disease  in  an  active 
state  presenting  nodules,  sinuses,  ulcers  and  pustules.  The  right  hand  cut  shows 
the  same  view  seven  years  later  after  the  lesions  had  been  healed  for  five  years. 

becomes  soft,  burrowing  of  its  contents  takes  place  and  an  opening  in 
the  skin  may  occur  followed  by  a  discharge  at  some  distance  from  the 
tumor.  Short  or  long  fistulous  tracks  are  thus  formed  similar  to  those 
in  scrofuloderma.  The  special  feature  of  the  discharge  is  the  presence 


Fig.  167. — Actinomycosis,  presenting  a  different  view  of  the  same  patient 
as  depicted  in  P'ig.  165.  Duration  of  disease  at  this  time,  eighteen 
months.  Mode  of  infection,  from  a  horse  afflicted  with  lumpy-jaw. 
Actinomyces  easily  demonstrated. 


Fig.  168. — The  same  view  as  Fig.  167,  taken  seven  years  later,  showing- 
extensive  pigmented  areas  and  scars.  Cured  in  two  years  with  po¬ 
tassium  iodid  in  large  doses  and  Calc.  fluo.  6x  as  an  intercurrent 
remedy.  Hydrogen  peroxid  was  used  locally. 
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of  numerous,  minute,  yellowish  bodies  from  pin-head  to  a  hemp-seed 
in  size,  consisting-  of  massed  mycelium  of  the  pathogenic  fungus.  The 
course  of  the  disease  is  invariably  chronic,  slowly  but  steadily  invading 
new  tissue,  with  a  mingling  of  red  and  purple,  hard  and  soft,  cutaneous 
and  subcutaneous  nodules,  some  of  them  situated  about  the  orifice  of  the 
sinuses.  Very  rarely  the  indurations  remain  persistently  hard  and  may 
subside  without  cutaneous  rupture  and  discharge,  or  an  opening  may 
occur  in  a  blood  vessel  and  the  infecting  element  is  transported  in  the 
blood  to  internal  organs,  particularly  to  the  lungs.  The  disease  in  inter¬ 
nal  organs  may  or  may  not  lead  to  a  fistulous  opening  on  the  surface. 
Secondary  infection  of  the  lesion  with  pus  cocci  may  occur,  in  which 
cases  swelling  of  the  lymphatic  glands  may  follow  and  extensive  suppu¬ 
ration  and  pyemia  ensue,  but  unmixed  actinomycotic  infection  does  not 
tend  to  involve  the  lymphatics. 

Etiology  and  Pathology. — This  rare  disease,  due  to  the  ray  f  ungus, 
is  contagious  by  inoculation.  Some  break  in  the  continuity  of  the  mu¬ 
cous  or  cutaneous  surface  probably  pre¬ 
sents  the  necessary  entrance  to  the  fun¬ 
gus.  It  is  commonly  contracted  from 
cattle  and  horses,  rarely  other  animals,  and 
naturally  is  most  often  seen  among  those 
who  handle  animals.  One  of  my  own  cases 
was  in  a  physician  who  attended  to  his  own 
horse,  and  another  occurred  in  a  dairyman. 
Corn,  straw  and  other  grain  may  harbor  the 
fungus,  so  that  those  chewing  such  sub¬ 
stances  might  easily  become  inoculated 
through  the  mouth.  The  actinomyces  or 
ray  fungi  may  he  seen  as  yellowish  bodies 
visible  to  the  eye  in  the  discharges  from 
the  active  lesions.  They  are  best  stained  by 
the  Gram  method,  and  under  the  micro¬ 
scope  are  seen  to  consist  of  mycelia  which 
interlace  centrally  and  give  off  threads 
which  radiate  therefrom  and  expand  at  their 
distal  ends  into  the  club-like  enlargements 
which  are  thought  to  be  the  spores  or  fruc¬ 
tifying  parts  of  the  fungus.  This  organism 
is  found  throughout  the  tumor  mass  as 
well  as  in  the  discharge. 

Diagnosis. — Although  it  may  be  necessary  to  distinguish  carcinoma, 
sarcoma ,  syphilis,  tuberculosis  cutis,  mycetoma  and  dental  abscesses  or 
sinuses  from  this  disease,  the  presence  of  the  typical  yellowish  masses 
in  the  discharge  should  be  sufficient  evidence.  Its  common  location 
about  the  lower  jaw,  neck  and  cheeks  in  those  who  have  to  do  with  ani¬ 
mals  and  grain  products,  plus  careful  and  repeated  examination  for  the 
fungus  will  determine  the  disease  without  any  question. 

Prognosis. — Schlange  and  others  are  inclined  to  believe  that  all 
forms  of  this  disease,  except  those  involving  the  internal  organs,  have 


Fig.  169. — Actinomyces,  show¬ 
ing  the  ray  arrangement  and 
the  club-shaped  ends  of  the 
mycelial  threads  (diagram¬ 
matic  after  Ponfick). 
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a  decided  tendency  toward  spontaneous  recovery.  Although  I  believe 
that  actinomycosis  of  the  skin  is  usually  a  curable  disease,  there  is  al¬ 
ways  the  chance  of  deeper  involvement  with  pyemic  symptoms  and  fatal 
results.  When  the  orbit,  upper  jaw  or  viscera  are  extensively  involved 
the  prognosis  is  naturally  poor. 

Treatment  is  usually  surgical  and  antiparasitic.  Complete  removal 
in  suitable  cases  is  ideal,  but  it  is  usually  not  possible  when  sinuses  and 
cavities  have  developed,  for  these  need  to  be  curetted  and  treated  anti- 
septically.  Among  antiparasitic  measures  for  intertissue  treatment  of 
the  growths  either  before  or  after  external  rupture,  the  electrochemic 
method  of  Gautier  should  be  mentioned.  This  consists  in  inserting  two 
platinum  needles  into  the  tumor  and  passing  a  current  of  fifty  milliam- 
peres  through  its  substance,  injecting  at  the  same  time  a  few  drops  of  a 
10  per  cent,  solution  of  potassium  iodid.  Nascent  iodin  is  set  free  in  the 
tissues,  and  the  treatment  can  be  kept  up  in  different  parts  of  the  growth 
for  about  twenty  minutes.  It  is  too  painful  to  be  employed  without  an 
anesthetic  but  most  satisfactory  results  have  been  reported  by  Gautier, 
Darier  and  others.  Usually  a  successful  treatment  consists  in  the  ad¬ 
ministering  of  moderate  or  large  doses  of  potassium  iodid,  together  with 
thorough  local  antiparasitic  or  cleansing  treatment,  such  as  injections 
into  the  growth  of  dilute  tincture  of  iodin,  or  the  persistent  use  of 
hydrogen  peroxid. 

In  my  own  cases  I  have  made  frequent  use  locally  of  the  X-rays, 
high-frequency  sparking  and  mild  fulguration,  and  have  invariably  pre¬ 
scribed  the  indicated  remedy  during  the  periods  of  remission  from  the 
iodid  treatment.  I  have  observed  four  cases,  the  first  two  to  be  men¬ 
tioned  being  in  men  and  the  last  two  in  women.  One  involving  a  large 
part  of  both  legs  (see  illustrations)  was  completely  cured  in  a  year’s 
time  by  the  use  of  potassium  iodid  in  gradually  increasing  doses  with 
Calcarea  fluorica  6x,  as  an  intercurrent  remedy.  Dilute  hydrogen  per¬ 
oxid  was  injected  twice  daily  into  all  openings.  The  second  case  involv¬ 
ing  the  neck  and  jaw  was  cured  in  three  months  with  the  same  methods. 
The  third  case  involving  the  palm  of  one  hand  was  cured  in  two  months 
with  the  same  methods,  with  the  addition  of  Hepar  sulphur  3X.  The 
fourth  case  presented  lesions  on  the  right  cheek  and  jaw  and  was  cured 
in  six  months  by  the  iodids,  X-rays  and  fulguration.  The  ray  fungus 
was  found  microscopically  in  the  first  three  cases  without  any  difficulty. 
Physiological  methods  are  always  indicated.  Kali  brom.  and  Silicea 
have  been  used  to  advantage  in  addition  to  the  drugs  mentioned. 


MYCETOMA 

( Podelcoma ;  Ulcus  grave ;  Madura  foot ;  Fungus  foot  of  India) 

Definition. — An  endemic  parasitic  disease  caused  by  a  vegetable 
fungus,  usually  confined  to  the  feet,  legs  or  hands  and  characterized  by 
disintegration  of  the  skin  and  deeper  structures. 

Symptoms. — While  insidious  and  superficial  in  its  onset,  in  time 
there  may  appear  edema,  swelling,  large  vesicles,  papules,  pustules  and 
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nodules,  which  break  down  and  give  exit  to  a  thin  seropurulent  or 
sanious  discharge  containing  blackish  or  paler  yellowish-white  granules. 
In  mild  cases  a  single  finger  or  toe  may  be  involved  but  in  others  the 
lesions  may  be  numerous.  The  disease  usually  progresses  slowly  by 
tunneling  into  the  tissues  for  months  or  years  until  the  feet  or  other 
parts  affected  become  riddled  with  sinuses,  extending  not  only  into  the 
softer  parts  but  involving  the  periosteum  and  bones.  Though  the  dis¬ 
ease  may  last  for  twenty  or  thirty  years,  the  whole  foot  often  becomes 
involved  in  from  two  to  six  years  and  swollen  to  two  or  three  times 
its  natural  size.  The  leg  and  hand,  rarely  the  scrotum  and  other  parts, 
are  sometimes  attacked  and  the  condition  tends  to  increase  progressively, 
unless  arrested  by  treatment,  until  the  patient  dies  from  exhaustion  or 
some  other  intercurrent  disease.  There  is  a  striking  absence  of  adenitis 
and  septic  poisoning  occurs  only  when  due  to  some  secondary  process. 

Etiology  and  Pathology. — This  condition  is  endemic  in  India,  has 
never  occurred  in  Europe  and  only  five  authentic  cases  have  been  re¬ 
ported  in  the  United  States.  Males  are  more  apt  to  be  attacked  than 
females  because  they  work  barefooted  in  the  fields  and  a  slight  trau¬ 
matism  or  break  in  the  cutaneous  surface  of  the  foot  affords  the  neces¬ 
sary  point  of  entrance  for  the  causative  actinomyces  Madura  which 
consist  of  mycelium  presenting  branching  threads  and  ovoid  spores. 
This  disease  so  closely  resembles  actinomycosis  and  the  clinical  similar¬ 
ity  is  so  marked,  that  some  authorities  feel  that  the  etiological  fungus 
is  the  same.  But  this  is  not  so,  because  the  actinomyces  are  brilliantly 
colored  by  acid  fuchsin,  while  the  fungus  found  in  mycetoma  is  not 
materially  affected.  The  granules  mentioned  as  occurring  in  the  dis¬ 
charge  are  either  black,  like  grains  of  gunpowder  or  poppy  seeds,  or 
if  paler  they  resemble  fish-roe.  These  bodies  contain  the  pathological 
fungus. 

Diagnosis. — Mycetoma  when  well  developed,  especially  where  the 
disease  is  endemic,  could  hardly  be  mistaken  for  any  other  disease.  Add 
to  this  the  region  involved,  the  presence  of  the  black  or  paler  bodies  in 
the  discharge,  the  absence  of  any  visceral  involvement  and  there  should 
be  no  difficulty  in  differentiating  it  from  actinomycosis  of  the  skin. 

Prognosis  and  Treatment. — Spontaneous  cures  are  unknown  and 
a  chronic  course  may  be  expected  unless  prompt  treatment  is  instituted. 
This  consists  in  early,  complete  and  thorough  surgical  removal  of  the 
diseased  part,  together  with  the  internal  use  of  potassium  iodid  in  grad¬ 
ually  increasing  doses.  Amputation  may  be  indicated  but  should  be 
well  beyond  the  limits  of  the  affected  parts  to  be  at  all  curative. 


SPOROTRICHOSIS 

Definition. — A  chronic  or  more  rarely  an  acute,  infectious  disease 
caused  by  local  inoculation,  and  followed  by  multiple  cutaneous  and 
subcutaneous  nodules  which  suppurate  and  ulcerate. 

Symptoms. — This  condition  in  man  was  first  described  by  Schenck 
in  1898,  and  about  one  hundred  cases  have  so  far  been  reported.  Acci- 
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dental  inoculation  is  followed  by  a  fairly  uniform  period  of  incubation 
of  from  six  to  twelve  days.  The  site  of  the  primary  infection  is  usually 
on  the  hand  and  forearm,  although  the  neck,  face,  feet  and  other  regions 
may  be  involved.  The  cutaneous  manifestation  consists  of  firm,  indo¬ 
lent,  superficial  or  deep  nodules  which  in  the  course  of  from  three  to 
six  weeks  soften  and  ulcerate,  giving  forth  a  serous  discharge  which 
may  come  from  fistulous  communication  with  deep  seated  abscesses. 
These  sporotrichotic  gummata  are  usually  multiple  and  commonly  de¬ 
velop  along  the  line  of  the  lymphatic  vessels,  and  when  once  ulceration 
has  been  established,  the  lesions  are  surrounded  by  a  deep  or  purplish- 
red  areola.  Adenitis  often  complicates  and  the  deeper  structures,  such 
as  the  bones  and  muscles,  may  be  affected.  Two  divisions  of  these  cases 
have  been  made  clinically;  those  that  run  a  chronic  afebrile  course  with 
little  general  disturbance,  and  a  rarer  form  which  is  acute  with  high 
fever,  loss  of  weight,  prostration  and  digestive  disturbances. 

Etiology  and  Pathology. — The  causal  factor  is  a  fungus,  the 
sporo  trie  Ilium,  discovered  by  Schenck.  While  this  can  rarely  be  found 
in  the  lesions,  it  is  readily  cultured  on  almost  any  of  the  ordinary  media, 
of  which  Sabouraud’s  peptone-glucose-agar  is  the  best.  De  Beurmann 
and  others  have  produced  the  disease  experimentally  in  the  guinea  pig, 
cat,  rat,  mouse  and  monkey.  Pathologically  this  disease  is  a  chronic, 
nodular,  suppurative  condition  which  presents  a  mixture  of  three  types 
of  reaction — (1)  the  lymphoconnective  tissue  or  syphiloid;  (2)  an 
epithelioid  or  tuberculoid;  and  (3)  a  polynuclear  or  suppurative. 

Diagnosis  should  always  be  affirmed  or  disproved  by  cultural  meth¬ 
ods,  because  the  different  stages  of  the  disease  present  varying  symp¬ 
toms  which  make  it  hard  to  establish  a  positive  diagnosis.  Syphilis, 
tuberculosis  cutis,  furunculosis  and  blastomycosis  may  need  to  be  con¬ 
sidered. 

Prognosis  and  Treatment. — Most  cases  recover  under  appropriate 
treatment  which  may  be  summed  up  as  potassium  iodid  in  moderate  or 
large  doses,  plus  the  local  application  to  open  lesions  of  Lugol’s  solution 
or  any  other  weak  iodin  preparation.  The  X-rays  have  been  recom¬ 
mended  and  surgical  interference  may  be  necessary  where  pus  needs  to 
be  evacuated.  Bier’s  suction  cups  are  useful  in  this  procedure. 


ORIENTAL  SORE 

{Delhi  boil;  Aleppo  evil;  Endemic  boils;  Biskra  button;  Gafsa  button ; 

Natal  sore;  Oriental  boil ) 

Definition. — An  endemic,  specific  granuloma  of  the  skin,  charac¬ 
terized  by  a  papule  which  enlarges  peripherally  with  scaling  or  crusting 
and  finally  develops  into  an  indolent  ulcer. 

Symptoms. — One,  several  or  sometimes  many  lesions  may  appear 
usually  on  the  face  (especially  in  the  young)  or  on  the  hands,  arms, 
feet  and  legs.  The  scalp,  trunk,  palms  and  soles  are  usually  exempt. 
The  initial  lesion  is  a  small,  itchy,  red  papule  which  peripherally  en¬ 
larges  to  the  size  of  a  pea  and  is  usually  covered  by  smooth,  shining, 
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red,  slightly  elevated  and  unbroken  skin.  Later  a  scale  develops  in  the 
central  portion  of  the  papule  and  a  slightly  depressed  opening  may  be 
seen  from  which  a  serous  fluid  oozes  which  dries  into  an  adherent  crust. 
This  crust  gradually  increases  by  segments  until  it  covers  the  whole 
papule  or  nodule  which  may  be  surrounded  by  a  red  zone  on  which 
other  papules  develop.  Beneath  this  crust,  disintegration  goes  on  for 
weeks,  until  a  round,  suppurating,  superficial  or  deep  ulcer  is  formed, 
showing  an  irregular,  sharply  defined  border  and  an  uneven  floor  par¬ 
tially  covered  with  fungating  granulations.  This  ulcer  may  reach  the 
size  of  a  silver  dollar  or,  from  the  coalescence  of  two  or  more  lesions, 
form  irregular  patches.  These  continue  to  secrete  an  offensive  seropuru- 


Fig.  170.  Fig.  171. 

Oriental  sore  is  depicted  in  these  illustrations  which  were  taken  in  Syria.  The 
“buttons”  are  readily  discernible  (courtesy  of  Dr.  Howard  Fox). 


lent  fluid  which  forms  bulky,  adherent  crusts.  After  a  variable  period 
of  some  months,  reparative  granulations  spring  up  on  the  floor  of  the 
ulcer  which  gradually  heals  at  the  borders,  causing  a  scar  which  is  as 
variable  in  appearance  as  the  disease  is  in  its  character  and  course.  It 
may  be  very  slight  or  sunken  or  pigmented  and  markedly  deforming 
when  occurring  on  the  face.  The  duration  of  the  disease  varies  from 
six  to  twelve  months  and,  while  erysipelas,  lymphangitis,  phlebitis  and 
abscesses  rarely  complicate,  there  is  ordinarily  a  lack  of  painful  sensa¬ 
tion  and  no  systemic  involvement. 

Etiology  and  Pathology. — This  disease  varies  in  certain  tropical 
countries  and  is  limited  to  some  localities  as  the  synonyms  mentioned 
under  the  title  would  imply.  It  may  be  said  to  be  contagious,  inoculable 
and  autoinoculable.  Both  sexes  and  all  nationalities  are  affected  and, 
while  it  may  occur  at  any  age,  it  is  more  common  in  childhood  and 
adolescence.  The  autumn  months  furnish  the  greatest  number  of  cases. 
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Infection  probably  takes  place  through  a  break  in  the  surface  of  the 
skin,  due  to  slight  traumatisms,  insect  bites,  blisters,  vaccination  and 
other  cutaneous  eruptions  but  a  lowered  vitality  may  predispose  to  it. 
One  attack  usually  furnishes  immunity.  Some  microorganism  is  un¬ 
doubtedly  the  causal  factor,  probably  a  protozoa  or  protozoa-like  organ¬ 
ism  similar  to  or  identical  with  the  Leishman-Donovan  bodies.  Just 
what  insect  carries  the  parasite,  whether  it  is  the  sand-fly,  the  mosquito 
or  some  other  species,  is  not  known  but  it  is  generally  admitted  that 
such  a  performance  takes  place.  Microscopic  findings  show  pronounced 
granulation  changes  in  the  corium  beneath  and  around  the  ulcer,  due  to 
the  reaction  against  some  virus. 

Diagnosis. — The  endemic  nature,  location  on  exposed  parts,  slow 
evolution,  absence  of  marked  local  or  general  disturbances  and  the  itchy 
primary  papule  which  slowly  becomes  a  desquamating  and  crusting 
nodule  followed  by  ulceration,  should  easily  differentiate  this  disease 
from  the  ordinary  furuncle  or  carbuncle  or  from  the  ecthymatous,  rupial 
or  ulcerative  lesions  of  syphilis,  lupus  vulgaris  or  yaws. 

Prognosis  and  Treatment. — While  relapses  may  occur  and  the 
formation  of  disfiguring  scars  result,  recovery  always  takes  place.  Clean¬ 
liness  and  soothing  applications,  attention  to  sanitary  and  hygienic  prin¬ 
ciples  of  living  and  avoidance  of  all  sources  of  infection  are  usually 
sufficient.  Excision,  cauterization  and  mild  antiseptics  have  been  advo¬ 
cated.  Iodin  tincture  painted  on  the  lesions,  mercurial  applications  and 
daily  forcible  spraying  with  boiled  distilled  water  at  a  high  temperature 
have  also  been  recommended. 


FRAMBESIA 

( Yaws ;  Po  lypa pillo  ma  tro p  icu  m ;  Pian ) 

Definition. — An  endemic,  markedly  contagious  disease,  character¬ 
ized  by  papules,  nodules  and  tumors  which  develop  into  exudating,  rasp¬ 
berry-like  tubercles  or  patches. 

Symptoms. — The  stage  of  incubation  of  this  disease  lasts  from  one 
to  two  weeks  during  which  there  may  be  loss  of  appetite,  fever,  exces¬ 
sive  sweating,  indefinite  pains  and  languor.  Adults  often  fail  to  show 
these  prodromata.  The  stage  of  eruption  may  be  preceded  by  a  dry, 
scaly  condition,  especially  on  the  trunk  and  legs.  These  lesions  may 
coalesce  and  cover  large  portions  of  the  body.  Some  may  disappear 
while  others  remain,  and  it  is  upon  the  latter  that  the  real  eruption  de¬ 
velops.  This  indefinite  stage  is  followed  by  the  so-called  primary  stage 
in  which  a  papule  appears  at  the  point  of  inoculation.  This  papule  is 
hard,  itchy,  and  as  it  gradually  enlarges,  presents  a  depressed  yellow 
spot  in  its  center.  The  primary  lesion  may  be  pustular  instead  of 
papular.  In  any  event  it  is  generally  extragenital,  most  commonly  ap¬ 
pearing  on  the  hands  and  face  in  children  and  on  the  extremities  in 
adults. 

During  the  development  of  this  initial  lesion  or  following  it,  the  so- 
called  secondary  stage  of  the  disease  may  be  noticed.  This  consists  of 
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pin-head-sized,  conical  papules  with  yellowish  points,  surrounded  by  a 
red  areola.  The  eruption  may  be  limited  to  one  region  or  it  may  be 
widely  distributed.  The  favorite  locations  are  the  face,  neck,  arms  and 
genitalia.  It  is  least  abundant  upon  the  trunk.  The  papules  enlarge  to 
nodules  with  appreciable  increase  in  breadth  and  become  covered  with 
yellow  crusts.  These  fall  away  leaving  exposed  a  papillomatous  sur¬ 
face  from  which  exudes  a  yellowish,  offensive  and  adhesive  fluid.  These 
larger  growths  are  often  smaller  at  the  base,  hard  and  freely  movable 
with  the  skin,  and  after  one  or  two  months’  development  have  been 
compared  in  appearance  to  a  raspberry,  strawberry  or  mulberry.  A 
tertiary  stage  of  yaws  has  been  noted  and  is  present  in  a  limited  num¬ 
ber  of  cases  in  the  form  of  ulcerations,  gummata,  enlargements  of  the 
long  bones,  synovitis  and  other  changes  bearing  a  resemblance  to  tertiary 
syphilis.  Itching  of  varying  degree  may  be  present  but  the  yaw  itself 
is  not  sensitive  or  painful. 

Etiology  and  Pathology. — This  condition  is  endemic  in  certain 
tropical  countries  especially  on  the  west  coast  of  Africa.  It  is  con¬ 
tagious,  inoculable  and  one  attack  usually  produces  an  immunity.  It  is 
found  chiefly  in  the  black  race.  Both  sexes  and  all  ages  may  be  attacked, 
but  particularly  the  children.  The  point  of  inoculation  is  usually  on  an 
exposed  part  and  nearly  always  extragenital.  It  may  be  acquired  by 
direct  or  indirect  contact  or  through  the  bites  of  flies  or  other  insects. 
Yaws  is  undoubtedly  due  to  a  microorganism,  but  the  findings  are  not 
uniform.  Castellani  named  his  organism  the  Spirocheta  pertenuis 
which  closely  resembles  the  parasite  of  syphilis.  There  are  a  few  ob¬ 
servers  who  believe  this  disease  to  be  syphilis  modified  by  local  condi¬ 
tions,  but  experiments  with  apes  and  clinical  observations  have  shown 
that  syphilis  does  not  protect  from  yaws,  nor  vice  versa.  The  patho¬ 
logical  findings  demonstrate  that  this  is  an  infective  granulomata  pre¬ 
senting  cellular  infiltration  in  the  cutis,  excessive  hypertrophic  elonga¬ 
tion  of  the  papillae  and  overgrowth  and  hyperkeratosis  of  the  epidermic 
cells. 

Diagnosis. — The  .limitation  of  this  affection  to  tropical  regions,  the 
peculiar  evolution  of  its  lesions,  duration,  etc.,  clearly  distinguish  it 
from  most  cutaneous  diseases.  The  supposition  that  it  closely  resembles 
syphilis  is  denied  by  those  who  have  had  opportunity  to  observe  both 
diseases  in  detail.  Daniels,  from  observation  of  the  disease  in  Fiji,  says 
“the  eruption  has  no  resemblance  to  primary  or  secondary  syphilis  and 
shows  none  of  the  associated  lesions  and,  if  considered  as  a  tertiary 
manifestation,  there  are  neither  primary  nor  secondary  stages,  for 
throughout  it  shows  lesions  of  exactly  the  same  character.  The  early 
lesion  of  yaws  is  not  indurated  like  a  chancre,  does  not  tend  to  become 
phagadenic  and  is  rarely  genital.  In  the  next  stage  it  is  not  symmetrical 
or  polymorphous  like  secondary  syphilis  and  the  mucous  membranes  are 
never  affected  until  later,  sometimes  years  after. 

Prognosis  and  Treatment. — The  former  is  favorable  except  in 
infants  and  debilitated  subjects.  The  duration  varies  from  three  to 
twelve  months.  The  necessary  treatment  includes  proper  hygienic  and 
sanitary  measures  as  they  relate  to  diet,  ventilation,  bathing  and  pro- 
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tection.  Owing  to  the  inoculability  of  the  disease,  cleanliness  is  im¬ 
portant  and  antiseptic,  protective  dressings  are  always  necessary.  Boric 
acid  and  mercuric  chlorid  lotions  and  mercurial  ointments  may  be  used. 
Curetting  and  mild  cauterization  are  often  advisable  for  the  obstinate 
lesions.  It  is  essential  to  prevent  the  spread  of  the  disease,  hence  the 
house  or  room  occupied,  and  the  clothing  and  linen  used  should  be  thor¬ 
oughly  disinfected.  Salvarsan  and  neosalvarsan  have  been  found  nearly 
specific  for  this  disease  but  mercury  and  the  iodids  are  of  value. 


GANGOSA 

( Rhinopharyngitis  mutilans ) 

This  rare  endemic  disease  has  been  found  in  Panama  Bolivia, 
Guiana,  Jamaica  and  other  parts  of  the  West  Indies  and  in  some  of  the 
Pacific  islands,  especially  the  island  of  Guam,  where  it  has  existed  for 
at  least  150  years  and  involves  2  per  cent,  or  more  of  the  natives.  It  is 
characterized  by  a  destructive  ulceration  of  the  soft  palate,  pillars  or 
uvula,  with  secondary  involvement  of  the  hard  palate,  nasal  cavity, 
larynx  and  the  cutaneous  surface  of  the  face.  Systemic  involvement 
is  usually  mild,  although  the  destructive  process  may  run  an  acute  or 
chronic  course  and  terminate  with  simple  scarring  or  extensive  mutila¬ 
tion  following  wide  destruction  of  tissue.  It  is  progressive,  taking 
from  one  to  several  years  for  its  development. 

Etiology,  Pathology  and  Diagnosis. — Gangosa  is  rare  in  the  very 
young  or  very  old.  Pure  blooded  natives  are  those  usually  afflicted. 
The  condition  is  transmissible  by  direct  contact  but  there  is  no  uniform 
opinion  as  to  the  causative  organism.  Where  patients  have  been  segre¬ 
gated,  the  disease  has  been  much  diminished  and  there  is  every  reason 
to  believe  that  it  is  not  related  to  syphilis ;  blastomycosis ,  lupus  vulgaris, 
actinomycosis  or  rhino  scleroma.  Histologically  it  closely  resembles  tu¬ 
berculosis  and  the  process  is  probably  granulomatous  in  nature. 

Prognosis  and  Treatment. — Unless  modified  by  treatment  the 
disease  continues  indefinitely,  although  it  never  kills.  The  treatment  is 
unsatisfactory  but  calls  for  segregation,  improved  hygiene,  antiseptics 
and  deodorants,  of  which  a  1  per  cent,  potassium  permanganate  solution 
is  the  best.  Cauterization  of  the  involved  mucous  membranes,  local  ap¬ 
plication  of  tincture  of  iodin,  the  X-rays  and  mild  fulguration  have 
all  been  recommended. 


VERRUGA  PERUANA 

( Verruga ;  Oroya  fever;  Carrions  disease;  Peruvian  zoarts) 

Definition. — A  specific,  febrile,  infectious  and  inoculable  disease, 
endemic  in  certain  valleys  of  the  Peruvian  Andes,  and  presenting  pin¬ 
head-sized  or  larger,  reddish,  rounded,  itching,  wart-like  lesions. 

Symptoms. — This  disease  which  may  attack  both  natives  and  for- 
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eigners  who  pass  through  its  endemic  locality,  begins  some  weeks  after 
inoculation,  with  fever,  profound  anemia  and  considerable  pain  in  the 
muscles,  bones  and  joints.  The  cutaneous  symptoms  appear  in  from 
three  weeks  to  six  months  after  the  inoculation  and  usually  occur  first 
on  the  face  and  extremities,  later  appearing  elsewhere  on  the  skin  as 
well  as  on  the  mucous  and  serous  membranes.  The  initial  lesions  are 
itchy,  red,  pin-head-  to  pea-sized  macules,  papules  or  vesicles.  Later 
they  become  warty  or  vegetating,  increase  in  size  and  may  be  sessile  or 
pedunculated.  When  these  growths  become  larger,  they  may  be  very 
painful,  ulcerated  and  bleed  freely.  They  may  be  discrete  or  confluent, 
in  small  or  large  areas,  but  after  a  variable  period  running  into  months 
they  undergo  involution  and  become  scaly  or  horny  and  disappear  with¬ 
out  scarring,  unless  ulceration  has  occurred. 

Etiology  and  Pathology. — The  endemic  nature  of  this  disease  has 
been  mentioned  although  rarely  a  sporadic  case  may  be  found.  It  is 
transmissible  by  inoculation  and  attacks  both  sexes  at  all  ages.  De¬ 
bility  from  such  causes  as  a  moist  or  warm  climate  or  malaria  may  act 
as  a  predisposing  factor,  but  the  essential  cause  is  a  bacillus  that  has 
specific  staining  qualities  and  is  somewhat  larger  than  the  tubercle  ba¬ 
cillus.  Microscopically  the  lesions  resemble  sarcoma  or  the  infective 
granulomata  and  the  connective  tissue  growths  in  the  upper  part  of  the 
corium  are  apt  to  be  vascular  or  even  cavernous. 

Diagnosis. — Verruga  in  the  preemptive  stage  may  be  difficult  to 
differentiate  because  rheumatism,  malaria  and  the  pains  of  syphilis  may 
resemble  it.  A  history  of  travel  or  residence  in  an  endemic  district 
should  be  significant  and  when  the  eruption  appears  the  disease  is  easy 
to  recognize. 

Prognosis  and  Treatment. — The  former  is  always  grave  for  the 
mortality  rate  is  from  6  to  12  per  cent,  among  the  natives  and 
much  higher  among  the  whites  or  in  certain  epidemics.  The  disease 
often  lasts  for  weeks  or  months  and  it  is  wise  that  nothing  be  done  to 
discourage  the  eruptive  tendency.  Hence  physiological  principles  such 
as  a  sustaining  diet,  etc.,  and  removal  from  the  affected  region  to  the 
seashore  are  advisable.  The  following  remedies  have  many  points  of 
similarity  to  the  symptoms  presented:  Condurango,  Kali  brom.,  Lach., 
Petro.,  Phos.,  and  Thuja. 


CARCINOMA  CUTIS 

This  title  properly  includes  epithelioma  and  Paget’s  disease  which 
are  of  special  interest  to  the  dermatologist  and  will  be  considered  sepa¬ 
rately,  but  it  is  necessary  to  consider  several  other  types  which  usually 
belong  to  the  domain  of  surgery.  These  are  lenticular  carcinoma, 
tuberose  carcinoma  and  pigmented  carcinoma. 

Lenticular  carcinoma  usually  occurs  over  a  carcinomatous  female 
breast,  either  before  or  after  amputation  of  the  primary  tumor.  It 
presents  several  whitish  or  pinkish  papules  or  nodules  firmly  imbedded 
in  the  skin  with  pronounced  or  slight  elevation.  At  first  of  pin-head-  to 
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pea-size,  they  may  reach  the  diameter  of  two  inches  or  more  and  by 
extension,  growth,  multiplication  or  coalescence  form  extensive,  hard, 
nodular  areas.  The  covering  skin  is  red  or  pink  in  color,  hard  in  texture, 
with  enlarged  capillaries  scattered  irregularly  about.  A  considerable 
portion  of  the  chest,  anterior  and  posterior,  may  be  involved  to  such  an 
extent  as  to  interfere  with  the  respiratory  action  and  free  mobility 
( cancer  en  cuirasse).  Steady  progress  with  ultimate  ulceration  ending 
with  a  fatal  marasmus  is  the  rule. 

Tuberose  or  nodular  carcinoma  is  a  rarer  variety  usually  occurring 
on  the  face  of  old  people  but  it  may  develop  elsewhere  and  at  an  earlier 


Fig.  172. — Tuberose  or  nodular  car-  Fig.  173. — Epithelioma,  rodent  ulcer 

cinoma.  type. 


age.  Its  nodular  lesions,  larger  than  those  of  the  lenticular  type,  are 
scirrhous  in  character,  pea-  to  egg-sized,  firm,  deep  seated,  flat  or  ele¬ 
vated  and  of  a  violet  or  brownish-red  color.  Eventually  these  growths 
ulcerate,  resulting  in  deep  destruction  of  tissue  and  the  ulceration  may 
reach  a  remarkable  size,  presenting  an  indurated  and  elevated  margin 
as  in  epithelioma.  The  condition  may  run  a  rapid  or  slow  course  but 
eventually  cachexia  and  metastasis  to  internal  organs  will  cause  a  fatal 
ending. 

Pigmented  or  melanotic  carcinoma  is  a  form  of  pigmented  tumor  that 
is  not  as  rare  as  was  formerly  thought  and  usually  develops  from  moles 
or  nevi.  They  were  formerly  considered  sarcomatous.  They  may  be 
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single  or  multiple,  soft  or  hard,  localized  or  generalized,  black,  blue  or 
slate-colored,  grow  rapidly,  ulcerate  easily  and  run  a  malignant  course. 
They  vary  in  size  from  a  small  pea  to  a  cherry  or  larger  and  may  be 
rounded,  flattened,  fungoidal  or  wart-like.  This  variety  runs  an  ex¬ 
tremely  rapid  course  and  internal  involvement  soon  causes  a  fatal 
ending. 

Etiology  and  Pathology. — These  will  be  discussed  more  in  detail 
under  epithelioma.  Sufficient  to  say  that  the  causes  are  as  yet  unknown 
and  that  carcinoma  cutis  is  epitheliomatous. 

Diagnosis  of  carcinoma  cutis  rests  on  its  possible  existence  else¬ 
where  in  the  body  and  a  knowledge  of  the  evolution  of  the  cutaneous 
lesions.  By  a  careful  comparison  of  lesions  and  symptoms  it  can  be 
distinguished  from  other  growths,  especially  from  the  tubercles  of  lupus , 
syphilis  or  leprosy. 

Prognosis  and  Treatment. — The  former  is  bad  but  the  advance 
of  the  disease  may  be  held  in  check  for  a  comparatively  long  period  by 
the  proper  treatment.  Operative  measures  are  indicated  when  possible, 
but  if  unadvisable,  the  X-rays  or  fulguration  can  be  persistently  and 
carefully  applied,  thus  arresting  the  progress  of  the  disease  and  reliev¬ 
ing  the  local  pain.  The  hypodermic  use  of  arsenic  should  be  tried  and 
the  following  remedies  have  been  known  to  arrest  or  mitigate  the  symp¬ 
toms  in  some  cases:  Arsen.,  Carbo.  veg.,  Chelid.,  Condurango,  Euphor., 
Hydras.,  Kali  phos.,  Kreos.  and  Phytolacca. 

EPITHELIOMA 

( Cancroid ;  Carcinoma  epitheliale ;  Epithelial  cancer;  Skin  cancer ) 

Definition. — A  chronic,  progressive  new-growth  originating  in  the 
epithelium  of  cutaneous  or  mucous  structures  and  presenting  a  marked 
destructive  tendency. 

Symptoms. — Epithelioma  is  the  variety  of  cancer  usually  observed 
by  the  dermatologist  and  is  probably  the  commonest  form  of  cancer. 
For  descriptive  and  instructive  purposes  it  is  divided  into  three  types; 
superficial,  deep  and  papillary. 

The  superficial,  flat  or  discoid  variety  may  start  as  a  small,  firm 
papule  or  tubercle,  as  an  aggregation  of  two  or  more  such  lesions,  as  a 
warty  elevation,  as  a  fleshy  mole,  as  a  rounded  roughened  keratotic  spot 
or  as  a  greasy  seborrheic  patch.  No  matter  what  the  origin,  the  lesions 
become  abraided  or  fissured  and,  after  a  variable  period,  are  covered 
with  a  thin  crust  which  persistently  reappears  after  removal.  Ulceration 
at  the  center  occurs  in  time  and  the  margin  of  this  slowly  spreading 
ulcer  is  always  elevated  and  hard  with  a  nodular  or  pearly  roll-like  ap¬ 
pearance.  The  ulcer  is  often  covered  with  a  hard  crust  consisting  of 
dried  blood  and  serum,  but  the  discharge  is  never  as  profuse  and  puru¬ 
lent  as  in  syphilitic  ulceration.  There  may  be  some  bleeding  on  irrita¬ 
tion  but  the  pain  is  usually  very  slight.  Ulceration  never  extends  to 
much  depth  until  after  several  years’  duration  and  there  is  a  tendency  to 
scar  formation  in  the  older  parts  of  the  lesion.  Superficial  epithelioma 
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is  slow  in  progress,  and  as  compared  with  other  forms  of  cancer,  rela¬ 
tively  benign.  While  the  lymph-glands  are  seldom  involved  during  the 
early  course,  there  is  always  the  chance  of  their  final  involvement. 

In  some  cases  this  disease  takes  the  form  known  as  rodent  ulcer 
which  is  characterized  by  an  almost  absolute  limitation  to  the  upper  part 
of  the  face,  especially  about  the  eyelids,  nose,  and  temples,  by  its  slow 
course,  painlessness,  slight  new-growth  in  proportion  to  the  ulceration 
and  by  the  absence  of  metastasis  or  cachexia.  This  form  starts  as  a 


Fig.  174.— Epithelioma,  deep  seated  or 
nodular  type  of  a  purplish-red  color. 
Many  therapeutic  measures  were 
used,  but  all  were  ineffectual. 


Fig.  175. — Epithelioma,  rodent  ulcer 
type  which  has  increased  to  its  pres¬ 
ent  dimensions  by  steady  lateral 
spreading. 


small,  soft,  brownish  or  reddish  nodule  that  ulcerates  by  steady  lateral 
spreading  with  little  or  no  elevated  or  infiltrated  border. 

The  deep  seated  or  nodular  variety  may  start  from  the  superficial 
type  or  from  a  nodule  in  the  skin  or  subcutaneous  tissue.  The  lesion  is 
at  first  pea-sized  and  increases  gradually  to  the  size  of  a  cherry  or  larger. 
It  is  firm,  indurated,  flat  or  round,  of  a  shining  red  or  purplish  color. 
Ulceration  occurs  centrally  in  a  few  months  and  presents  prominent,  in¬ 
filtrated,  inflammatory  borders  with  an  uneven,  reddened,  easily  bleed¬ 
ing  base.  The  discharge  causes  crusting  which  quickly  reforms  when 
removed.  This  type  of  epithelioma  is  more  acute  than  the  superficial 
kind  and  presents  marked  lymphatic  involvement,  pains  of  a  burning  or 
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neuralgic  type,  and  the  formation  of  metastatic  tumors  in  the  viscera. 
The  patient  usually  succumbs  to  exhaustion  from  hemorrhage  or  ma¬ 
rasmus. 

The  papillary  variety  may  develop  from  the  superficial  or  deep  va¬ 
rieties  or  begin  primarily  as  a  warty  growth.  It  varies  in  size  from  a 
pea  to  a  bean  or  larger,  is  lobulated,  spongy,  warty,  cauliflower-like  or 
pedunculated,  dry,  covered  with  yellowish  scales,  or  moist  with  granu¬ 
lations  which  secrete  more  or  less  actively.  Its  course  is  eventually  ma- 


Fig.  176. — Epithelioma,  papillary  vari-  Fig.  177. — Same  as  Fig.  176,  after  the 
ety  which  originated  from  a  warty  application  of  pyrogallol  and  other 

growth.  caustics,  as  well  as  the  X-rays. 


lignant  although  there  may  be  an  intermediate  state  with  fissures  and 
ulceration.  The  final  history  is  that  of  the  other  forms. 

A  full  description  of  epithelioma  involving  the  lips ,  tongue  and 
genitals  may  properly  be  found  in  any  text  book  on  surgery,  so  that  the 
following  description  is  by  no  means  comprehensive.  Epithelioma  of 
the  lip  (usually  the  lower  lip)  starts  as  a  slight  abrasion,  crack,  small 
papule  or  warty  lesion.  It  is  attended  with  more  or  less  infiltration  and 
may  be  granular  in  appearance  or  crusted.  Cancer  of  the  tongue  be¬ 
gins  as  an  abrasion  or  fissure  from  some  slight  irritation,  which  develops 
into  a  superficial  ulcer  with  infiltration  and  usually  rapid  destruction. 
When  epithelioma  involves  the  genital  organs,  it  often  starts  from  an 
abrasion  or  warty  growth  and  is  usually  papillary  in  variety. 
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Epithelioma  shows  a  great  preference  for  the  face,  especially  the 
nose,  eyelids  and  lower  lip  and  less  often  the  forehead,  ears,  back  of 
hands  or  genitalia.  The  growths  are  usually  single  but  they  may  be 
multiple  as  is  seen  in  the  case  of  cancerous  degeneration  of  numerous, 
scattered,  senile  seborrheic  patches. 

Etiology. — Skin  cancers  most  commonly  occur  after  middle  life, 
usually  after  the  age  of  fifty  or  sixty,  although  all  dermatologists  have 


Fig.  178. — Epithelioma,  superficial  or  discoid  variety  of  an  acute  nature. 


Fig.  179. — The  same  as  Fig.  178,  showing  the  cure  of  the  lesion  by  arsenical 

paste  (courtesy  of  Dr.  George  Royal). 

noted  exceptions  to  this  general  rule.  One  of  my  most  recent  cases 
occurred  in  a  girl  of  fourteen  years  and  involved  the  inner  aspect  of  one 
cheek.  Although  the  exact  cause  of  cancer  is  unknown,  there  are  sev¬ 
eral  factors  that  are  considered  as  contributory.  These  may  be  briefly 
summed  up  as  chronic  irritations  of  some  part  of  the  surface  tissue 
which  may  be  predisposed  to  abnormal  growths  of  epithelium  either 
from  some  condition  of  middle  life  or  rarely  from  hereditary  influence. 
Exposure  to  air  and  touch,  irritation  of  a  sharp  or  uneven  tooth  on  the 
tongue,  habitual  pressure  of  a  pipe  stem  on  the  tongue  or  lip,  repeated 
excoriation  of  warts,  nevi  or  other  benign  growths,  scratching  to  re- 


422 


XKW -GROWTHS 


lieve  chronic  pruritus,  prolonged  inflammation  of  a  psoriatic  patch,  any 
persistent  ulcerating  lesion,  long  and  repeated  contact  of  irritating  sub¬ 
stances  with  the  skin,  such  as  tar,  soot,  paraffin  and  the  like,  all  of  these 
may  be  included  under  the  general  term  of  chronic  or  persistent  irrita¬ 
tions.  Chemic  rays  of  light  no  doubt  act  as  an  irritant  and  X-ray  can¬ 
cers  are  probably  produced  in  a  similar  way.  It  is  interesting  to  note  in 
this  connection  that  cancer  on  the  faces  of  negroes  is  extremely  rare 
because  the  dark  pigment  acts  as  a  protection. 

Pathology. — All  varieties  of  epitheliomata  have  their  origin  in  pre¬ 
existing  epithelium.  Briefly  stated,  there  is  a  proliferation  of  epithelial 
cells  from  the  epidermis  or  mucous  membrane  or  from  the  epithelium 


Fig.  180.— Epithelioma,  nodular  variety  Fig.  181. — Showing  the  cure  of  Fig. 
of  many  years’  duration,  and  slow  180  by  repeated  X-raying  (courtesy 

indolent  growth.  of  Dr.  S.  K.  Royle). 

of  the  hair-follicles  or  glands.  This  growth  extends  downward  into 
tissues  where  it  is  not  normally  found  and  inflammatory  conditions  are 
thereby  induced.  Histologically  speaking,  two  main  types  may  be  con¬ 
sidered,  the  lobulated  and  the  tubular.  The  former,  which  is  more  fre¬ 
quent,  consists  of  a  massing  of  the  new-growth  in  the  form  of  lobules, 
each  one  of  which  is  composed  of  concentric  strata  of  cells — from  those 
of  the  rete  to  those  of  the  corneous  layer.  Only  imperfect  cornification 
can  be  noted  in  the  innermost  cells  which,  from  pressure,  form  the  cell- 
nests.  In  the  tubular  type,  the  new-growth  takes  the  form  of  cvlindric 
processes  which  anastomose  with  each  other.  The  cells  are  smaller 
than  those  found  in  the  lobulated  variety  and  there  is  no  tendency  to 
horny  changes  or  to  the  formation  of  cell-nests.  Rodent  ulcer  is,  patho¬ 
logically,  a  tubular  epithelioma.  All  of  the  so-called  microorganisms 
which  have  been  reported  to  date  appear  to  be  due  to  cell  degeneration. 
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Diagnosis. — If  the  characteristic  features  of  epithelioma  are  remem¬ 
bered,  there  will  seldom  arise  any  difficulty  in  diagnosis.  The  frequent 
occurrence  of  epithelioma  in  or  after  middle  life,  its  usual  appearance 
at  the  seat  of  some  surface  irritation  of  a  papular  or  nodular  growth, 
its  early  or  late  transformation  into  a  chronic  ulcer  with  firm,  elevated, 
everted  or  undermined  edges,  frequently  attended  with  lancinating  pains, 
are  the  main  points  in  diagnosis. 

Lupus  vulgaris  usually  begins  in  early  life,  exhibits  soft  brownish 
tubercules,  pursues  a  slow  chronic  and  often  painless  course,  while 
epithelioma  commonly  begins  in  late  life,  does  not  develop  soft  tubercles, 
may  pursue  a  relatively  rapid  course  and  is  usually  attended  with  lan¬ 
cinating  pains  in  the  ulcerative  stage. 

The  chancre  of  syphilis  when  situated  on  the  lips  or  tongue  is  more 
acute  in  course  and  attended  with  an  earlier  swelling  of  the  neighboring 
glands  than  epithelioma.  The  appearance  of  the  secondary  eruption  or 
other  signs  of  syphilis  will  remove  all  doubt.  From  the  ulcerating  syph¬ 
ilid  an  epitheliomatous  ulcer  is  distinguished  by  its  firm,  waxy  and  ele¬ 
vated  edges,  single  lesion  and  finally  by  an  absence  of  any  tendency  to 
heal  and  a  failure  to  respond  to  specific  internal  treatment. 

A  tuberculous  ulcer  of  the  mouth,  lips  or  other  orifice  may  be  distin¬ 
guished  from  epithelioma  by  its  soft  border,  the  presence  of  miliary 
tubercles  in  the  adjacent  mucous  membrane  and  by  the  evidence  of  inter¬ 
nal  tuberculosis. 

Seborrheic  zuarts  and  moles  in  elderly  individuals  are  not  always 
easily  differentiated  from  the  early  stage  of  epithelioma,  as  it  is  known 
that  they  may  become  the  seat  of  the  latter.  Any  induration  about  the 
base  of  a  senile  mole  or  wart,  especially  if  attended  with  pain,  should 
arouse  a  suspicion  of  cancerous  degeneration. 

Prognosis  depends  upon  the  variety,  extent,  duration  and  rapidity 
of  the  individual  case,  plus  the  chance  of  care  and  persistent  treatment. 
Though  some  cases  are  rapidly  fatal,  many  continue  for  years  without 
involving  the  general  health  and  most  superficial  epithelioma  can  be 
cured.  The  deeper  forms  and  those  with  lymphatic  involvement  are  usu¬ 
ally  incurable.  Epithelioma  involving  the  genitals  and  mucous  mem¬ 
branes  are  usually  stubborn  to  treat. 

Treatment. — The  location  and  extent  of  the  disease,  as  well  as  the 
facilities  at  hand  and  the  patient’s  preference,  must  govern  the  form 
of  treatment.  In  all  cases  the  object  is  to  remove  or  destroy  the  new- 
growth.  Excision,  from  the  purely  surgical  standpoint,  is  no  doubt  the 
best  treatment  for  deep  growths  associated  with  glandular  enlargement 
and  those  of  mucous  membranes.  Radical  surgical  measures  are  not 
onlv  unnecessary  for  superficial  epithelioma,  presenting  no  advantages 
over  simpler  methods,  but  are  unwise  in  many  cases  because  of  the 
nervous  shock  of  an  operation,  the  poor  cosmetic  effect  and  the  great 
chance  of  recurrence.  The  combination  of  superficial  curettage  with 
the  application  of  one  of  the  following:  pyrogallic  acid,  zinc  chlorid, 
caustic  potash  or  arsenic,  has  been  used  for  a  long  time  in  the  treatment 
of  superficial  epithelioma.  Zinc  chlorid  and  caustic  potash  are  power¬ 
ful  and  often  painful  agents  and  are  seldom  employed  at  the  present 
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time.  If  the  latter  should  be  used,  the  stick  is  preferable  and  if  action 
beyond  a  few  minutes  is  not  desired,  dilute  acetic  acid  or  vinegar  may  be 
applied. 

1  prefer  pyrogallic  acid  and  employ  it  in  the  following  manner. 
When  the  lesions  begin  to  ulcerate,  they  may  be  thoroughly  scraped 
with  a  dermal  curette  with  or  without  the  previous  use  of  cocain,  the 
consequent  bleeding  arrested  by  pressure  and  the  surface  covered  with 
pyrogallic  acid  crystals.  This  causes  almost  immediately  a  watery  exu¬ 
dation  from  the  surface  and  the  appearance  of  a  black  deposit.  This 
later  forms  a  complete  crust,  which  may  be  allowed  to  remain  in  place 


Figs.  182,  183,  184,  185  and  186. — Dermal  curettes  of  various  shapes  and  sizes 
(one-half  to  three-quarters  of  their  actual  size). 

for  three  to  six  days,  then  removed,  the  parts  thoroughly  cleansed  with 
hot  water  and  the  application  renewed.  If  irritation  arises  from  this 
treatment,  aristol  powder  may  be  substituted  until  the  irritation  has  sub¬ 
sided  or  an  ointment  of  pyrogallic  acid  (io  per  cent.)  may  be  substi¬ 
tuted  for  daily  use.  In  most  cases  this  method  of  treatment  is  unat¬ 
tended  with  pain  and  if  the  curette  is  used  to  scrape  away  the  diseased 
tissue  before  each  weekly  or  semi-weekly  dressing,  it  is  often  very 
effective.  If  unusual  irritation  arise,  pyrogallic  acid  in  any  form  should 
he  discontinued  and  a  simple  to  per  cent,  boric  acid  ointment  employed 
until  all  signs  of  irritation  have  disappeared.  The  latter  ointment  may 
also  be  used  during  the  process  of  healing  after  the  destructive  applica¬ 
tion  is  no  longer  needed.  An  ulcerating  epithelioma  may  he  treated 
without  previous  curettage  with  a  25  to  40  per  cent,  pyrogallic  acid 
ointment  but  the  surface  should  be  well  cleansed  before  each  fresh 
application. 
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Arsenic  which  has  an  elective  affinity  for  epitheliomatous  growths, 
both  from  an  external  and  internal  standpoint,  is  a  desirable  caustic  to 
employ  in  many  cases.  One  of  the  best  preparations  consists  of  pow¬ 
dered  arsenious  acid,  1  part  to  80  to  150  of  a  solution  of  equal  parts 
of  absolute  ethyl  alcohol  and  distilled  water.  It  is  applied  in  the  fol¬ 
lowing  manner: — the  lesion  is  cleansed  with  very  hot  water  and  if 
necessary  scraped  with  a  curette,  bleeding  controlled  by  pressure  and 
the  mixture  shaken  and  applied  with  a  brush  or  cotton  wrap  over  the 
whole  surface  of  the  growth.  After  allowing  this  to  dry,  another  appli¬ 
cation  is  made  to  the  part  and  may  be  repeated  daily  thereafter.  No 
further  dressing  is  required.  As  a  rule,  very  little  pain  is  felt  from 
this  application  if  the  weakest  preparation  is  used,  which  should  always 
be  the  case  with  the  first  trial.  If  the  application  causes  considerable 
edema  of  the  surrounding  parts,  it  should  be  suspended  until  the  swelling 
disappears.  The  crust  which  appears  after  this  application  is  usually 
thin  and  yellowish,  gradually  becoming  brown  and  finally  black.  Later 
the  edges  loosen  and  a  darkish  fluid  oozes  from  the  edges  of  the  ulcer. 
Applications  are  continued  until  the  eschar  is  loosened  and  non-adherent 
to  the  subjacent  tissue,  when  it  can  be  easily  removed.  Then  the  parts 
may  be  thoroughly  cleansed  with  hot  water  and  the  application  renewed. 
So  long  as  a  dark  crust  forms,  treatment  is  continued.  If  only  a  yel¬ 
lowish  crust  forms,  it  indicates  that  all  the  cancerous  tissue  has  been 
destroyed.  In  some  cases  the  1  to  150  solution  is  sufficiently  strong 
for  the  whole  treatment,  but  as  a  rule  the  amount  of  arsenic  should  be 
increased  first  to  1  to  100  and  if  necessary  1  to  80.  When  all  signs 
of  the  cancerous  tissue  have  disappeared,  the  surface  may  be  treated 
with  a  10  per  cent,  boric  acid  ointment.  As  arsenic  does  not  act  on 
corneous  epithelium  a  small  portion  of  the  central  part  of  the  growth 
should  first  be  removed  with  the  curette  or  scissors,  after  which  the 
mixture  can  be  used  as  before  described.  The  use  of  arsenic  in  this 
form  has  the  advantage  that  it  can  be  applied  by  the  patient  daily  if 
unable  to  visit  the  physician  at  the  proper  intervals. 

Among  the  stronger  preparations  of  arsenic  is  a  modification  of 
Marsden’s  paste  consisting  of  arsenious  acid  and  pulverized  gum  aca¬ 
cia,  equal  parts  thoroughly  mixed.  Sufficient  water  is  added  to  make 
a  paste  just  before  the  application  is  made.  The  time  of  application 
is  from  ten  to  twenty  hours.  Severe  pain  may  be  expected  and  as  soon 
as  the  paste  is  removed,  a  poultice  should  be  applied  and  renewed  occa¬ 
sionally  until  the  crust  falls  off,  when  a  boric  acid  ointment  may  be 
substituted.  It  is  frequently  wise,  if  the  cancerous  patch  presents  a 
hardened  or  warty  surface,  to  first  apply  a  5  per  cent,  salicylic  acid 
collodion  for  six  or  seven  days,  after  which  pyrogallic  or  arsenious 
acid  or  other  caustic  will  work  more  rapidly.  Among  the  other  agents 
recommended  for  the  local  destruction  of  cancerous  tissue,  none  of 
which  however  presents  any  advantage  over  the  ones  named,  are:  a 
30  per  cent,  thuja  ointment;  a  paste  made  from  the  fresh  juice  of 
phytolacca  leaves;  or  solutions  of  the  acid  nitrate  of  mercury,  ter- 
chlorid  of  antimony,  lactic  acid,  formalin,  resorcin,  fuchsin,  pyoktanin 
and  guaiacol.  It  may  be  necessary  to  precede  the  use  of  any  caustic 
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agent  by  the  application  of  cocain.  eucain,  chloretone  or  some  other 
local  anesthetic.  The  galvano-  or  thermocautery  may  be  useful  in  the 
treatment  of  small,  circumscribed,  elevated  growths  and  are  often 
effective  after  curettage  or  partial  excision.  Solidified  carbon  dioxid 
is  the  best  cauterizing  agent  for  small  superficial  and  beginning  rodent 
ulcer  types.  Fulguration  and  high-frequency  sparking  are  special  favor¬ 
ites  of  my  own  in  the  treatment  of  cases  that  do  not  respond  to  caustics, 
or  after  a  partial  destruction  of  growths  by  caustics  or  for  mucous 
membrane  lesions.  For  the  last  mentioned  growths  electrothermic 
coagulation,  which  depends  upon  the  curative  value  of  the  penetrating 
heat  produced  by  an  electric  current  of  high-frequency  and  low  tension, 
may  be  mentioned.  Electrolysis  may  be  advantageous  for  very  small 
lesions. 

The  various  radioactive  substances,  much  extolled  for  their  activity 
on  cancerous  tissue,  owe  much  of  their  virtue  to  their  cauterizing  action, 
for  radium  of  over  200,000  activity  is  the  only  agent  that  really  exerts 
a  favorable  influence  by  its  radioactivity.  I  have  achieved  marked 
success  with  radium  in  a  number  of  cases  involving  the  mouth,  lower 
lip  and  palpebral  conjunctiva.  From  its  use  in  nearly  a  hundred  cases 
of  skin  and  mucous  membrane  cancer,  I  feel  justified  in  saying  that  it 
is  a  most  valuable  agent,  second  only  to  the  X-rays  which  is  the  method 
most  popular  at  the  present  time.  The  massive  dose  method  wherein 
the  X-rays  are  applied  once  or  twice,  rarely  oftener,  and  at  intervals  of 
three  to  five  weeks,  is  the  ideal  method.  It  is  painless,  not  tedious, 
gives  splendid  cosmetic  results  and  does  not  necessitate  the  production 
of  a  real  dermatitis.  Formerly  I  employed  fractional  X-ray  dosage, 
so  universally  used  in  the  United  States,  using  a  medium  hard  tube 
at  a  distance  of  4  to  15  inches  with  5  to  12  minute  exposures,  applied 
every  alternate  or  third  day;  the  entire  treatment  seldom  extending 
beyond  three  months.  While  phototherapy  by  the  Finsen  concentrated 
light  and  similar  methods  has  been  successfully  applied  in  some  cases, 
it  offers  no  advantages  over  the  X-rays  or  radium. 

Distressing  symptoms,  general  or  local  in  character,  can  often  be 
relieved  by  the  selection  of  a  well-indicated  remedy  and  this  item 
should  never  be  neglected.  See  indications  for  Arsen.,  A.  iod.,  Carbol. 
acid.,  Chef,  Conium,  Condurango,  Euphor.,  Hepar,  Hydras.,  Kali  chlor., 
K.  phos.,  K.  sulph.,  Kreos.,  Each.,  Mer.  cor.,  Mur.  acid,  Phyto.,  Sepia 
and  Thuja. 


PAGET’S  DISEASE 

(. Malignant  papillary  dermatitis ;  Paget's  disease  of  the  nipple) 

Definition. — A  rare,  malignant  disease  of  the  nipple  and  areola,  at 
first  characterized  by  an  eczematous  condition,  later  terminating  in 
carcinoma  of  the  whole  mammary  gland. 

Symptoms. — This  epitheliomatous  condition  was  first  described  by 
Paget  in  1874  and  occurs  almost  exclusively  in  women  between  the 
ages  of  forty  and  sixty,  attacking  the  areola  of  the  right  breast  in  three 
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quarters  of  the  cases.  The  early  stage  presents  a  sharply  defined,  raw, 
intensely  red,  granular-looking  patch  from  which  exudes  an  abundant 
viscid  secretion.  The  affected  surface  may  be  covered  with  scales  or 
later  with  crusts  and  presents  burning  or  itching  sensations  similar  to 
eczema.  From  a  small  lesion  less  than  a  half  inch  in  diameter,  periph¬ 
eral  extension  takes  place  until  all  of  the  areola  and  often  some  of 
the  outlying  skin  is  invaded.  After  a  period  varying  from  a  few 
months  to  years,  a  button-like  infiltration  may  be  felt  beneath  the  skin 
of  the  surface  lesion  which  may  be  readily  appreciated  by  pinching  up 
the  patch  with  the  thumb  and  fingers.  Following  this  induration,  per¬ 
haps  years  later,  the  nipple  becomes  more  and  more  retracted  and  nodu¬ 
lar  growths  in  the  skin  and  mammary  gland  develop  and  ulcerate, 
followed  by  the  usual  cancerous  cachexia.  Cases  of  this  disease  have 


Fig.  187. — Paget’s  disease  of  the  left  nipple  of  two  years’ 
duration.  Slight  discharge,  burning  sensations,  marked 
induration  and  some  retraction  of  the  nipple  are  present. 

Cured  by  Conium  3x  internally  and  3  per  cent,  fuchsin 
ointment  externally. 

been  reported  as  occurring  on  the  penis,  scrotum,  male  nipples  and 
other  parts  but  the  process  in  these  cases  seems  identical  with  the  ordi¬ 
nary  superficial  epithelioma. 

Etiology  and  Pathology. — It  is  now  generally  believed  that  this 
disease  is  malignant  from  the  start,  although  it  was  formerly  held  that 
it  was  a  carcinoma  developing  upon  a  keratosis  or  an  eczema.  Fissures 
and  persistent  irritation  of  the  nipple  are  predisposing  factors.  Path¬ 
ological  findings  are  the  same  as  those  met  with  in  the  superficial  and 
deep  cancers,  and  by  these  investigations  the  malignant  nature  of  the 
growth  is  established  from  its  earliest  stage. 

Diagnosis. — The  sharp  line  of  demarcation  of  the  patch,  its  loca¬ 
tion,  the  age  of  the  patient,  the  early  raw  granular  appearance  of  the 
lesions  and  the  later  button-like  infiltration,  as  well  as  the  course  of  the 
disease,  should  readily  establish  a  diagnosis. 

Prognosis  and  Treatment. — A  cure  may  be  possible  if  the  condition 
is  recognized  before  mammary  cancer  develops  but  later  the  course  is 
like  that  of  scirrhus  of  the  breast,  in  other  words  fatal.  In  the  earlier 
stages  when  doubt  exists  as  to  the  nature  of  the  disease,  the  ordinary 
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palliative  and  soothing  applications  used  in  eczema  may  be  needed. 
At  a  little  later  period,  fuchsin,  2  to  5  grains  to  the  ounce  of  lanolin 
and  rose  water  has  achieved  good  results  in  a  number  of  reported 
cases,  including  one  of  my  own.  The  X-rays  have  likewise  been  of 
benefit,  used  alone,  preceding  an  operation  or  postoperatively.  How¬ 
ever,  radical  surgical  removal  of  the  breast  is  the  best  and  should  be 
the  first  choice  in  treatment. 


XERODERMA  PIGMENTOSUM 

(. Atrophoderma  pigmentosum ;  Angioma  pigmentosum  et  atrophicum; 

Dermatitis  Kaposi;  Lentigo  maligna) 

Definition.  A  rare  chronic  disease,  beginning  in  early  childhood 
and  characterized  by  pigmentation,  telangiectases,  cutaneous  atrophy 
and  malignant  tumors,  usually  ending  fatally. 

Symptoms. — The  lesions  appear  principally  on  those  parts  exposed 
to  the  sunlight,  namely,  the  face,  scalp,  neck,  upper  shoulders,  forearms, 
back  of  hands  and  lower  extremities.  Starting  in  the  first  or  second 
year  of  life  as  a  diffused  and  mottled  redness  usually  of  the  face,  neck 
and  back  of  hands,  plus  a  roughness  of  the  skin,  there  soon  develops 
small  lentiginous,  yellowish-brown  pigmentations  among  which  small 
telangiectases  may  appear.  These  pigmentations  may  represent  the  pri¬ 
mary  eruption.  Though  the  lesions  are  variable  disappearing  at  one 
point  only  to  appear  at  another,  they  always  increase  in  number  and, 
after  a  few  years  of  existence,  small  areas  of  atrophy  appear  corre¬ 
sponding  to  previous  freckles  or  telangiectases.  These  latter  often 
appear  at  the  margin  of  the  atrophic  areas  and  may  form  angiomatous 
nodules.  The  parchment-like  skin  or  xeroderma  is  caused  by  the  in¬ 
crease  in  size  of  the  atrophic  areas  forming  thin,  shrunken,  dry,  whitish 
patches.  After  a  variable  period  of  years,  warty  nodules  appear  and 
these  are  the  seat  of  malignant  growths.  They  increase  in  size,  usually 
ulcerate,  may  bleed  freely  and,  together  with  metastases  to  the  lymph 
glands  or  other  internal  organs,  cause  the  patient’s  death  from  can¬ 
cerous  cachexia  in  two  years  or  less  from  the  time  of  development  of 
the  tumors.  The  final  tumors  occur  chiefly  upon  the  face  and  have 
been  variously  described  as  sarcomata,  angiomata  and  carcinomata. 
Subjective  sensations  are  lacking  although  the  ulcerative  lesions  may 
be  painful.  Nearly  a  hundred  cases  of  this  peculiar  disease  have  been 
reported.  Its  duration  is  from  five  to  fifteen  years,  although  some  few 
cases  have  reached  middle  or  later  life. 

Etiology  and  Pathology. — Beyond  the  fact  of  hereditary  and  con¬ 
genital  influences,  the  causes  of  this  disease  are  obscure.  The  condi¬ 
tion  often  begins  in  summer  and  at  an  age  when  children  are  first 
apt  to  have  the  uncovered  parts  of  the  skin  exposed  to  the  sunlight. 
In  fact  many  authorities  regard  sun-  or  wind-exposures  as  causal  fac¬ 
tors.  In  a  number  of  instances  several  children  in  the  same  family 
have  been  attacked.  Both  sexes  and  those  of  far  different  circum¬ 
stances  are  liable  to  the  disease.  Pathologically  there  are  no  distinctive 
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changes.  The  findings  correspond  to  the  various  stages  of  the  disease, 
being  similar  to  those  found  in  lentigo,  verruca,  nevus  pigmentosus, 
atrophy  and  degenerative  growths. 

Diagnosis. — At  an  early  stage  the  lesions  might  resemble  the  erup¬ 
tions  of  measles ,  erythema  solar e ,  lentigo,  nevi  or  urticaria  pigmentosa, 
but  the  persistent  though  erratic  course,  limited  distribution,  absence  of 
subjective  sensations  and  other  equally  apparent  differences  should  ex¬ 
clude  these  affections.  It  is  hard  to  conceive  how  a  well-defined  case 


Fig.  188. — Xeroderma  pigmentosum  in  the  pigmentary  stage,  presenting  freckle-like 
lesions  on  face  and  neck.  These  spots  are  persistent,  have  slowly  increased  in 
number  for  the  past  five  years  and  present  no  subjective  sensations. 

could  be  mistaken  for  any  other  affection  although  scleroderma,  lupus 
vidgaris  and  macular  leprosy  might  atypically  simulate  this  disease. 

Prognosis  and  Treatment. — The  progress  of  the  disease  may  be 
delayed,  cancerous  development  prevented  and  life  prolonged  if  seen  in 
its  early  stages.  After  the  disease  is  fully  developed  a  fatal  termination 
may  be  expected.  Treatment,  while  not  satisfactory,  should  not  be 
neglected  and  may  embrace  protection  of  the  surface  from  the  sun’s 
rays  and  other  irritants,  the  removal  of  the  lesions  by  solidified  carbon 
dioxid,  excision  or  cauterization,  the  application  of  boric  acid  lotion 
to  the  frequently  coexisting  conjunctivitis,  or  the  healing  of  ulcers, 
after  curetting,  by  the  application  of  a  mild  ointment  such  as  ammoni- 
ated  mercury.  The  X-rays  should  always  be  employed  when  possible, 
especially  in  the  later  stage  of  the  disease,  and  internal  medication  may 
be  indicated  at  any  time. 
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SARCOMA  CUTIS 

Definition. — A  comparatively  rare,  connective  tissue  new-growth, 
presenting  tumors  of  various  size,  shape  and  color  and  occurring  pri¬ 
marily  or  secondarily  in  the  skin  and  subcutaneous  tissue. 

Symptoms. — Sarcoma  may  appear  primarily  in  the  skin  or  develop 
secondarily  to  the  same  process  in  some  other  organ  or  tissue.  It  may 
be  studied  in  three  divisions:  (i)  primary  pigmented;  (2)  primary  non- 
pigmented;  (3)  idiopathic  multiple  pigmented. 

Primary  pigmented  sarcoma  or  melanosarcoma  is  the  most  malig¬ 
nant  and  most  common  form  and  may  develop  from  an  irritated  nevus 


Fig.  189. — Sarcoma  cutis,  secondary  to  the  same  disease  in  the  viscera. 


or  other  pigmentation  of  the  skin,  or  arise  independent  of  any  previous 
lesion.  It  begins  as  a  single,  small,  hard,  oval  or  spheroid  growth  of  a 
dark  blue  or  blackish  color  which  tends  to  enlarge  from  the  size  of  a  pea 
to  a  nut  or  egg.  It  is  usually  sessile  but  may  be  pedunculated,  remain 
solitary  and  stationary  for  a  long  time  or  multiplies  by  the  appearance  of 
new  lesions  at  near  or  distant  points;  one  or  more  may  become  active, 
ulcerate  or  even  disappear  without  a  break  in  the  surface.  By  coales¬ 
cence  of  adjacent  lesions  they  may  assume  the  shape  of  a  large  lobulated 
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growth.  When  ulcers  form  they  are  irregular,  with  uneven  floors  and 
discharge  a  blackish  substance  of  variable  consistency  or  sometimes  pus. 
Through  the  lymphatics  some  vital  organ  is  soon  involved  and  death  is 
not  long  delayed.  Melanotic  whitlow  is  an  insidious  form  described  by 
Hutchinson  which  develops  as  a  chronic  onychitis  with  slight  pigmen¬ 
tation  at  the  border  of  the  nail  like  a  silver  nitrate  stain.  By  gradual 
evolution  it  forms  a  fungating  tumor  without  much  change  in  color ; 
the  nail  is  shed  and  the  disease  soon  becomes  generalized. 

Primary  non-pigmented  or  non-melanotic  sarcoma  may  be  localized 
or  generalized.  The  single  or  localized  form  is  quite  rare  and  relatively 
less  malignant  than  any  other  form 

of  sarcoma.  Like  the  pigmented  va-  . —  -  -- _ __ 1 

rietv  it  often  originates  in  an  irri¬ 
tated  nevus  or  warty  lesion  and  is 
usually  situated  on  the  extremities. 

The  nodule  which  forms  is  firm, 
whitish,  the  color  of  the  normal  skin 
or  rarely  red,  and  may  reach  the  size 
of  an  orange,  remain  stationary  for 
a  variable  period,  then  ulcerate  and 
become  fungoid  in  character.  Gen¬ 
eralization  follows  in  time  and  may 
be  accidentally  excited  by  interfer¬ 
ence. 

The  generalized  form  presents 
multiple  lesions  on  the  extremities 
and  chest,  rarely  on  other  regions,  in 
the  form  of  pea-  to  egg-sized,  smooth, 
round,  lobulated  or  irregular  tumors, 
which  at  first  may  be  subcutaneous, 
unattached  to  the  superimposed  epi¬ 
dermis  and  whitish  or  normal  in 
color.  They  develop  rapidly  and, 
before  long,  the  skin  between  the  tu¬ 
mors  becomes  infiltrated,  hard,  un¬ 
even,  glossy,  of  a  bluish-red  or 
purple  color,  ulcerates  at  some  points 
and  discharges  an  offensive  product. 

The  nodules  become  attached  to  the  skin  and  parts  beneath,  coalesce  in 
a  few  weeks,  soften  and  form  ulcers.  Finally  death  occurs  from  ex¬ 
haustion  or  from  involvement  of  the  mucous  membranes  or  viscera. 
This  variety  of  sarcoma  runs  an  acute  course  and  is  very  malignant  in 
character. 

Idiopathic  multiple  pigmented  (hemorrhagic)  sarcoma  first  described 
by  Kaposi,  occurs  chiefly  in  male  adults  between  the  ages  of  forty  and 
sixty  and  usually  begins  upon  the  feet,  hands  and  face.  In  two  or 
three  years  time  the  disease  may  extend  by  discrete  growths  along  the 
limbs  to  the  trunk.  Edema  and  pruritus  precede  the  appearance  of 
bluish  or  purplish  spots,  caused  by  cutaneous  hemorrhage,  on  which 


Fig.  190. — Primary  pigmented  sar¬ 
coma  in  a  native  of  India.  Ini¬ 
tial  lesion  appeared  on  the  left 
ear  after  it  had  been  pierced  for 
ear-rings.  Other  lesions  in  the 
same  locality  by  coalescence 
caused  the  large  lobulated  mass 
so  noticeable  (courtesy  of  Dr. 
Tengshe) . 
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develop  pin-head-  to  bean-sized,  tender  nodules  of  the  same  color.  These 
gradually  increase  in  size  although  they  may  remain  discrete,  and  by 
multiplication  progressively  cause  an  infiltration  of  the  skin,  often  ele- 
phantiac  in  appearance.  The  nearer  the  location  of  these  growths  to 
the  distal  end  of  the  limb,  the  greater  their  number  and  the  larger  their 
size.  These  tumors  may  remain  stationary  for  a  long  time,  may  disap¬ 
pear  by  absorption,  rarely  ulcerate  and  are  often  the  seat  of  cutting  or 
lancinating  pains.  Complete  recovery  may  take  place  or  visceral  involve¬ 
ment  or  death  ensue  in  a  period  ranging  from  four  to  ten  years. 

Etiology  and  Pathology. — The  causes  are  practically  unknown 
beyond  the  fact  that  local  irritation  plays  an  important  part  in  the  devel- 


Fig.  191. — Primary  cutaneous  sarcoma,  Fig.  192. — A  later  illustration  of  Fig. 
showing  the  initial  lesion  on  the  191,  showing  the  development  of 

forehead  and  the  first  secondary  multiple  tumors,  scattered  over  a 

tumor  on  the  chest.  large  portion  of  the  surface. 

(Courtesy  of  Dr.  Florace  Packard.) 

opment  of  the  single,  pigmented  and  non-pigmented  forms.  Multiple 
pigmented  sarcoma  is  almost  wholly  found  in  males  after  the  age  of 
forty.  However,  some  of  the  most  malignant  forms  have  been  observed 
in  children  and  it  is  at  times  congenital,  although  it  may  occur  at  any 
age.  As  has  been  mentioned,  sarcoma  cutis  may  be  secondary  to  the 
disease  in  some  deeper  part  of  the  body.  It  is  a  connective  tissue  growth 
made  up  of  round,  mixed  round,  and  spindle  cells.  The  mixed  forms, 
fibro-,  angio-,  and  lymphosarcoma  are  occasionally  found.  The  pig¬ 
mented  sarcoma  which  is  the  commonest  type,  is  believed  by  many  to 
be  carcinomatous,  developed  from  pigmented  moles  or  warts. 
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Diagnosis  of  sarcoma  is  generally  not  difficult  but,  in  case  of 
doubt,  a  microscopical  examination  of  the  growth  should  be  made.  The 
pigmented  forms  may  be  recognized  by  their  color  and  history.  Non- 
pigmented  sarcoma  may  need  to  be  distinguished  from  fibroma  and 
epithelioma.  The  single  variety  lacks  the  induration  which  character¬ 
izes  epithelioma.  The  multiple  forms  are  firmer  than  fibromata ,  less 
often  pedunculated  and  frequently  undergo  degeneration  which  never 
occurs  in  the  latter.  Sarcoma  would  hardly  be  confounded  with  syphi¬ 
litic  gumma  or  the  nodules  of  lupus  vulgaris ,  leprosy  or  mycosis  fun- 
go  ides. 

Prognosis  and  Treatment. — A  fatal  termination  may  be  expected 
in  the  great  majority  of  cases.  When  the  growths  are  single,  few  or 
localized,  operative  measures  are  indicated  but  in  the  other  forms,  sur¬ 
gery  has  not  only  failed  but  in  some  instances  has  promoted  generaliza¬ 
tion.  Arsenic  is  about  the  only  remedy  which  has  been  reported  as 
curative  and  it  is  best  given  in  hypodermic  form  (Fowler’s  solution). 
The  X-rays  are  always  indicated  and  may  be  used  in  connection  with  the 
surgical  treatment  or  alone.  Radium  has  likewise  benefited  a  few,  a 
very  few  cases.  Injections  of  Coley’s  fluid  consisting  of  the  combined 
toxins  of  the  streptococcus  and  the  bacillus  prodigiosus,  as  well  as  the 
inoculations  with  the  streptococcus  toxin  used  alone,  have  not  given 
satisfactory  results  at  my  hands,  although  a  few  cases  have  been  re¬ 
ported  by  others  as  benefited  by  these  agents. 


MYCOSIS  FUNGOIDES 

( Fibroma  fungoides  ;  Inflammatory  fungoid  neoplasm;  Granuloma  fun- 
goides;  Lymphodermia  perniciosa ;  Sarcomatosis  generalis ) 

Definition. — A  rare,  chronic  disease,  often  characterized  by  pre¬ 
cursory  symptoms  of  an  eczematoid,  urticarial,  erysipeloid  or  lichenoid 
type  and  later  by  ulcerating  fungoid  tumors. 

Symptoms. — Varied  lesions,  such  as  have  been  described  in  the 
definition  comprise  the  early  premycosic  stage.  This  period  may  last 
for  two  or  more  years  and  ordinarily  presents  one  or  more  red,  sharply 
defined,  circinate,  non-elevated  or  slightly  raised  patches.  Itching  is 
usually  pronounced,  scaling  may  be  present  and  there  is  great  variance 
in  the  size,  shape  and  distribution  of  the  lesions,  showing  a  tendency 
toward  peripheral  extension  and  central  clearing.  The  spread  and  coa¬ 
lescence  of  the  individual  lesions  causes  large  or  gyrate  patches  to  form 
which  at  the  onset  are  usually  seen  on  the  trunk.  At  the  end  of  this 
period  the  infiltration  is  pronounced  and  pea-sized  or  larger  nodules  and 
plaques  develop,  assuming  an  irregular,  circinate  or  gyrate  shape,  dis¬ 
tinctly  elevated  and  of  a  pink  or  reddish-blue  color.  While  these  nodules 
are  characteristic  of  the  disease,  it  is  the  fungoid  stage  which  is  the 
more  typical.  These  later  growths  vary  in  size  from  a  pea  to  an  orange, 
develop  slowly  or  rapidly  into  sessile  or  pedunculated  tumors,  are  of  a 
reddish,  purplish  color,  or  of  a  normal  skin  tint,  usually  hemispheric 
and  firm,  with  a  tendency  to  grouping  and  to  increase  and  decrease  in 
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Fig.  193. — Mycosis  fungoides  of 
five  years’  duration.  Eczema¬ 
tous  and  urticarial  lesions 
were  present  during  the  first 
three  years  of  the  process. 
No  effect  from  careful,  per¬ 
sistent  treatment,  including 
the  X-rays  and  high-fre¬ 
quency  currents  (courtesy  of 
Dr.  Harlow  Brooks). 


Fig.  194. — Rear  view  of  Fig.  193, 
showing  the  nodular  growths  very 
plainly. 
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size  in  a  remarkably  short  time.  At  this  stage  the  extremities  and  face 
are  affected  as  well  as  the  trunk.  There  may  be  at  times  intense  itching 
of  the  skin  over  and  around  the  tumors.  But  on  the  development  of  the 
ulcerating  lesions  or  mushroom-like  growths,  the  health  of  the  patient 
which  was  not  affected  in  the  early  stages  is  seriously  compromised, 
and  adenitis,  diarrhea  and  general  exhaustion  cause  a  fatal  ending. 

Etiology  and  Pathology. — This  condition  usually  affects  adults, 
especially  men,  beyond  the  age  of  forty.  It  is  believed  to  be  an  infective 
granuloma  probably  due  to  an  unknown  microparasite.  However,  it 
is  not  known  to  be  contagious  or  hereditary.  Microscopically  the  tumors 
consist  of  small  round  cells  imbedded  in  a  delicate  fibrous  matrix,  which 
resembles  round-celled  sarcoma,  lymphosarcoma  and  the  infective  granu- 
lomata. 

Diagnosis. — The  prodromal  eruptions  of  this  affection  may  resemble 
the  more  common  diseases,  such  as  eczema,  psoriasis  or  lupus  erythema¬ 
tosus.  Generally  the  absence  of  some  diagnostic  feature  of  these  diseases 
will  afford  ground  for  doubt:  thus,  the  patches  of  eczema  are  not  sharply 
defined  or  so  persistent  and  usually  give  rise  to  more  discharge ;  psoriasis 
seeks  the  extensor  surfaces  and  lupus  erythematosus  the  face ;  the  latter 
is  usually  unattended  with  much  itching  but  often  with  atrophic  scarring. 

After  the  tumor-like  growths  develop  and  their  variable  manner  of 
coming  and  going  is  noted,  little  difficulty  will  be  found  in  differentiating 
them  from  other  neoplasms  of  the  skin.  Multiple  pigmented  sarcoma 
is  thought  by  some  to  be  closely  related  if  not  the  same  disease,  but  it  is 
not  preceded  by  eczematoid  eruptions ;  pruritus  is  exceptional  and  the 
tumors  disappear  by  ulceration  and  not  by  resolution,  as  may  be  the 
case  in  mycosis.  Syphilitic  gumma  are  not  attended  with  itching,  do 
not  project  from  the  surface  so  prominently  or  become  pedunculated, 
and  other  characteristic  signs  of  syphilis  can  usually  be  found.  The 
tubercles  of  leprosy  do  not  fun  gate,  itch  or  pass  through  the  rapid 
changes  of  mycosis  fungoides.  Anesthesia  is  apt  to  be  present  and  is 
sometimes  extensive  in  leprosy  and  its  ulcers  may  be  deep  and  disfigur¬ 
ing;  moreover  its  tubercles  always  contain  the  bacillus  leprae  which  is 
easily  found  on  efficient  microscopic  examination. 

Prognosis  and  Treatment. — The  result  is  generally  fatal,  although 
the  duration  may  vary  from  a  few  months  to  fifteen  years.  The  X-rays 
present  the  onlv  important  therapeutic  agent,  for  their  application  in 
a  judicious  manner  will  completely  control  the  disease,  relieve  the  itch¬ 
ing,  disperse  the  tumors  for  a  while  and,  if  applied  as  quickly  as  new- 
growths  appear,  may  prevent  their  ulceration.  The  early  stage,  includ¬ 
ing  the  distressing  subjective  symptoms,  should  be  treated  with  soothing 
lotions  and  antiseptic  ointments  as  outlined  under  the  treatment  of  ec¬ 
zema.  The  fungating  tumors  may  be  washed  with  hot  borax  or  potas¬ 
sium  permanganate  solutions  and  dusted  over  with  a  non-irritating  anti¬ 
septic  powder  such  as  aristol,  iodoform,  bismuth  or  boric  acid.  Arsenic 
has  long  been  used  hypodermically  for  this  condition  and,  only  recently, 
salvarsan  has  been  successfully  employed.  Tonics,  a  generous  diet  and 
careful  bathing  are  always  necessary.  A  well  indicated  drug  would 
seem  to  be  most  essential,  even  if  it  accomplished  nothing  but  the  relief 
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of  transient  symptoms.  I  have  used  the  following  to  good  advantage: 
Cal.  carb.,  Kali  brorn.,  Lach.  and  Phosphorus. 


LEUKEMIA  CUTIS 

The  cutaneous  manifestations  of  this  condition  are  always  symp¬ 
tomatic  of  a  grave  disease  of  the  blood  and  may  precede  or  follow  the 
systemic  involvement.  The  lesions  have  been  described  as  superficial 
and  deep.  Among  the  former  are  hemorrhages,  papules,  vesicles,  wheals, 
pigmentations,  erythemas,  scaling  and  rarely  a  moist  condition  with 
itching.  The  deeper  lesions  are  usually  present  in  the  form  of  ulcera¬ 
tions  or  necrotic  areas.  Nodules  and  tumors  of  widely  varying  size, 
shape  and  color  may  occur.  While  these  lesions  may  develop  on  any 
part  of  the  body,  they  are  usually  found  upon  the  face  and  extremities. 

Pseudoleukemia  Cutis. — Pseudoleukemia  (Hodgkin’s  disease)  occa¬ 
sionally  presents  cutaneous  symptoms  similar  to  those  described  above 
and  it  is  possible  that  they  may  be  practically  the  same  as  the  other 
form. 

Etiology,  Pathology  and  Diagnosis. — The  essential  cause  of  this 
condition  is  unknown.  The  nodules  and  tumors  are  situated  in  the  cori- 
um  and  subcutaneous  tissue  and  are  composed  of  crowded  accumulations 
of  lymphocytes.  Recognition  of  these  eruptions  must  depend  upon  the 
diagnosis  of  the  underlying  disease  which  would  indicate  that  the  blood, 
glands  and  internal  organs  should  be  carefully  investigated. 

Prognosis  and  Treatment. —While  the  result  is  usually  fatal,  com¬ 
parative  relief  has  followed  the  hypodermic  use  of  arsenic.  The  X-rays 
should  always  be  tried,  if  for  no  other  purpose  than  as  a  temporary 
remedy.  The  external  treatment  of  the  lesions  is  practically  that  of  an 
eczema  for  the  mild  forms  and  of  mycosis  fungoides  for  the  more 
severe  tvpes  with  tumor  formation. 


LEPRA 

(Leprosy ;  Elephantiasis  Gracorum;  Satyriasis;  Leontiasis) 

Definition. — A  chronic,  insidious,  endemic,  contagious  disease  due 
to  a  specific  bacillus  and  characterized  by  erythema,  anesthesia,  pigmen¬ 
tation,  neoplastic  growths,  atrophies,  ulcerations  and  deformities  vary¬ 
ing  with  the  parts  affected. 

Leprosy,  the  oldest  of  known  diseases,  is  at  the  present  distributed 
over  a  quarter  of  the  habitable  globe.  It  is  common  in  India,  China, 
Japan,  the  Philippine  Islands  and  parts  of  Africa;  comparatively  fre¬ 
quent  in  Iceland,  parts  of  Canada,  the  West  Indies,  Central  and  South 
America  and  the  Hawaiian  Islands.  In  Europe  it  is  chiefly  found  in 
Norway,  Russia,  Greece,  Spain  and  Portugal.  Sporadic  cases  are  always 
present  in  the  United  States  especially  in  our  large  seaport  cities,  but  it 
is  more  constantly  found  in  California  among  the  Asiatics,  in  Louisiana 
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among  W est  Indians  and  in  the  northwestern  states  like  Minnesota  and 
Wisconsin  among  persons  of  Scandinavian  origin.  It  is  difficult  to  say 
how  many  cases  there  are  within  the  bounds  of  the  United  States  proper 
but  probably  five  hundred  would  be  an  approximate  figure.  Nearly  all 
of  these  cases  have  contracted  the  disease  in  some  other  country  al¬ 
though  the  actual  development  may  have  taken  place  years  after  their 
arrival  here.  For  the  past  ten  years  I  have  had  from  five  to  ten  cases 
under  my  observation  yearly  and  their  clinical  histories  verify  the  pre¬ 
ceding  assertion. 

Symptoms. — While  the  manifestations  of  leprosy  vary  widely,  it  is 
convenient  to  describe  three  principal  forms:  (i)  the  nodular  or  tuber¬ 
cular,  chiefly  involving  the  skin  and  mucous  membranes;  (2)  the  anes¬ 
thetic,  chiefly  attacking  the  peripheral  nerves;  (3)  the  mixed  form 
including  both  of  the  other  two  types.  The  stages  of  the  disease  are  not 
well  defined  but  periods  of  incubation,  of  invasion  and  of  eruptive  and 
degenerative  changes  may  be  recognized. 

The  length  of  the  stage  of  incubation  is  uncertain  and  difficult  to 
exactly  establish  as  there  are  no  recognizable  initial  lesions  in  a  vast 
majority  of  cases  because  it  is  probable  that  inoculation  does  not  usually 
occur  through  the  skin.  A  person  coming  from  a  leprous  to  a  non- 
leprous  country  without  any  signs  of  the  disease,  who  develops  prodro¬ 
mal  or  eruptive  symptoms  after  an  interval  of  health,  may  be  said  to 
present  a  period  of  incubation  limited  by  such  an  interval.  This  indefi¬ 
nite  interval  may  vary  from  a  few  weeks  to  years,  even  running  as  high 
as  ten,  twenty  or  forty  years.  If  a  patient  resides  some  years  in  a 
leprous  country,  it  is  manifestly  impossible  to  fix  the  date  of  the  begin¬ 
ning  of  an  incubation  ending  years  later.  The  wide  difference  in  the 
duration  of  the  incubating  period  no  doubt  is  due  to  personal  idiosyn¬ 
crasy  as  modified  by  food,  habits,  climate,  etc.,  but  it  is  interesting  to 
note  that  most  of  the  cases  of  prolonged  incubation  have  been  in  those 
who  removed  from  an  endemic  region  to  one  in  which  the  disease  was 
not  prevalent. 

The  period  of  invasion ,  showing  prodromal  symptoms,  follows  the 
stage  of  incubation  and  averages  several  months  to  a  year.  During  this 
period  cases  of  tubercular  leprosy  will  show  intermittent  febrile  dis¬ 
turbances,  together  with  modification  of  the  sensory  or  motor  functions, 
drowsiness,  depression  and  general  weakness.  Hemorrhages,  general  or 
local  disorders  of  the  sweat  functions,  headaches,  vertigo  and  other 
less  suggestive  phenomena  are  noted.  Neurotic  prodromata  are  espe¬ 
cially  common  in  the  anesthetic  form  but  even  here  they  vary  greatly 
in  character  and  intensity.  They  may  be  so  mild  as  to  escape  notice  or 
they  may  take  the  form  of  more  or  less  severe  but  inconstant  and 
shifting  itching,  formication,  tingling,  smarting,  burning,  stiffness,  numb¬ 
ness  and  pain. 

The  eruptive  stage  of  nodular  or  tubercular  leprosy  first  shows  as 
a  few  or  many,  large  or  small  spots  resembling  ordinary  erythema.  The 
color  is  yellowish-brown  or  reddish  but  disappears  on  pressure.  The 
patches  may  be  limited  to  one  region  or  distributed  over  the  body  and 
may  spontaneously  disappear  and  reappear.  The  affected  skin  feels 
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slightly  swollen  and  tense,  is  somewhat  hyperesthetic  and  produces  a 
quantity  of  sweat.  Febrile  symptoms,  if  present,  disappear  upon  the 
full  development  of  the  macular  eruption  which  finally  fades  away, 
often  leaving  no  trace  behind.  However,  some  of  the  spots  fail  to  re¬ 
solve,  become  more  pigmented,  sharply  marked  and  are  the  seat  of  the 


Fig.  195. — Leprosy  of  the  nodular  or  tubercular  type,  in  a  West  Indian  woman. 


first  true  tubercular  infiltration.  These  nodules  are  split-pea  in  size  and 
shape,  of  the  same  color  as  the  macules  and  may  remain  stationary  or. 
progressively  enlarge.  The  increased  deposit  is  often  preceded  by  fever 
and  the  new  tubercles  appear  in  crops. 

The  favorite  locations  of  the  eruption  are  the  face  especially  the 
inner  angle  of  the  eyebrows,  ears,  nose,  chin,  cheeks  and  lips,  although 
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they  are  not  uncommon  upon  the  backs,  the  forearms  and  hands.  The 
skin  affected  becomes  thickened  and  elevated  into  round  or  fiat,  sharply 
outlined  prominences  which,  though  close  together,  are  plainly  distinct 
from  each  other.  Later,  coalescence  of  these  lesions  will  present  large 
soft,  red,  yellowish  or  brownish-red  elevations  and  make  the  surface 
involved  present  a  hideous  appearance.  This  deformity  is  most  marked 


Fig.  196. — Leprosy  of  the  tubercular  variety  in  a  native  of  the  West  Indies. 


on  the  face,  producing  the  so-called  “leonine”  expression.  While  these 
infiltrations  occasionally  undergo  absorption,  leaving  stains  or  scars  to 
be  succeeded  by  fresh  crops  in  the  same  or  other  regions,  it  is  common 
for  them  to  progress  in  size  and  extent,  becoming  darker  in  color,  for 
three  or  four  years  before  ulceration  ensues.  Sometimes  small  hard 
masses  may  persist  indefinitely  or  take  on  a  keloidal  form.  Ulcerations 
of  leprous  growths  are  not  uncommon,  forming  a  shallow  indolent  ulcer 
which  may  or  may  not  increase  in  size,  be  superficial  or  deep  enough  to 
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destroy  even  tendons  and  bones.  Lymph  structures  may  be  involved 
and  even  suppurate. 

Mucous  membranes  may  become  affected  early  or  late  in  the  disease. 
Some  authorities  hold  that  leprosy  first  manifests  itself  in  these  regions 
while  others  hold  with  Impey  that  these  parts  are  usually  affected  about 
four  years  after  the  advent  of  the  tubercles  in  the  skin  and  that  they 
are  attacked  in  the  order  nearest  the  surface  going  inward,  viz.,  the 
lips,  tongue,  palate,  fauces  and  larynx.  Leprous  ulcerations  of  these 


Fig.  197. — Leprosy  of  the  mixed  va¬ 
riety  with  pronounced  tubercular  in¬ 
filtrations  on  the  face.  Patient,  a 
Greek  of  thirty  years  of  age,  who 
did  not  develop  leprosy  until  resi¬ 
dent  in  America. 


Fig.  198. — Same  as  Fig.  197,  showing 
the  disappearance  of  the  facial  in¬ 
filtration  after  receiving  nastin-B 
for  some  months.  After  being  ob¬ 
served  for  nearly  a  year,  this  case 
was  discharged  as  cured. 


structures  are  both  painful  and  persistent  and  cause  a  discharge  that 
produces  a  characteristic  sweetish  odor. 

Leprosy  occurring  in  childhood  and  youth  has  produced  a  deficiency 
in  hair  formation,  sexual  development  and  general  physical  growth. 
While  this  form  of  leprosy  may  permit  the  patient  to  live  many  years, 
the  ever-increasing  intensity  of  the  disease  and  the  suffering  therefrom 
reduce  the  patient’s  endurance  to  such  an  extent  that  he  falls  an  easy 
victim  to  some  secondary  affection  such  as  pneumonia,  bronchitis,  ery¬ 
sipelas,  kidney  or  gastrointestinal  disorders.  A  few  die  directly  from 
obstructing  leprous  growths  in  the  throat  while  asthenia,  consequent  on 
the  excessive  drain  from  ulcerating  sores,  claims  a  few. 
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The  eruptive  stage  of  anesthetic  leprosy  begins  with  erythematous 
or  bullous  lesions.  The  stage  of  incubation  is  generally  longer  than  in 


Fig.  199. — Leprosy  of  the  maculo-anesthetic  type  in  an  adult  male  Pole.  Much  im¬ 
provement  in  general  health  and  total  disappearance  of  cutaneous  lesions  was 
noted  while  taking  Hydrocotyle  3x. 

the  tubercular  form,  the  prodromata  more  distinctly  neurotic  and  the 
course  of  the  eruption  less  varied.  The  eruptive  macules  are  similar  to 
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the  primary  lesions  of  tubercular  leprosy  but  they  are  less  hyperemic, 
more  pigmented  and  persistent  and  tend  to  enlarge  peripherally  while 
they  clear  in  the  center.  Chiefly  noticed  upon  the  trunk  and  extremities, 
the  lesions  are  round  or  oval  in  shape;  at  first  reddish-brown  in  color, 
they  later  become  yellow,  brown  or  sepia  color.  They  may  remain 
discrete  or  coalesce  forming  more  or  less  extensive  irregular  or  gyrate 
lesions  characterized  by  sharply  defined,  slightly  elevated,  reddish  bor¬ 
ders  with  pale  achromic  centers.  The  center  of  the  patch  may  become 
almost  normal  in  color  or  even  a  shade  darker  than  normal  and  des¬ 
quamation  of  a  variable  degree  may  show  upon  a  fully  developed  patch. 
On  the  other  hand  the  skin  may  present  a  shiny  or  glossy  appearance 
as  the  result  of  atrophy  of  the  parts.  At  the  onset  the  whole  lesion 
may  be  hyperesthetic  but  subsequently  this  is  limited  to  the  advancing 
periphery  while  the  central  portion  becomes  more  or  less  anesthetic. 
Loss  of  sensation  may  be  found  in  apparently  unchanged  parts  of  the 
skin  and  occasionally  hyperemia  and  pigmentation  do  not  occur,  and  the 
apparent  primary  change  is  the  absorption  of  the  normal  pigment.  Rarely 
the  skin  becomes  as  white  as  in  vitiligo. 

Bullous  eruptions  occur  chiefly  on  the  extremities  and  often  develop 
suddenly  with  or  without  sensations.  They  are  of  a  variable  size  filled 
with  a  yellowish  serum  and  rupture  in  a  few  hours  leaving  an  excoriated 
surface.  Rapid  healing  is  the  rule  with  pigmentation  or  scars  as  the 
evidence.  It  must  here  be  noted  that  slight  frictions  and  moderate  heat 
may  produce  in  leprous  subjects  blisters  and  ulcerations  which  in  other 
people  would  not  be  caused  by  similar  irritations. 

Nerve  changes  are  those  of  a  multiple  neuritis.  The  complex  sensa¬ 
tions  of  the  skin  may  not  all  be  lost  at  once.  Thus  the  tactile  sense 
may  be  present  after  those  of  temperature  and  pain  are  abolished  or 
vice  versa ;  or  the  sensation  of  heat  may  be  felt  and  the  sensation  of 
cold  lost  or  the  opposite.  However,  in  the  more  advanced  cases  all 
.  sensory  functions  disappear.  Sweat  and  oil  glands  fail  to  produce,  the 
hair  turns  white  or  falls  out,  the  surface  becomes  dry  and  atrophic  and 
hence  secondary  cutaneous  lesions  are  often  developed  because  of  low¬ 
ered  vitality.  As  long  as  only  the  sensory  nerves  are  affected,  even 
though  extensive,  the  disease  may  not  affect  the  general  health.  Neu¬ 
ralgic  pains,  often  paroxysmal  in  character  and  other  annoying  symptoms 
need  not  necessarily  awaken  suspicion  of  their  grave  character  and  the 
terrible  results  of  further  insidious  nerve  involvement  may  not  show 
for  many  years.  In  advanced  cases  of  leprosy,  the  nerves  of  the  face 
and  extremities  are  particularly  attacked.  The  ulnar  and  peroneal  nerves 
seem  especially  prone  to  involvement.  Regular  or  interrupted  thicken¬ 
ings  of  the  ulnar  nerve  may  sometimes  be  felt  behind  the  olecranon  in 
the  earlier  stages  of  this  form  of  leprosy. 

Complex  nerve  degeneration  manifests  itself  as  partial  or  complete 
paralysis,  atrophy  and  deformity.  Contractions  are  often  noted  in  the 
hand  where  the  first  phalanx  is  so  extended  and  the  middle  and  terminal 
phalanges  are  so  flexed  from  atrophy  of  the  muscles  and  tendonous 
contraction  as  to  produce  the  “leper  claw.”  Total  loss  of  the  sensory 
and  trophic  functions  lead  to  other  deformities  and  mutilations.  Blebs 
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appear  over  the  phalangeal  joints,  ulcers  destroy  the  deeper  parts,  gan¬ 
grene  may  cause  spontaneous  amputation,  or  absorption  of  the  bone 
may  ensue  so  that  one  after  another,  the  fingers  are  lost  without  ulcera¬ 
tion  or  gangrene.  The  feet  may  undergo  similar  mutilation  and  deep 
plantar  ulcers  are  not  uncommon  in  those  who  go  barefooted. 

As  the  disease  progresses  the  muscles  of  the  extremities  may  become 
successively  affected,  those  of  the  upper  extremities  much  more  so  than 
those  of  the  feet  and  legs.  When  the  nerve  supply  of  the  face  is  at¬ 
tacked,  patients  may  be  unable  to  close  the  eyes  from  the  paralysis  of 
the  orbicularis,  the  lachrymal  secretion  may  cease  causing  irritation  of 
the  eyeball,  the  lids  may  become  everted,  the  lips  and  cheeks  may  be 


Fig.  200.- — Leprosy  of  the  anesthetic  variety,  showing'  characteristic  deformities 

of  the  hands  and  wrists. 

flaccid,  and  partial  or  complete  paralysis  be  evidenced  by  drooping  of 
the  muscles.  When  the  sensory  supplv  of  the  throat  is  affected,  the 
function  of  swallowing  is  so  interfered  with  that  regurgitation  through 
the  nose  may  be  noted  but,  as  a  rule,  the  mucous  membranes  are  fairly 
healthy  in  the  cases  of  pure  anesthetic  leprosy.  The  victims  of  this 
form  of  leprosy  usually  die  from  an  intercurrent  disease  or  from  gas¬ 
trointestinal  disorders. 

The  eruptive  stage  of  mixed  leprosy  usually  includes  lesions  of  both 
the  tubercular  and  anesthetic  forms,  one  or  the  other  predominating. 
This  variety  is  apt  to  be  characterized  by  chronicity  and  severity  from 
the  combined  presence  of  the  features  of  both  forms.  This  mixed 
type  is  more  common  in  the  United  States  than  either  of  the  pure 
varieties. 

The  duration  of  leprosy  varies  widely.  Inasmuch  as  the  tubercular 
form  prevails  most  in  a  new  country  or  among  a  virgin  population,  and 
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the  anesthetic  in  greater  relative  frequency  with  its  continued  prevalence 
in  after  years,  it  follows  that  the  average  duration  may  vary  considerably 
in  different  countries  or  regions  with  the  prevailing  form  of  the  disease. 
Roughly  speaking  it  may  be  said  that  the  average  duration  of  tubercular 
leprosy  is  from  five  to  six  years,  anesthetic  from  twelve  to  fifteen  and 
mixed  leprosy  about  ten  years. 

Etiology  and  Pathology. — The  bacillus  lepra,  discovered  by  Han¬ 
sen  in  1874,  is  the  efficient  cause  but  the  method  by  which  it  gains  access 
is  not  known.  Observation  would  indicate  that  the  mucous  membrane  of 
the  nose  and  probably  the  mouth  also  was  the  common  source  of  infec- 


Fig.  201. — Leprosy,  mixed  variety  in  a  Chinaman,  showing 
a  gangrenous  and  ulcerative  condition  of  the  nose  and 
right  cheek,  amounting  to  actual  mutilation. 


tion  but  it  is  possible  that  any  abrasion  of  the  skin  could  readily  be  the 
point  of  entrance.  This  latter  fact  is  well  shown  because  in  tropical 
countries  where  people  are  prone  to  go  barefooted,  the  first  lesions  are 
found  on  the  feet  in  over  half  the  cases.  The  anesthetic  type  is  not  as 
contagious  as  the  tubercular.  In  fact  the  disease  is  only  feebly  con¬ 
tagious  and  is  probably  not  directly  contagious  or  inoculable  from  man 
to  man.  An  intermediary  host,  such  as  has  been  observed  in  the  causa¬ 
tion  of  malaria,  might  explain  many  of  the  contradictory  features  of 
leprosy.  Males  are  more  subject  to  this  disease  than  females  in  a  pro¬ 
portion  of  two  to  one.  It  is  rarely  noted  in  childhood  and  never  occurs 
in  infancy.  It  is  not  hereditary,  although  a  predisposition  to  it  has  been 
observed.  Certain  influences  attributed  to  climate,  race  and  sex  may 
predispose  to  leprosy,  but  collective  or  personal  habits  of  living,  which 
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include  excesses  of  all  kinds,  bad  hygiene,  insufficient  food  and  lack 
of  cleanliness,  appear  to  be  the  most  important  factors.  Although  lep¬ 
rosy  exists  in  cold  as  well  as  hot  climates,  and  moist,  damp  regions  seem 
to  favor  its  spread,  the  temperate  climate  of  most  of  the  United  States 
and  Europe  is  unfavorable  to  its  development. 

The  causal  bacilli  resemble  the  tubercle  bacilli  closely  but  are  found 
in  groups,  are  more  readily  stained  than  the  latter  and  are  much  more 
numerous  in  the  surface  lesions.  After  staining  with  fuchsin  they 


Fig.  2 02. — Leprosy,  showing  the  results  of  complex  nerve  degeneration  in  the  shape 
of  spontaneous  digital  amputations,  atrophic  areas  and  pronounced  dermatitis. 


appear  as  pink  rods  in  length  about  one-half  the  diameter  of  a  red 
blood  corpuscle,  in  width  about  one-fifth  their  length.  They  may  always 
be  found  in  the  tubercular  nodules  but  are  relatively  absent  in  the  anes¬ 
thetic  form.  Whether  it  is  the  living  bacilli  or  their  toxins  which  produce 
the  mischief  is  not  known,  but  they  have  been  found  in  the  kidney,  liver, 
spleen,  sebaceous  glands,  hair-follicles  and  secretions  of  the  mucous 
membranes  when  these  parts  have  been  attacked.  The  tubercular  lesions 
are  produced  by  deposits  of  cells  in  the  corium  and  subcutaneous  tissue, 
similar  to  the  condition  found  in  lupus  and  syphilis.  They  are  diffuse 
granulomatous  growths  characterized  by  their  limitation  to  the  con¬ 
nective  tissue  elements,  especially  to  the  lymphatic  system  of  the  skin, 
and  by  their  enormous  number  of  organisms.  In  the  anesthetic  type, 
it  is  believed  that  the  nerve  changes  are  limited  to  the  peripheral  struc¬ 
tures  but  recently  central  nerve  involvement  has  been  noticed. 

Diagnosis. — Advanced  typical  cases  of  leprosy  are  easily  recognized 
in  a  leprous  country  or  in  those  that  have  lived  in  such  a  country,  but 
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atypical  sporadic  cases  may  present  some  difficulty  because  their  pro- 
dromata  are  not  peculiar  to  leprosy. 

Syphilitic  macules  are  smaller,  less  colored,  less  permanent  and  do 
not  seek  the  face.  The  nodules  of  syphilis  are  smaller,  more  grouped, 
of  a  deep  red  color,  ulcerate  more  readily  and  are  indiscriminate  in  their 
choice  of  location.  It  is  well  to  remember  that  syphilis  and  leprosy  may 
coexist. 

% 

Lupus  vulgaris  nodules  are  softer,  smaller,  more  circumscribed, 
grouped  in  patches  interspersed  with  the  scar  tissue,  and  do  not  pro¬ 
duce  the  thickening  of  the  eyebrows  and  ears  found  in  leprosy. 

Mycosis  fungoides  presents  patches  that  are  more  red  and  eczema¬ 
tous  than  leprosy  and  its  fungating,  ulcerating  growths  develop  upon  the 
same  patches  at  a  later  period  of  the  disease. 

Lupus  erythematosus  lacks  the  anesthesia  and  other  neurotic  symp¬ 
toms  of  macular  leprosy  and  is  less  apt  to  show  multiple  lesions. 

Erythema  multiforme  usually  manifests  itself  in  smaller  areas,  does 
not  become  nodular,  is  acute  in  its  evolution  and  presents  successive 
gradations  of  color. 

Tinea  versicolor  presents  a  fine  scaliness  of  its  patches  without  any 
sensory  changes  and  the  microscope  will  reveal  its  causal  fungus. 

Vitiligo  spots  are  irregular  in  outline,  whiter  and  more  sharply  de¬ 
fined  by  a  pigmented  border,  and  are  normal  in  texture  and  sensibility. 

Morphea  may  always  be  distinguished  by  its  hard,  lardaceous,  waxv- 
white  surface  and  its  violaceous  border. 

Syringomyelia  presents  a  loss  of  the  heat  and  pain  sensations  with¬ 
out  loss  of  the  tactile  sense  and  the  facial  muscles  are  not  involved. 

In  general  it  may  be  said  that  doubtful  nodular  lesions  should  be 
examined  microscopically  for  the  fungus,  while  in  anesthetic  leprosy 
the  loss  of  sensation  and  the  regularity  of  the  enlargement  of  the  ulnar 
and  other  nerves  is  diagnostic. 

Prognosis. — There  is  no  doubt  that  incipient  leprosy  can  be  cured 
but  it  is  a  question  whether  this  is  due  to  treatment  or  the  natural  course 
of  the  disease.  The  usual  result  is  fatal  although  there  may  be  pro¬ 
nounced  remissions,  only  leading  to  a  renewal  of  the  disease  with  rein¬ 
forced  vigor.  The  typical  duration  of  the  disease  has  been  noted  before 
and  should  always  be  included  in  the  prognosis.  The  removal  to  a 
non-leprous  country,  proper  food,  hygiene,  local  and  internal  treatment 
will  no  doubt  extend  the  life  of  the  patient  and  occasionally  result  in 
apparent  cure. 

Treatment. — The  necessity  of  segregation  is  doubtful  and  there  is 
much  difference  of  opinion  as  to  its  real  worth,  except  when  the  disease 
is  endemic  or  when  the  tubercular  form  predominates.  The  imported 
sporadic  cases  that  are  found  in  all  large  cities  of  the  world  have  never 
given  rise  to  others  and,  although  they  should  be  listed  and  regularly 
examined  so  as  to  watch  any  developments  which  might  endanger  others, 
it  seems  cruel  and  unnecessarily  harsh  to  segregate  such  cases  if  they 
can  be  properly  cared  for  at  home. 

There  are  no  specifics  for  the  cure  of  leprosy  but  it  is  generally 
agreed  that  good  effects  follow  from  improved  ways  of  physiological 
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living.  It  has  been  my  own  observation  in  the  treatment  of  this  disease 
for  the  last  ten  years  that  much  the  same  regime  is  indicated  here  that 
is  found  necessary  in  general  tuberculosis — that  is,  a  temperate  climate, 
plenty  of  sunlight,  outdoor  exercise,  plain  and  nourishing  mixed  diet, 
suitable  clothing,  regular  or  daily  hot  baths  (boric  acid,  formalin,  resor¬ 
cin  or  sulphur)  and  careful  inunction  of  the  skin  with  an  oil  such  as 
chaulmoogra,  gurjun,  simple  linseed  or  olive,  plus  some  form  of  medi¬ 
cation.  It  is  the  general  opinion  that  inunctions  of  oil  are  beneficial  from 
the  frictions  rather  than  because  of  the  peculiar  nature  of  the  oil.  Stimu¬ 
lating,  reducing  or  antiparasitic  agents  may  be  needed  for  their  local 
effect,  and  of  these  the  X-rays  and  solidified  carbon  dioxid  for  large 
and  small  areas  respectively  are  most  useful.  Unna  recommends  an 
ointment  containing  5  per  cent,  each  of  chrysarobin  and  ichthvol  and 
2  per  cent,  of  salicylic  acid.  He  further  suggests  resorcin  in  place  of 
chrysarobin  for  women  and  children.  Iodoform  ointment  as  employed 
by  Impey  and  sodium  salicylate  ointment  as  used  in  Norway  may  be 
needed  in  individual  cases.  Recently  I  have  used  guaiacol  for  the  de¬ 
generating  changes  of  the  skin  with  good  results.  Surgical  means  may 
be  used,  such  as  nerve-stretching  to  relieve  the  neuralgic  pains  of  anes¬ 
thetic  leprosy,  or  the  excision  of  tubercles,  necrosed  bones  or  other 
tissue,  or  curetting  of  ulcerated  surfaces.  Tracheotomy  or  intubation 
for  stenosis  of  the  larynx,  due  to  leprous  growths  in  that  location,  are 
sometimes  necessary.  Galvanism  and  the  high-frequency  currents  have 
proven  useful  in  assisting  to  restore  the  sensory  functions. 

Specific  therapy  is  an  ideal  for  which  many  investigators  have 
striven  and  the  resulting  medicinal  suggestions  are  numerous  and  varied. 
To  properly  appreciate  the  many  angles  from  which  this  subject  has 
been  approached,  the  reader  is  referred  to  Public  Health  Bulletin  No. 
47,  published  by  the  Treasury  Department  of  the  United  States  in  Sep¬ 
tember,  1911,  which  discusses  at  length  the  attempts  at  specific  therapy 
in  leprosy  as  well  as  the  subject  of  the  artificial  cultivation  of  the  bacillus 
of  leprosy  by  the  surgeons  of  the  Marine-Hospital  Service.  Brief  men¬ 
tion  may  be  made  of  the  following:  chaulmoogra  oil  in  3  to  80  drop 
doses  in  milk,  emulsion  or  capsules,  three  times  daily ;  the  active  prin¬ 
ciple  of  this  oil,  gynocardic  acid,  in  the  form  of  sodium  gynocardate  is 
less  irritating  to  the  stomach  and  may  be  given  in  doses  of  to  3 
grains,  three  times  daily;  gurjun  oil  may  be  administered  in  an  emul¬ 
sion  composed  of  1  part  of  the  oil  to  3  to  5  of  lime  water,  the  dosage 
of  this  mixture  being  2  to  4  drams  two  or  three  times  daily;  guaiacol, 
equal  parts  with  sterilized  olive  oil,  has  been  recently  used  in  a  hvpo- 
dermic  manner,  being  injected  intravenously;  strychnin  or  nux  vomica 
has  been  extensively  used,  often  in  connection  with  one  of  the  above 
oils ;  ichthyol,  carbolic  acid,  potassium  iodid,  iodin,  salicylic  acid,  sodium 
salicvlate,  salol,  creosote  and  arsenic  have  been  given  internally  with 
indifferent  success.  Many  vaccines,  serums  and  similar  preparations 
have  been  tried  but  only  a  few  need  mention.  Carrasquilla’s  serum  has 
been  extensively  used  with  varying  results  but  it  is  not  now  generally 
advocated.  Antivenene  (Calmette),  leprolin  (Rost),  and  nastin  or  nas- 
tin-B  have  all  benefited  individual  cases. 
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There  is  every  reason  to  belieA^e  that  cases  of  leprosy,  amenable  to 
treatment,  will  respond  as  rapidly  to  remedies  symptomatically  prescribed 
as  to  any  of  the  empiric  measures  just  mentioned.  My  own  observation 
of  about  forty  cases,  treated  in  series  of  three  to  five  with  at  least  ten  of 
the  therapeutic  measures  mentioned,  supports  this  view,  because  of  the 
five  patients  discharged  as  apparently  cured,  three  received  Hydrocotyle 
3x,  Sepia  6x,  and  Arsenicum  iodatum  3X,  without  any  other  internal 
treatment  and  only  the  simplest  of  antiparasitic  and  cleansing  methods. 
The  other  two  cases  received  chaulmoogra  oil  and  nastin-B.  My  expe¬ 
rience  leads  me  to  believe  that  the  best  hygienic  measures  possible,  in¬ 
cluding  a  change  of  climate  and  other  anti-tubercular  measures,  as  well 
as  the  use  of  salicylic  acid,  solidified  carbon  dioxid  and  the  X-rays 
externally,  with  the  internal  administration  of  chaulmoogra  oil,  strych¬ 
nin,  nastin-B  or  the  indicated  remedy  is  the  best  treatment.  Other  reme¬ 
dies  that  might  he  indicated  are  Arsen.,  Aurum.  mur.,  Cal.  phos.,  Kali 
brom.,  Lach.,  Merc.,  Nit.  acid,  Pet.,  Rhus  tox.,  Secale  and  Silicea. 


CLASS  VI.— NEUROSES 


Cutaneous  sensation  is  complex  in  character  and  embraces  a  number 
of  elements.  These  include  the  sense  of  pain  and  the  sensations  of 
temperature  and  touch,  pressure  and  contact.  Perversions  of  these  sen¬ 
sations  with  no  accompanying  lesion  of  the  skin  are  often  complex,  but 
may  be  divided  into  four  forms:  diminished  or  absent  sensation,  anes¬ 
thesia  ;  increased  or  exaggerated  sensation,  hyperesthesia ;  pain  or  der- 
matalgia,  which  includes  erythromelalgia ;  and  altered  sensation,  pares¬ 
thesia,  which  properly  includes  pruritus.  It  is  often  difficult  to  differ¬ 
entiate  these  types  of  perverted  sensation  because  they  may  coexist,  pre¬ 
cede  or  follow  one  another  very  closely. 


ANESTHESIA 

Anesthesia  of  the  skin  may  be  partial  or  complete,  of  central  or  pe¬ 
ripheral  origin,  with  or  without  structural  changes  in  the  skin  and  may 
involve  one  or  all  of  the  elements  of  cutaneous  sensation.  The  sense  of 
feeling  may  be  entirely  lost  or  the  sense  of  touch  impaired,  there  may 
be  a  loss  of  sensitiveness  to  pain  without  the  impairment  to  the  tactile 
sensation,  or  there  may  be  actual  pain  in  the  part  with  a  loss  of  contact 
or  ordinary  sensation  ( analgesia  dolorosa  of  Romberg) .  In  origin  this 
condition  may  be  idiopathic  or  symptomatic  and  due  to  internal  or 
external  causes.  Among  the  external  agents  are  traumatisms,  cold  and 
the  application  of  ice,  ethyl  chlorid,  cocain,  adrenalin,  chloroform,  etc. 
Internal  anesthetics  such  as  chloroform,  ether,  nitrous  oxid,  etc.,  need  no 
mention  here.  This  condition  has  been  noted  in  such  diseases  as  syph¬ 
ilis,  leprosy,  scleroderma  and  hysteria  and  has  been  associated  with 
definite  lesions  of  the  nervous  system,  brain  and  cord. 

Prognosis  and  Treatment. — These  depend  entirely  upon  the  un¬ 
derlying  condition  and  the  neurologist  is  often  more  properly  consulted 
than  the  dermatologist.  I  have  used  with  success  Populus  cand.  and 
Secale. 


HYPERESTHESIA 

This  condition  may  be  described  as  an  exaggerated  sensitiveness 
caused  by  external  factors,  as  contrasted  with  the  spontaneous  origin 
of  paresthesia  and  dermatalgia.  It  may  be  general  or  local,  unilateral 
or  symmetrical,  the  distribution  giving  a  clue  to  the  affected  nerves. 
Every  contact  with  the  skin  gives  an  exaggerated  impression  to  the 
central  organs.  It  is  frequently  noted  in  hysteria,  in  which  disease  it 
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is  inconstant  in  location  and  duration.  Most  cases  are  symptomatic  of 
functional  or  organic  disease  of  the  central  or  peripheral  nerve  systems 
but  a  few  are  idiopathic  or  at  least  no  cause  is  apparent.  It  may  be  here 
remarked  that  the  line  of  demarcation  between  paresthesia  and  hyper¬ 
esthesia  is  very  finely  drawn  and  the  conditions  are  often  difficult  to 
differentiate. 

Prognosis  and  Treatment  depend  upon  the  underlying  nervous 
condition  causing  the  hyperesthesia.  Kalmia  and  Hypericum  apparently 
cured  two  of  my  own  cases. 


DERMATALGIA 

( Neuralgia  of  the  skin;  Rheumatism  of  the  skin ) 

In  this  condition  sensations  of  pain  in  the  skin  are  symptomatic  of 
sensory  irritation  not  depending  on  contact  and  with  no  accompanying 
cutaneous  lesion.  While  the  pain  varies  in  character  as  burning,  sting¬ 
ing  or  darting,  its  variance  in  degree  is  the  essential  point,  being  often 
intensified  by  the  slightest  touch  of  clothing,  from  the  existence  of 
hyperesthesia.  It  is  usually  found  in  the  female  sex  limited  to  small 
areas  of  surface  especially  the  hairy  parts,  scalp  and  legs.  It  may  be 
symptomatic  of  locomotor  ataxia,  rheumatism,  syphilis,  diabetes,  malaria, 
hysteria,  anemia,  or  undue  exposure  to  cold. 

Prognosis  and  Treatment. — This  condition  usually  lasts  several 
days  or  even  weeks,  and  its  one  main  diagnostic  point  is  that  the  painful 
sensations  are  very  superficial  in  well-defined  areas  of  the  skin.  Beyond 
the  care  of  the  underlying  causal  condition,  the  high-frequency  currents 
applied  locally  or  to  the  spine  and  the  alternate  application  of  hot  and 
cold  water,  plus  an  indicated  remedy,  may  be  needed.  See  Aconite, 
Arnica,  Bell.,  Kalmia,  Secale  and  Sulphur. 


ERYTHROMELALGIA 

As  described  by  S.  Weir  Mitchell,  this  condition  presents  redness  of 
one  or  both  hands  and  feet,  all  four  extremities,  or  one  or  several  toes 
or  fingers,  and  a  burning,  aching,  paroxysmal,  neuralgic  pain  of  the 
afflicted  areas.  The  temperature  of  the  part  involved  is  generally  in¬ 
creased  and  the  symptoms  are  aggravated  by  warmth.  This  disease  is 
rare  and  while  affecting  either  sex  or  any  age,  it  is  more  common  in 
young  males.  It  is  symptomatic  of  a  central  nervous  disease  or  it  may 
appear  as  a  symptom  of  peripheral  neuritis  or  it  may  be  purely  idio¬ 
pathic. 

Prognosis  and  Treatment. — Gradual  aggravation  may  be  ex¬ 
pected.  Treatment  is  rather  discouraging,  and  consists  of  brief  X-ray 
exposures,  applications  of  the  high-frequency  currents  or  faradic  elec¬ 
tricity.  Usually  rest  in  bed,  a  nutritious  diet  and  cold  applications  dur¬ 
ing  the  paroxvsms  will  prove  beneficial. 
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PARESTHESIA 

Symptoms  of  sensory  irritation  which  do  not  usually  amount  to 
actual  pain,  or  are  unlike  in  kind  from  the  usual  feeling'  experienced 
from  similar  stimuli,  are  grouped  under  the  term  paresthesia.  They 
are  usually  due  to  abnormal  conditions  in  the  nerves  themselves  and 
may  include  one  or  all  of  the  elementary  forms  of  sensation,  defined 
by  such  terms  as  formication,  pricking,  numbness,  burning,  etc.  True 
paresthesia  is  indicative  of  grave  central  or  peripheral  nervous  disorders. 
While  the  abnormalities  of  sensation  may  be  said  to  include  a  multitude 
of  sensory  perversions,  in  many  instances  they  merge  into  hyperesthesia 
or  anesthesia  or  both.  The  condition  known  as  dermatalgia  is,  strictly 
speaking,  a  painful  paresthesia  while  pruritus  is  a  form  of  paresthesia 
in  which  itching  is  the  sole  symptom.  These  conditions  are  treated 
separately  in  this  book. 


PRURITUS 

Definition. — A  common,  functional,  sensory  neurosis  of  the  skin, 
characterized  by  some  variation  of  itching  without  a  primary  cutaneous 
alteration. 

Symptoms. — In  reality  pruritus  is  a  form  of  paresthesia  and  may 
be  differentiated  from  itching  that  is  symptomatic  of  some  skin  disease 
because  it  stands  here  for  a  disease  entity  apart  from  any  cutaneous 
lesion  and  not  for  a  symptom  alone,  although  scratching  may  cause  an 
eruption  varying  from  a  mild  dermatitis  to  a  true  eczema.  The  degree 
of  itching  may  be  so  slight  that  there  is  scarcely  any  inconvenience, 
or  it  may  be  increased  in  other  cases  to  a  degree  that  causes  severe 
mental  disorder.  It  is  often  localized  and  may  rarely  be  general  (pruri¬ 
tus  universalis).  It  may  be  constant,  intermittent  or  remittent  without 
any  order  as  to  its  appearance,  is  often  aggravated  by  changes  in  tem¬ 
perature,  by  bathing,  and  is  invariably  worse  at  night.  Pruritus  senilis 
is  a  persistent,  distressing  and  often  incurable  general  form  of  this  dis¬ 
ease  due  to  atrophy  and  other  senile  changes  in  the  skin.  It  is,  how¬ 
ever,  often  related  to  diabetes  and  kindred  affections. 

Pruritus  hiemalis  ( frost  itch ,  winter  itch )  occurs  only  in  the  cold 
season.  It  is  usually  noted  upon  the  non-hairy  surfaces  such  as  the 
lower  part  of  the  legs  but  occasionally  the  arms  and  other  parts  are 
involved.  Often  it  is  not  noticeable  during  the  day  but,  on  removing 
the  clothing  at  bedtime,  it  is  very  pronounced.  It  may  persist  through¬ 
out  the  winter,  only  disappearing  in  the  late  spring,  or  it  may  be  more 
or  less  intermittent.  Occasionally  prurigo-like  papules  have  been  found 
on  the  parts  affected  or  a  real  eczematous  condition  may  result  from 
scratching.  Adults  are  those  most  affected  while  a  similar  condition 
(pruritus  aestivitis),  occurring  in  the  warm  seasons  and  not  related  to 
miliaria,  may  affect  people  of  any  age.  Pruritus  following  a  bath  (bath 
pruritus)  may  be  more  or  less  general.  The  attack  will  last  for  a  few 
minutes  to  as  many  hours  and  the  degree  of  itching  may  be  of  any 
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intensity.  Young  adults  with  a  naturally  dry  skin  are  those  usually 
affected. 

It  is  not  unusual  to  find  pruritus  limited  as  regards  the  area  in¬ 
volved.  Thus  the  palms  and  soles  (pruritus  palmae  et  plantse)  may  be 
involved,  coexisting  with  hyperidrosis,  gout,  malaria  or  asthma.  Pruri¬ 
tus  is  not  uncommon  on  the  face,  back  of  the  neck,  the  angle  of  the 
nose  and  mouth,  and  occasionally  the  scalp.  When  the  Schneiderian 
membrane  of  the  nose  (pruritus  narium)  is  involved,  there  is  usually 
present  a  rose  or  hay  asthma,  although  the  condition  may  follow  the 
use  of  opium  and  its  alkaloids  and  has  occurred  in  children  from  para¬ 
sitic  irritation.  Pruritus  genitalia  is  not  uncommon,  although  it  may 
exist  in  a  mild  form  and  the  sufferer  will  not  seek  treatment  until  sec¬ 
ondary  eczematous  changes  have  developed.  In  men  the  commonest 
location  is  the  scrotum  (pruritus  scroti),  perineum,  anus  and  urethral 
orifice  of  the  penis.  Pruritus  vulvae  may  affect  all  the  external  female 
parts,  extend  into  the  vagina  or  become  extragenital.  This  form  is 
most  demoralizing,  often  intolerable  in  its  itching  and  may  lead  to  ob¬ 
noxious  practices.  Some  severe  cases  have  been  traced  to  glycosuria, 
uterine  or  ovarian  diseases.  Pruritus  ani  is  very  common  in  both  sexes 
and,  although  usually  found  in  adults,  may  exist  at  any  age.  It  is  a 
primary  or  secondary  neurosis  associated  with  such  changes  as  hemor¬ 
rhoids,  hyperidrosis,  constipation,  fissures,  eczematous  or  other  irrita¬ 
tions.  The  orifices  often  present  a  sodden  appearance  and  there  is 
usually  a  foul-smelling  secretion. 

Etiology  and  Pathology. — Causes  which  underlie  sensory  disturb¬ 
ances  may  be  congenital  or  acquired,  local  or  general.  Many  general 
conditions  act  as  predisposing  causes  of  pruritus  but  by  far  the  most 
essential  and  ever-present  is  hyperesthesia.  Generalized  itching  may  be 
caused  by  mental  or  physical  neuroses,  hysteria,  neurasthenia,  rheu¬ 
matic,  catarrhal  or  gouty  diatheses,  kidney,  liver,  genitourinary,  uterine, 
ovarian,  gastric  or  intestinal  disorders,  pregnancy,  excessive  and  long- 
continued  use  of  alcoholics,  tobacco,  coffee,  tea,  opium  and  its  alka¬ 
loids,  and  excessive  heat  and  cold.  I  believe  that  gastrointestinal  dis¬ 
orders  are  usually  present  in  some  degree  with  many  of  the  causal  ele¬ 
ments  mentioned  above  but,  in  some  cases,  these  distinctions  properly 
belong  to  the  nerve  specialist  and  not  to  the  dermatologist.  Pruritus 
hiemalis  is  essentially  due  to  the  cold  weather,  although  the  wearing  of 
rough  underwear  together  with  a  gouty  or  rheumatic  tendency  and  a 
defective  digestion  lend  a  helping  hand.  Water  is  the  active  cause  of 
bath  pruritus  but  those  involved  have  a  harsh,  dry  and  easily  irritated 
skin.  The  local  causes  present  in  pruritus  ani  are  hemorrhoids  and  other 
rectal  complaints,  intestinal  worms,  constipation,  lithemia  and  the  like. 
The  habit  of  scratching  due  to  eczema,  pediculosis  or  other  itching  dis¬ 
eases  may  remain  after  the  actual  diseases  have  disappeared  and  con¬ 
stitutes  a  pruritic  habit.  While  pruritus  vulvae  is  often  due  to  diabetes, 
it  may  result  from  worms,  pregnancy,  uterine  or  ovarian  diseases,  or 
from  leucorrheal  or  more  specific  discharges.  Pruritus  scroti  has  been 
caused  by  urethral  malformations  or  bladder  disorders  and  is  common 
to  those  who  sit  with  crossed  legs  like  tailors.  Naturally  the  causes 
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which  produce  a  symptomatic  itching  of  the  skin  in  other  eruptive  dis¬ 
eases,  especially  in  the  animal  parasitic  affections,  are  excluded  here 
although  they  should  be  always  borne  in  mind  in  searching  for  the  cause 
of  true  pruritus.  It  is  necessary  to  call  some  cases  idiopathic  because 
diligent  search  fails  to  yield  an  apparent  cause. 

Pathologically  this  condition  is  a  sensory  neurosis  due  to  irritation 
involving  the  nerve  supply  of  a  part  at  some  point  between  the  central 
origin  and  distal  terminations.  The  tissues  are  found  unaltered  except 
as  far  as  secondary  changes  may  influence  them. 

Diagnosis. — Itching  being  the  one  diagnostic  symptom,  it  is  only 
necessary  to  exclude  other  pruritic  affections  of  the  skin  to  establish  a 
diagnosis.  The  absence  of  eruptions,  except  excoriations  from  scratch¬ 
ing,  makes  this  usually  easy.  Eczema  may  be  secondary  to  an  essential 
pruritus  and  obscure  the  nature  of  the  primary  disturbance.  The  his¬ 
tory  of  origin  will  generally  clear  away  this  doubt.  Parasites  should 
not  be  forgotten  as  possible  factors  even  in  unusual  locations  and  at 
times  on  the  cleanly.  For  a  differentiation  of  pruritus  from  prurigo ,  see 
the  latter. 

Prognosis  depends  upon  the  discovery  and  removal  of  the  cause. 
Pruritus  hiemalis  is  apt  to  recur  the  next  season  and  the  chances  for  a 
permanent  cure  in  pruritus  senilis  are  poor. 

Treatment. — All  possible  etiological  factors  must  be  taken  into  con¬ 
sideration  in  the  treatment  of  this  disease  because  no  amount  of  local 
treatment  is  more  than  palliative.  Naturally  the  lines  laid  down  for  the 
treatment  of  the  underlying  disease  are  those  to  be  pursued  in  the  main. 
It  is  quite  unnecessary  in  a  book  on  dermatology  to  outline  the  detailed 
management  of  any  of  the  systemic  or  local  conditions  mentioned  under 
etiology  as  causative.  Examination  of  the  urine,  feces  and  blood  should 
be  made  if  there  is  the  slightest  advantage  to  be  gained  therefrom  and 
none  of  the  viscera  should  be  neglected  in  this  respect.  Sedatives  and 
narcotics,  especially  opium,  should  be  discouraged  except  in  extreme 
cases.  W oolen  and  other  irritating  underclothing  should  be  avoided  at 
all  times.  Diet  is  always  an  essential  item  in  the  general  treatment  and 
should  be  plain  while  nourishing,  always  avoiding  stimulants,  rich  foods, 
excessive  amounts  of  starches  or  heavv  materials,  shell  fish  and  all  va- 
rieties  of  preserved,  salted  or  dried  foods.  Water  between  meals  is 
usually  essential  and  saline  laxatives  are  often  indicated.  The  galvanic 
current,  high-frequency  currents  or  the  static  roller  electrode  applied  to 
the  spine  may  give  relief  if  the  pruritus  is  of  general  extent. 

External  treatment  is  demanded  as  a  measure  of  relief  and  the 
means  employed  are  as  numerous  and  varied  as  the  imaginations  of  those 
employing  them.  It  is  my  purpose  here  to  speak  only  of  those  agents 
that  personal  experience  has  proven  to  be  useful.  The  high-frequency 
currents  are  often  useful  in  localized  forms  of  pruritus,  especially  in  the 
anogenital  regions.  The  same  may  be  said  of  the  X-rays  but  I  prefer 
them  for  localized  pruritus  of  other  regions,  because  of  the  danger  of 
producing  sterility  when  used  in  the  genital  regions.  Of  course,  this 
does  not  apply  in  the  case  of  older  people  where  the  matter  is  of  no  im¬ 
portance.  In  a  few  instances  when  other  means  have  failed,  radium” 
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has  afforded  comparative  relief  for  four  or  five  days,  the  applications 
varying  from  fifteen  to  forty-five  minutes.  Complete  recovery  occurred 
from  radium  in  two  of  my  cases  of  pruritus  vulvse,  one  after  six  treat¬ 
ments  and  the  other  after  eight.  I  mention  these  forms  of  physical 
therapeutics  first  because  I  consider  them  superior  to  any  but  the  sim¬ 
plest  forms  of  the  older  local  treatments.  Local  applications  of  very 
hot  or  very  cold  water,  alcohol,  bicarbonate  or  biborate  of  soda  solu¬ 
tion,  hydrogen  peroxid,  or  adrenalin  chlorid  (1:1000)  well  diluted,  may 
afford  comfort  and  will  not  interfere  with  internal  treatment.  If  patho¬ 
genetic  antipruritic  agents  are  to  be  used,  ointments  are  often  preferable, 
due  to  the  dry  condition  of  the  skin  although  there  is  no  hard  and  fast 
rule  as  to  this.  Lotions  are  cleaner  and  preferable  in  generalized  itch¬ 
ing.  Carbolic  acid  is  more  often  applied  than  any  other  agent  in  the 
form  of  a  i  to  5  per  cent,  lotion,  or  5  to  20  per  cent,  in  oil  or  ointment. 
Orthoform,  iodoform,  thigenol,  calamin,  ichthyol,  resorcin,  thymol, 
menthol,  camphor  and  liquor  carbonis  detergens  may  be  used  in  lotion 
or  ointment  as  the  following  prescriptions  will  show: 


If 

Menthol., 

gr.  x; 

6 

Pulv.  camphorae, 

gr.  xx ; 

1 

2 

Phenolis, 

TTLxx ; 

1 

2 

Adipis  benzoat, 

q.  s. 

ad 

Bij ; 

60 

M. 

It 

Paraff.  licp, 

3j; 

4 

Zinci  oxidi, 

Thigenol, 

aa 

Bss ; 

15 

M. 

It 

Phenolis, 

3j; 

4 

Liq.  potassae, 

3j; 

4 

Olei  lini., 

Bj ; 

30 

M. 

If 

Thymol., 

3ij; 

8 

Liq.  potassae, 

3i ; 

4 

Glycerini, 

3iij_ ; 

12 

Aquae, 

q.  s. 

ad 

Bviij  ; 

240 

M. 

p* 

Liq.  carbonis  detergentis, 

Bj ; 

30 

Glycerini, 

3i ; 

4 

Pulv.  zinci  oxidi, 

3ij  ; 

8 

Aquae, 

q.  s. 

ad 

Bvilj  ; 

240 

M. 

If 

Choral,  hyd., 

3j; 

4 

Camphorae, 

3j; 

4 

Spt.  cologn., 

Bj ; 

30 

Aquae, 

q.  s. 

ad 

Bvuj ; 

240 

M. 

If 

Thigenol, 

3j ; 

30 

Zinci  oxidi, 

Bj; 

30 

Glycerini, 

3u ; 

8 

Aquae  rosae, 

q.  s. 

ad 

Bviij  ; 

240 

M. 

If 

Phenolis, 

3j; 

4 

Glycerini, 

3'j ; 

8 

Liq.  picis  carbonis, 

Bj ; 

30 

Aquae 

cp  s. 

ad 

Bviii  ; 

240 

M. 

If 

Cocain.  muriat., 

gr.  xliij  ; 

2 

5 

Chloral,  hydrat., 

gr.  xliij  ; 

2 

5 

Resorcin, 

gr.  xliij  ; 

2 

5 

Glycerin., 

3ij  ; 

7 

5 

Alcoholis, 

3xiij  ; 

50 

Aq.  laurocerasi, 

Bijss ; 

75 

Aquae, 

q.  s. 

ad 

Bviij  ; 

240 

M. 
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Acid,  acetic., 

iTtlxxv ; 

5 

Spirit,  camph., 

aij  ; 

60 

Acp  laurocerasi, 

5ij ; 

60 

Glycerin., 

q.  s.  ad  Sviij  ; 

240 

Pruritus  involving  the  anus,  vulva  or  scrotum  may  respond  to  any 
of  the  foregoing  but  often  the  following  simple  prescriptions  are  useful: 
menthol  5  to  20  grains  to  the  ounce  of  solid  or  liquid  petrolatum ;  cocain 

1  to  10  grains  to  the  ounce  of  ointment  or  solution;  chloral  and  cam¬ 
phor,  each  ^  to  1  dram  to  the  ounce  of  petrolatum ;  chloroform  ^ 
dram  to  the  ounce  of  ointment.  Liveing  advises  morphin  hydrochlorate 

2  grains  and  bismuth  nitrate  1  dram  to  an  ounce  of  ointment  for  pru¬ 
ritus  ani.  Adler  suggests  the  daily  injection  rectally  of  1  or  2  drams 
of  the  following: 


Fluidext.  hamamelidis, 

5j; 

30 

Fluidext.  ergot, 

3ij  ; 

8 

Fluidext.  hydrastis, 

3ij  ; 

8 

Tinct.  benzoin,  comp., 

3ij; 

8 

Ol.  olivje  carbolat., 

3j; 

4 

Pruritus  vulvse  may  call  for  hot  water  injections  with  or  without 
10  per  cent,  hamamelis  extract  or  the  ordinary  astringents  of  alum,  zinc 
sulphate  or  tannic  acid.  These  local  varieties  of  pruritus  may  be  re¬ 
lieved  by  an  occasional  application  of  a  1  to  5  per  cent,  solution  of  silver 
nitrate  in  sweet  spirits  of  niter  or  compound  tincture  of  benzoin,  or  of 
a  solution  of  mercuric  chloric!  (1:1000).  In  pruritus  hiemalis,  a  plain 
oil  or  ointment  is  usually  necessary  to  overcome  the  natural  dryness  and 
harsh  condition  of  the  skin.  Further  local  attention  consists  in  the  appli¬ 
cation  of  a  glycerin  and  rose  water  solution  with  or  without  1  per  cent, 
carbolic,  per  cent,  menthol  or  camphor,  or  a  few  drops  of  tincture 
of  benzoin.  Those  suffering  from  bath  pruritus  should  be  careful  to 
employ  water  that  is  warm  but  not  hot  or  cold.  Soap  should  be  mild 
such  as  an  olive  oil  compound,  little  used  in  any  case,  and  thoroughly 
removed  before  the  skin  is  tapped  but  not  rubbed  dry.  The  Turkish 
bath,  weak  alkaline  baths  and  baths  of  very  short  duration  are  prefer¬ 
able.  A  plain  fat  may  be  applied  directly  after  the  bath  or  a  simple 
dusting  powder  may  suit  better  in  some  individual  cases. 

Internal  remedies  should  never  be  neglected  because  many  cases  will 
respond  to  these  means  alone.  Many  patients  demand  every  possible 
agent  known  to  therapeutics  to  remove  the  causal  conditions  and  relieve 
the  ever-present  itching.  For  remedies,  see  Aeon.,  Agnus  cast.,  Bovista, 
Calad.,  Cal.  phos.,  Canab.  inch,  Canth.,  Colch.,  Conium,  Cvcla.,  Dolich., 
Dulc.,  Fago.,  Hydrocot.,  Kreos.,  Mangan.,  Mez.,  Nat.  mur.,  N.  Phos., 
Olean.,  Opium,  Populus  cand.,  Remex  crisp.,  Sulp.  acid,  LTrtica  urens 
and  Zinc. 


CLASS  VII.— DISEASES  OF  THE  APPENDAGES 


The  abnormalities  included  in  this  group  are  functional  or  organic 
in  nature;  the  latter  when  there  is  an  anatomical  change,  the  former 
when  qualitative  or  quantitative  changes  exist.  Naturally  a  number  of 
these  diseases  could  be  grouped  elsewhere,  but  simplicity  demands  their 
retention  in  this  class  which  is  subdivided  into:  i.  Diseases  of  the  sweat- 
glands.  2.  Diseases  of  the  sebaceous  glands.  3.  Diseases  of  the  hair 
and  the  hair-follicles.  4.  Diseases  of  the  nails. 

1.  DISEASES  OF  THE  SWEAT-GLANDS 

ANIDROSIS 

Definition. — A  functional  disorder  of  the  sweat-glands  in  which 
the  sweat  is  absent  or  diminished  in  quantity. 

Symptoms. — Usually  secondary  in  character,  this  condition  may  be 
local  or  universal  in  extent.  It  is  common  in  areas  affected  by  the  lesions 
of  ichthyosis,  psoriasis,  scleroderma  and  anesthetic  leprosy,  and  in  some 
forms  of  eczema,  neuralgia  and  paralysis.  The  polyuria  of  diabetes 
and  albuminuria  naturally  diminish  sweat.  Injuries  to  the  nerve  trunks 
may  cause  anidrosis  and  it  is  present  in  many  trophoneuroses.  Individ¬ 
uals  who  do  not  sweat  are  apt  to  have  pruritus  or  erythematous  and 
urticarial  eruptions.  Partial  anidrosis  seldom  causes  any  discomfort 
and  the  same  may  be  said  of  the  generalized  type,  except  under  circum¬ 
stances  that  ordinarily  cause  free  sweating. 

Treatment  is  directed  toward  the  primary  or  underlying  disease, 
Massage,  vapor  and  alkaline  baths,  vibration,  the  high-frequency  cur¬ 
rents  and  jaborandi  or  pilocarpin  given  hypodermically  will  improve 
the  innervation  and  stimulate  the  secretion  in  relievable  cases.  Any 
treatment  is  useless  in  the  congenital  type,  although  the  application  of 
simple  oil  will  relieve  the  dryness.  See  indications  for  Alumina,  Coca, 
Lycopodium  and  Nux  moschata. 

HYPERIDROSIS 

( I  dr  0  sis ;  Sudatoria;  Polydrosis;  Hydrosis;  Excessive  sweating) 

Definition. — A  functional  disorder  of  the  sweat-glands  in  which  the 
excretion  is  excessive. 

Symptoms. — Natural  or  artificial  heat,  physical  exercise,  liberal  in- 
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gestion  of  fluids,  anxiety  and  other  kindred  emotions  are  natural  pro¬ 
moters  of  active  perspiration  but  in  the  absence  of  these  stimuli,  all  ex¬ 
cessive  sweating  is  due  to  disease.  Hyperidrosis  may  be  general  or  local, 
slight  or  severe,  of  short  duration  or  persistent.  With  the  symptomatic 
or  general  varieties  of  excessive  sweating  such  as  occur  in  acute  rheu¬ 
matism,  intermittent  fever,  phthisis  and  other  wasting  diseases,  the  der¬ 
matologist  is  not  concerned.  The  local  forms  most  often  seen  occur  in 
the  axillary  and  genital  regions  or  on  the  palms  of  the  hands  and  soles  of 
the  feet.  These  forms  are  usually  symmetrical  and  on  the  warmly  cov¬ 
ered  parts  are  apt  to  be  associated  with  offensive  odor  ( bromidrosis )  and, 
sometimes,  with  erythema,  intertrigo,  folliculitis,  carbunculosis  or  ecze¬ 
ma.  On  the  palms  and  soles  the  disorder  is  most  common  in  young  peo¬ 
ple  who  suffer  from  diathetic  affections,  such  as  anemia.  In  aggravated 
cases  there  is  more  or  less  maceration  of  the  epidermis  which  may  be¬ 
come  shrivelled  or  flake  off,  leaving  the  parts  tender  to  pressure.  Hy¬ 
pertrophy  of  the  outer  layers  of  the  epidermis  of  the  palms,  known  as 
tylosis,  is  often  preceded  by  or  attended  with  excessive  sweating  of 
these  surfaces.  One-sided  sweating,  affecting  the  whole  side,  is  rare. 
However  the  most  pronounced  case  that  I  ever  saw  was  of  this  type. 
Less  rarely,  one  limb  or  one-half  of  the  head  is  the  seat  of  the  disorder. 

Etiology  and  Pathology. — Whatever  the  underlying  causes  may 
be,  there  is  no  doubt  that  deranged  innervation  is  the  medium  through 
which  local  hyperidrosis  is  produced,  whether  in  the  nature  of  stimula¬ 
tion  of  the  cerebrospinal  system,  paralysis  of  the  sympathetic,  or  per¬ 
ipheral  change.  The  source  may  be  in  the  cerebral  center,  as  has  been 
observed  in  gumma  and  abscess  of  the  brain ;  in  the  medulla,  as  noted  in 
cases  of  excessive  sweating,  where  tumors  have  been  found  at  the  post¬ 
mortem  ;  in  the  cord,  from  lesions  with  aggravated  reflexes;  from  injury 
to  peripheral  nerves,  as  reported  by  Weir  Mitchell;  from  growths  of 
any  kind  which  interfere  with  the  sympathetic.  In  women,  hysteria  and 
disturbances  of  menstruation  may  cause  excessive  local  sweating.  In 
the  second  stage  of  migraine  there  often  is  free  sweating.  Rare  in¬ 
stances  of  congenital  and  hereditary  cases  of  moderate  symmetrical  hy¬ 
peridrosis  of  the  palms  and  soles  have  been  reported. 

The  disorder  is  purely  functional  as  Robinson  showed  by  failing  to 
find  any  abnormal  condition  in  the  glands  or  epithelium  of  the  palm.  The 
physiological  experiments  of  Claude  Bernard  demonstrating  that  paral¬ 
ysis  of  the  sympathetic  produced  hyperidrosis,  and  of  Brown-Sequard, 
that  stimulation  of  the  sensory  fibers  gave  like  results,  emphasize  the 
close  relationship  of  the  nervous  system  to  the  sweat  function  and  its 
pathological  increase. 

Prognosis  and  Treatment. — The  former  varies  with  the  cause  and 
the  degree  in  which  it  is  removable ;  the  latter  is  directed  toward  the 
underlying  causal  factors  so  that,  if  local  circulatory  defects  exist,  physio¬ 
logical  and  mechanical  means  are  employed  to  restore  the  normal  condi¬ 
tion,  such  as  friction,  exercise,  cold  baths  and  the  high-frequency  cur¬ 
rents.  The  application  of  very  hot  water  to  the  parts  once  or  twice 
daily,  a  formalin  solution  (i  :  ioo)  or  a  strong  solution  of  pinus  cana¬ 
densis  extract,  followed  by  a  dusting  powder  of  starch  and  boric  acid  in 
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equal  parts,  may  be  used.  If  tenderness  exists,  a  simple  cerate  may  be 
used  in  place  of  the  dusting  powder  or  stearate  of  zinc  powder  or  salicylic 
acid,  i  part  to  6  of  talcum,  may  be  used  with  advantage.  When  only 
the  feet  are  involved,  potassium  permanganate,  i  per  cent,  solution,  will 
be  found  beneficial.  Unna  has  recommended  belladonna,  jX  ounce  in 
3  ounces  of  eau  de  cologne,  for  sweating  of  the  hands.  A  number  of 
ointments  are  valuable  in  this  condition  such  as  20  per  cent,  sulphur ; 
Hebra’s  diachylon ;  or  tannic  acid  ointment  composed  of  i  to  2  drams 
to  an  ounce  of  simple  cerate.  The  X-rays  are  probably  the  most  con¬ 
venient  and  in  many  cases  the  most  permanent  method  of  treatment. 
The  full  dose  should  be  applied  from  three  to  six  times,  about  every 
four  weeks,  until  the  sweat-glands  are  destroyed. 

Most  local  treatment  is,  however,  palliative  so  we  must  look  to 
physiological  means  to  remedy  the  corresponding  errors  and  to  patho¬ 
genetic  treatment  to  effect  a  cure.  Usually  there  are  plenty  of  indica¬ 
tions  for  a  prescription  from  the  totality  of  symptoms.  See  indications 
for  Agaricus,  Aurum  mur.,  Ant.  crud.,  Baryta  carb.,  Cocculus,  Conium, 
Fluoric  acid,  Graph.,  Hepar,  Hypericum,  Jaborandi,  Nat.  sul.,  N.  mur.. 
Nit.  acid,  Pet.,  Puls.,  Rhod.,  Sepia,  Sil. ,  Sul.  and  Thuja. 


BROMIDROSIS 

{Osmidrosis ;  Fetid  sweat ) 

Definition.- — A  condition  of  the  sweat  wherein  it  is  offensive  when 
secreted  or  becomes  so  soon  after. 

Symptoms. — Like  hyperidrosis,  which  is  frequently  present  at  the 
same  time,  bromidrosis  may  be  general  or  partial.  The  local  forms  are 
most  common  and  usually  affect  the  feet  only,  though  the  axillary  and 
genital  regions  may  be  the  seat  of  the  disorder.  In  most  cases  the  odor 
is  not  markedly  offensive  and  a  few  cases  have  been  recorded  where  ab¬ 
normal  odors  of  the  perspiration  have  been  agreeable,  such  as  that  of 
pineapple,  violets,  etc.  Bromidrosis  of  the  feet  is  likely  to  be  most  no¬ 
ticeable  and,  in  extreme  cases,  has  been  compared  to  the  odor  of  putrid 
cheese,  penetrating  through  stockings  and  shoes  to  such  a  degree  as  to 
make  the  victims  shun  indoor  society.  The  associated  hyperidrosis  ren¬ 
ders  the  feet  sodden,  often  red  at  the  borders  ;  occasionally  blisters  form, 
and  the  tenderness  may  temporarily  prevent  walking. 

Etiology  and  Pathology. — Young  people  are  most  subject  to  bro¬ 
midrosis  of  the  feet.  Occupations  which  require  much  standing  seem 
to  favor  it.  A  few  cases  are  due  to  chlorotic,  anemic  and  nervous  dis¬ 
orders ;  some  to  bacteria;  and  in  others  the  causes  are  obscure.  In 
nearly  all  cases  the  foul  odor  is  due  to  decomposition  of  the  fatty  acids 
of  the  sweat  after  secretion.  The  sweat-soaked  epidermis  probably  fur¬ 
nishes  suitable  soil  for  the  growth  of  bacteria.  Micrococci,  similar  to 
those  found  in  cases  of  bromidrosis,  can  be  usually  found  between  the 
toes  unaffected  with  offensive  sweating.  Some  were  cultivated  by  Thin, 
and  these  he  calls  bacterium  fastidum.  The  micrococci  can  be  found  by 
drying  some  of  the  sweat  on  a  cover  glass  and  staining  it  with  methyl 
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violet.  Parkes  asserts  that  the  only  cause  is  the  covering  of  the  feet, 
because  barefooted  soldiers  do  not  suffer  from  the  disease. 

Prognosis  and  Treatment. — These  are  the  same  as  suggested  for 
hyperidrosis  with  which  bromidrosis  is  associated;  hence  the  high-fre¬ 
quency  currents  are  to  be  remembered.  Antiparasitics  and  deodorizers 
are  the  most  effective  palliative  applications  and  best  employed  after 
bathing  with  hot  water.  Salicylic  acid  ( i  part  to  30  of  bay  rum  or 
cologne),  formalin  solutions  (1  to  10  per  cent,  in  alcohol),  mercuric 
chlorid  (1  part  to  400  of  rose  or  cologne  water),  potassium  perman¬ 
ganate  (1  per  cent,  solution),  and  hydrogen  peroxid  (1  part  to  3  of 
water)  are  among  the  best.  Among  drugs  see  indications  for  Hydrastis, 
Nitric  acid,  Osmium,  Pet.,  Phos.,  Rhod.,  Sepia,  Sil. ,  Staph.,  Sul., 
Thuja  and  Zinc. 

URIDROSIS 

{Slid or  urinosus) 

Definition. — A  condition  of  the  sweat  in  which  some  of  the  con¬ 
stituents  of  the  urine,  chiefly  urea,  are  present  in  excess. 

Symptoms. — Normally,  a  small  amount  of  urea  is  secreted  with 
the  sweat.  Under  certain  abnormal  conditions  of  secretion  it  may  be¬ 
come  abundant  enough,  together  with  other  urinary  salts,  to  leave  a 
deposit  in  the  form  of  minute  white  crystals  upon  the  skin  after  evapora¬ 
tion  of  the  fluid  part  of  the  sweat ;  and,  by  decomposition,  yield  a  more 
or  less  pronounced  odor  of  urine.  Such  instances  may  occur  in  a  person 
of  apparent  health;  most  cases  result  from  diseases  of  the  kidney, 
causing  uremia;  or  from  some  profound  states  of  the  system,  like  the 
collapse  in  cholera  and  the  sweating  in  articulomortis,  when  all  equilib¬ 
rium  between  secretions  may  be  suspended. 

Prognosis  and  Treatment. — The  most  effective  treatment  is  based 
upon  the  underlying  disease  and  the  prognosis  naturally  depends  upon 
the  same  influences.  Eryng.  aquat.  or  Nit.  acid  have  been  used  to 
advantage. 


CHROMIDROSIS 

{Colored  sweat ) 

Definition. — A  disorder  of  the  sweat-glands  in  which  the  sweat  is 
colored. 

Symptoms. — The  color  has  been  attributed  to  the  presence  in  the 
sweat  of  the  compounds  of  iron,  indican,  Prussian  blue,  cyanogen, 
phosphorus,  hematin,  chromogen  and  bacteria.  Cases  of  true  chro- 
midrosis  are  extremely  rare  but  three  forms  have  been  described  accord¬ 
ing  to  their  supposed  origin:  (1)  from  elimination  of  some  substance 
taken  into  the  system;  (2)  from  neurotic  disturbance  of  secretion;  (3) 
from  bacteria  or  false  chromidrosis. 
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Colored  sweat  due  to  elimination  may  be  blue,  green  or  red.  In  a 
case  of  blue  chromidrosis,  protosulphate  of  iron  was  found  in  the  sweat. 
The  patient  had  previously  taken  iron  in  quantity.  Green  sweat  is  not 
uncommon  in  workers  in  copper  and  may  be  profuse  enough  to  stain  the 
clothing.  Reddish  sweat  may  come  from  the  ingestion  of  iodin  com¬ 
pounds.  Hyperidrosis  in  the  debilitated  favors  this  elimination  to  the 
surface  in  some  cases,  doubtless  where  the  substances  have  been  given 
for  medicinal  purposes.  Sudden  changes  in  the  color  of  the  hair  have 
been  noted  in  cases  of  profuse  sweating. 

In  the  neurotic  form  the  color  of  the  staining  is  some  shade  of 
brown,  black  or  blue.  It  is  usually  symmetrically  distributed,  most  often 
about  the  orbital  region,  especially  the  lower  lid.  Other  parts  affected  in 
order  of  frequency  are  the  cheeks,  forehead,  side  of  the  nose,  more  rarely 
the  whole  face,  chest,  abdomen,  back  of  the  hands,  axillae,  groins  and 
popliteal  space.  It  may  appear  rapidly  or  slowly  and  change  color  in 
like  manner.  It  may  persist  for  years  or  disappear  in  a  few  days. 

The  form  due  to  growths  of  bacteria  occurs  in  moist  regions,  as  the 
axillary  and  genital,  and  is  associated  with  a  disease  of  the  hair  known  as 
leptothrix.  The  red  color  is  due  to  colonies  of  microorganisms  ( bac - 
terium  prodigiosum) ,  unconnected  with  the  function  of  the  sweat-glands 
and,  therefore,  a  false  chromidrosis. 

Etiology  and  Pathology  .-—A  very  large  proportion  of  all  cases  of 
chromidrosis  occur  in  young,  unmarried  women,  mostly  nervous  or  neu¬ 
rasthenic  types,  and  frequently  sufferers  from  chronic  constipation  or 
uterine  disturbance.  There  is  good  ground  for  the  belief  that  the  dis¬ 
ease  is,  at  least  primarily,  a  hysterical  neurosis  of  the  glands.  The  con¬ 
tributing  relationship  of  constipation  has  been  shown  by  relapses  fol¬ 
lowing  a  recurrence  of  the  previously  relieved  constipation.  The  the¬ 
ory  that  indican  is  derived  from  the  indol  of  the  feces  and,  on  reaching 
the  surface,  is  oxidized  or  changed  by  some  ferment  into  indigo  has 
been  partially  proven.  The  deposit  upon  the  skin  is  removed,  with  diffi¬ 
culty,  with  water;  but  is  easily  removed  with  either  chloroform  or 
glycerin.  The  nature  of  the  eliminative  and  the  bacterial  forms  of 
chromidrosis  has  already  been  mentioned. 

Diagnosis. — Barring  imposture,  there  is  no  other  condition  which 
can  easily  be  mistaken  for  chromidrosis.  The  hysterical  element  and 
the  possibilities  of  accident  and  deceit  should  always  be  borne  in  mind. 

Prognosis  and  Treatment. — Final  recovery  is  nearly  certain,  al¬ 
though  the  condition  is  persistent  or  relapsing.  Gastrointestinal  dis¬ 
turbances  should  be  carefully  watched  and  a  culture  of  the  bacillus  Bul- 
garicus  given  if  indicated.  It  may  be  necessary  to  cure  or  relieve  con¬ 
stipation,  neurotic  disorders,  internal  diseases,  etc.  Antiparasitics  such 
as  formalin,  boric  acid,  chloroform  or  ether  may  be  needed  for  the  para¬ 
sitic  variety.  When  the  cause  is  an  accident  of  occupation,  or  arises 
from  drugs  taken  internally,  avoidance  of  the  cause  is  the  only  remedy. 
Conium,  Merc,  vivus,  Dulcamara  and  Nux  vomica  may  be  studied. 
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HEMATIDROSIS 

(. Bloody  sweat ;  Hemidrosis) 

This  rare  condition  is  caused  by  hemorrhage  from  the  sweat-pores. 
The  blood  is  mixed  with  the  sweat  as  it  escapes  from  the  uninjured  sur¬ 
face  of  the  skin.  It  may  follow  as  a  rare  effect  of  violent  emotions,  or 
be  due  to  vicarious  menstruation.  It  has  appeared  in  the  new-born  with 
fatal  result.  It  is  generally  limited ;  the  parts  usually  affected  being  the 
face,  hands,  feet  and  umbilicus.  The  amount  of  blood  lost  is  small  and 
the  condition  may  be  regarded  as  a  symptom  of  hemophilia. 

Treatment  is  based  upon  the  causative  condition.  Crotalus  relieved 
one  of  my  cases. 


PHOSPHORIDROSIS 

( Phosphorescent  sweat) 

This  rare  phenomenon  has  been  attributed  to  a  fish  diet  and  pres¬ 
ence  of  photophoric  bacilli,  but  has  also  been  found  in  phthisis,  tabes 
and  scurvy.  Beyernick  found  several  species  of  photobacteria  which 
were  chiefly  derived  from  fish.  Phosphorescent  breath,  pus,  semen  and 
urine,  when  phosphorus  is  being  taken  internally,  are  not  very  rare  and 
Phosphorus  should  be  studied  as  a  remedy. 


GRANULOSIS  RUBRA  NASI 

Jadassohn,  in  1901,  applied  the  above  name  to  a  rare  and  peculiar 
affection  of  childhood.  The  lesions  usually  involve  the  sides  and  tip  of 
the  nose  but  may  spread  to  the  upper  lip  or  cheeks.  While  closely 
grouped  the  maculopapules  are  discrete,  pin-point  to  pin-head  in  size, 
rose-colored  or  darker  red  in  color  and  located  on  a  definite  area  of  red¬ 
ness.  The  skin  around  and  between  the  lesions  is  moist  from  sweat;  in 
fact  hvperidrosis  seems  to  be  a  predisposing  factor. 

Etiology  and  Pathology. — The  sufferers  from  this  condition  have 
all  been  under  sixteen  years  of  age,  mostly  boys.  Pathological  findings 
show  a  chronic  inflammation  about  the  sweat-ducts. 

Prognosis  and  Treatment. — While  the  course  of  the  disease  is 
chronic,  it  often  disappears  at  maturity  without  leaving  any  scars.  The 
X-rays  will  relieve  the  accompanying  hyperidrosis  and  often  disperse 
the  redness.  The  rays  may  be  applied  every  four  days  for  five  or  six 
treatments;  the  initial  dose  need  not  exceed  4.H.  units.  Solidified  car¬ 
bon  dioxid  may  be  used  for  persistent  lesions. 
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HYDROCYSTOMA 

Definition  . — A  recurrent,  non-inflammatory  disease  of  the  sweat- 
glands,  presenting  small,  discrete,  deep-seated  vesicles  on  the  face. 

Symptoms. — The  lesions  are  nearly  always  confined  to  the  face  and 
occur  as  discrete,  round  or  ovoid,  clear,  shiny,  tense  vesicles  from  pin¬ 
head  to  pea-size.  They  appear  to  be  deep  seated  but  project  above  the 
surface,  resembling  sago  grains  at  their  maturity.  As  they  dry  up  they 
become  whitish,  like  milium  lesions.  The  larger  ones  may  have  a  bluish 
tint  or  be  slightly  hyperemic  at  the  periphery.  Individual  lesions  dry  up 
without  rupture  within  one  to  three  weeks,  leaving  the  skin  normal  or 
lightly  stained.  The  number  of  vesicles  varies  from  a  half  dozen  to 
two  hundred,  with  subjective  sensations  of  mild  smarting  or  tension. 
Comedones  or  acne  are  frequently  present.  The  disease  may  last  for 
weeks  or  months,  the  vesicles  never  becoming  purulent.  However  it  is 
always  worse  in  summer  and  may  entirely  disappear  in  winter. 

Etiology  and  Pathology. — This  is  an  affection  almost  exclusively 
limited  to  middle-aged  women  who  expose  their  face,  in  washing  over 
tubs,  to  warm  moist  air  and  especially  those  who  perspire  freely.  The 
lesion  is  a  cystic  formation  of  the  sweat-duct  and  has  its  beginning  in 
the  deep  portion  of  the  corium  but  gradually  encroaches  upon  the  epi¬ 
dermis. 

Diagnosis. — This  affection  might  be  mistaken  for  adenoma  of  the 
sweat-glands,  sudamen,  pompholyx  and  possibly  eczema.  Adenoma  has 
an  altogether  different  history  and  the  contents  are  solid.  Sudamen  is 
an  accumulation  of  drops  of  sweat  under  the  corneous  layer  only  and 
the  small  lesions  rarely  appear  upon  the  face.  Pompholyx  occurs  upon 
the  palms  of  the  hands  or  soles  of  the  feet  and  the  vesicobullse  do  not 
remain  clear  as  in  hydrocystoma.  Absence  of  all  signs  of  inflammation 
would  serve  to  distinguish  it  from  vesicular  eczema. 

Prognosis  and  Treatment. — The  disease  is  only  a  disfigurement, 
not  affecting  the  general  health  in  any  way.  While  it  is  almost  certain 
to  disappear  spontaneously  in  winter,  it  is  also  apt  to  recur  in  summer 
from  exposure  to  the  same  causes  and  may  become  chronic  from  con¬ 
tinued  recurrence.  Treatment  consists  in  the  avoidance  of  causal  occu¬ 
pations,  if  possible.  Puncture  of  the  vesicles,  followed  by  the  application 
of  mild  astringents,  may  be  advisable.  Antimonium  crudum  seemed  to 
benefit  two  cases. 


SUDAMEN 

( Miliaria  crystallina ) 

Definition. — A  non-inflammatory,  obstructive  condition  of  the  sweat- 
glands,  showing  small  clear  vesicles  and  usually  appearing  during  the 
course  of  a  febrile  disease. 

Symptoms. — Numerous,  discrete,  pin-head,  transparent  vesicles,  ap¬ 
pearing  upon  the  abdomen  or  chest,  although  they  may  appear  anywhere, 
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describes  the  eruption.  The  lesions  appear  rapidly  in  a  few  hours,  rup¬ 
ture  spontaneously  in  a  few  days  and  soon  leave  the  skin  clear  unless 
fresh  crops  appear.  The  color  of  the  skin  is  unchanged  about  the  lesions 
which  may  be  few  or  many.  They  produce  no  subjective  symptoms,  and 
often  occur  during  the  so-called  “critical”  sweating  of  typhoid,  typhus, 
rheumatic,  puerperal  and  hectic  fevers. 

Etiology  and  Pathology. — The  presence  of  some  acute  systemic 
disturbance  which  diminishes  both  the  nutrition  of  the  skin  and  the 
sweat  is  probably  the  first  cause  of  sudamen.  The  retained  or  changed 
epithelium  blocks  up  the  orifice  of  the  sweat-ducts  while  the  skin  is  dry 
so  that  a  sudden  resumption  of  sweat  formation,  unable  to  escape  by  the 
natural  outlet,  forms  a  sweat  vesicle  underneath  the  horny  cells  of  the 
epidermis. 

Diagnosis. — The  dewdrop-like  vesicle,  absence  of  local  signs  of  in¬ 
flammation  and  occurrence  in  the  course  of  a  fever  cannot  be  mistaken 
for  any  other  eruption.  Miliaria  and  vesicular  eczema  are  inflammatory. 
Hydrocystoma  is  located  on  the  face  and  lacks  the  febrile  element. 

Prognosis  and  Treatment. — This  condition  only  lasts  a  few  days 
although  there  may  be  recurrent  crops.  The  nature  of  the  affection  sug¬ 
gests  such  remedies  as  Am.  mur.,  Bryonia,  Hvdrocot.,  Merc.  viv.  and 
Urtica  urens,  but  usually  it  is  not  treated  specifically.  The  parts  may  be 
sponged  with  dilute  alcohol  and  then  a  simple  dusting  powder  applied. 


MILIARIA 

( Lichen  tropicus;  Prickly  heat;  Szveat  eczema;  Miliaria  rubra) 

Definition. — An  acute  obstructive  disorder  of  the  sweat-glands, 
papulovesicular  in  character,  with  redness  and  itching. 

Symptoms. — Miliaria  is  a  disease  of  hot  weather  and  usually  attacks 
the  stout  or  those  too  warmly  clad  and  hence  inclined  to  sweat  freely. 
The  eruption  appears  in  the  form  of  pin-point-  to  pin-head-sized,  acumi¬ 
nate,  bright  red  papules,  often  capped  with  tiny  vesicles  or  pustules, 
which  appear  suddenly  and  in  great  numbers,  situated  commonly  on  the 
chest,  neck,  back,  abdomen  or  arms,  rarely  on  the  face  or  other  regions. 
They  are  discrete  but  closely  crowded  together  and  often  there  is  more 
or  less  erythema.  Sometimes  the  papules  predominate  ( miliaria  papu¬ 
losa).  The  variety  of  miliaria  called  lichen  tropicus  or  prickly  heat  is 
apt  to  be  more  papular  in  character.  Nearly  always,  however,  the  vesicles 
are  in  much  greater  proportion  ( miliaria  vesiculosa) .  After  a  few  days 
the  vesicles  become  opaque  ( miliaria  alba).  The  sweat  rash  ( red  gum 
or  strophulus)  of  infants  is  a  form  of  miliaria  due  to  overdressing, 
and  in  the  very  young  often  occurs  on  the  side  or  part  which  rests 
against  the  mother  during  nursing.  The  vesicles  of  miliaria  do  not  rup¬ 
ture  spontaneously,  hence  there  is  no  weeping  of  the  surface;  if  torn  by 
scratching,  a  crust  forms  and  is  shed  in  a  few  days.  Pricking  and  itch¬ 
ing  sensations  are  often  severe  and  anything  which  stimulates  the  cir¬ 
culation  or  promotes  sweating  aggravates  the  pruritus.  A  few  cases  of 
chronic  miliaria  have  been  reported  by  English  observers  but  it  is  ex- 
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tremely  rare.  So-called  miliary  fever ,  a  rare  and  epidemic  disease,  has 
not  appeared  in  recent  years,  hence  it  is  futile  to  discuss  the  condition 
from  a  historical  standpoint  only. 

Etiology  and  Pathology. — Profuse  sweating  as  the  results  of  hot 
weather,  obesity,  faulty  clothing,  local  filth,  too  free  use  of  stimulating 
foods  or  drinks,  absorption  of  toxic  products  from  intestinal  disorders 
or  irritating  properties  of  the  sweat  itself  have  all  been  noted  as  causal 
factors.  There  is  a  growing  opinion  that  vasomotor  disturbances  are 
not  infrequently  causal.  Microscopically,  minute  sweat-cysts  may  be 
found  in  the  epidermis  caused  by  obstruction  of  the  sweat-glands  or  by 
epidermal  inflammation  due  to  the  irritating  quality  of  the  surface  sweat. 


Fig.  203. — Miliaria,  involving  the  abdomen  and  waist-line  of  a  very  stout 
man.  Cured  by  local  applications  of  the  calamin-zinc-oxid  lotion 
and  Bryonia  2x  internally 

Diagnosis. — The  association  of  miliaria  with  sweating  during  the 
warm  weather  and  the  absence  of  constitutional  symptoms  will  generally 
suffice  to  distinguish  it  from  the  eruption  of  other  diseases.  In  vesicular 
eczema  the  vesicles  rupture  and  there  is  oozing  and  crusting,  with  a 
tendency  to  persist ;  whereas,  miliary  vesicles  do  not  rupture  and  the  in¬ 
dividual  eruption  is  transitory.  The  occasional  association  of  miliaria 
with  the  cutaneous  manifestations  of  infectious  diseases  is  to  be  borne 
in  mind  in  suspicious  cases.  It  may  so  closely  resemble  the  exanthemata , 
especially  scarlet  fever ,  as  to  call  for  careful  differentiation  of  consti¬ 
tutional  symptoms. 

Prognosis  and  Treatment. — The  duration  is  about  a  week  for  a 
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single  outbreak  but  during  a  hot  spell,  fresh  crops  are  likely  to  prolong 
the  attack.  The  general  health  is  unaffected  unless  secondary  infection 
ensues,  and  a  change  of  air  or  cooler  weather  usually  mitigates  the  attack 
at  once.  Prophylactic  treatment  is  most  important  in  preventing  recur¬ 
rence.  In  this  particular,  the  diet,  clothing  and  bathing  of  children  may 
need  attention,  and  constipation  and  gastrointestinal  disorders  should  be 
investigated.  Lactobacillin  has  done  yeoman  work  along  this  line.  Ex¬ 
ternally,  mild  sedative  or  cooling  lotions  or  dusting  powders  will  suffice. 
Saturated  solution  of  boric  acid,  or  10  per  cent,  hamamelis  with  or  with¬ 
out  alcohol  may  be  tried  for  localized  forms,  while  bran,  starch  or  alka¬ 
line  baths  will  help  extensive  involvement.  Am.  mur.,  Ant.  crud.,  Bell., 
Bry.,  Jaborandi,  Hydrocot.  and  Sulphur  may  be  studied. 


2.  DISEASES  OF  THE  SEBACEOUS  GLANDS 

ASTEATOSIS 

This  represents  a  condition  of  the  skin  in  which  there  is  partial  or 
absolute  deficiency  of  the  sebaceous  secretion.  It  is  scarcely  a  disease, 
usually  being  symptomatic  of  such  affections  as  psoriasis,  ichthyosis, 
lepra,  scleroderma  and  senility.  A  few  cases  probably  result  from  the 
too  free  use  of  alcohol  or  too  strong  soaps  and  rarely  a  case  may  seem 
to  be  idiopathic.  As  a  result  of  the  loss  of  the  natural  oil,  the  skin  is 
harsh,  dry,  scaly,  thickened  and  even  fissured. 

Treatment. — The  frequent  use  of  baths,  followed  by  oil  inunctions, 
together  with  the  local  application  of  vibratory  massage  and  the  use  of 
the  high-frequency  currents  embrace  the  external  treatment.  While  in¬ 
ternally  many  remedies  might  lie  indicated  for  the  general  condition,  the 
following  has  been  used  with  success:  Alumina,  Coco  and  Lycopodium. 


SEBORRHEA 

( Seborrhagia ;  Steatorrhea;  Dandruff;  Pityriasis  simplex) 

Definition. — A  functional  disorder  of  the  sebaceous  glands,  charac¬ 
terized  by  increased,  decreased  or  altered  sebum  and  appearing  on  the 
surface  in  the  form  of  oil,  crusts  or  scales. 

It  is  so  difficult  to  separate  clinically  those  forms  of  seborrheic  dis¬ 
ease  which  are  strictly  non-inflammatory  and  those  that  are  inflammatory 
in  some  degree,  no  matter  how  slightly,  that  it  seems  wise  first  to  dis¬ 
cuss  the  two  varieties  of  non-inflammatory  seborrhea,  namely  seborrhea 
oleosa  and  seborrhea  sicca,  as  preliminary  or  mild  forms  of  the  inflam¬ 
matory  type,  known  as  dermatitis  seborrhoica,  which  naturally  follows 
the  milder  forms. 

Symptoms. — There  is  also  much  confusion  as  to  just  what  condi¬ 
tions  belong  under  the  head  of  seborrhea  proper.  Of  course  the  oily 
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type,  seborrhea  oleosa,  may  properly  be  included  in  this  group,  but  the 
division  line  between  the  marked  scaly  and  crusted  conditions  of  sebor¬ 
rheal  origin  and  dermatitis  seborrhoica  is  hard  to  draw.  Either  form 
of  seborrhea  may  be  slight,  limited  and  of  short  duration  or  widespread, 
marked  and  persistent.  The  two  forms  may  coexist  in  the  same  person 
at  the  same  time  and,  while  the  disease  may  appear  on  the  body  wher¬ 
ever  there  are  oil  glands,  it  is  usually  found  on  the  face,  scalp,  upper  part 
of  the  trunk  and  genital  regions. 

Seborrhea  oleosa  is  characterized  by  an  excessive  secretion  of  an  oily 
fluid  and  is  commonly  seen  on  the  scalp  and  the  middle  third  of  the  face. 
In  the  latter  location  it  is  more  common  than  dry  seborrhea,  especially 
on  and  about  the  nose,  the  nasolabial  fold  and  corners  of  the  mouth. 
When  the  scalp  is  involved,  the  oil  covers  both  the  skin  and  the  hairs 
and  if  baldness  exists,  the  surface  presents  a  markedly  polished  appear¬ 
ance.  The  secretion  may  solidify  as  in  dry  seborrhea  but  the  oily  con¬ 
dition  usually  remains.  Frequently  drops  of  oil  can  be  wiped  from  the 
surface  in  the  pronounced  forms  and  the  oil  ducts  are  usually  patulous 
or  clogged  with  comedones.  Fine  dust  may  become  attached  to  the  oily 
matter  and  give  the  surface  a  dark  or  dirty  appearance.  The  skin  is 
usually  cool  to  the  touch  but  it  may  appear  slightly  reddened  or  pale. 
Acne  often  coexists  with  oily  seborrhea  and  Sabouraud  regards  the  lat¬ 
ter  as  preliminary  to  acne  and  alopecia  prematura.  The  free  oily  secre¬ 
tion  in  the  negro  is  more  physiological  and  gives  to  the  exposed  parts 
a  constant  shiny  look. 

Seborrhea  sicca  may  be  studied  according  to  location.  Upon  the  scalp 
( seborrhea  capitis)  where  it  is  commonly  found  in  infancy,  it  consti¬ 
tutes  the  milk  crust  ( crusta  lactea).  This  form  originates  from  the  dried 
vernix  caseosa  remaining  on  the  vertex  of  the  new-born,  or  it  may  arise 
from  too  thorough  and  too  frequent  cleansing.  In  children  and  adults, 
the  disease  is  usually  symmetrical  and  appears  in  the  form  of  yellowish- 
white,  greasy  scales  somewhat  adherent  to  the  surface  and  often  pene¬ 
trated  by  some  of  the  hairs.  The  smaller  particles  (dandruff)  lodge  upon 
the  shoulders  of  the  person  affected  when  shed  from  the  surface.  The 
disease  may  be  circumscribed  or  occur  in  more  or  less  diffused  patches, 
and  occasionally  the  whole  scalp  may  be  uniformly  involved.  But  in 
any  case,  the  vertex  and  crown  of  the  head  are  affected  if  the  disease 
lasts  for  any  time.  In  this  last  instance,  permanent  alopecia  is  sure  to 
ensue  but  fortunately  it  is  symmetrical,  as  a  rule.  The  loss  of  hair  in 
infancy  is  always  temporary.  The  surface  involved  is  usually  anemic, 
pale  gray  in  color,  but  dark  red,  circular,  moist  patches  may  be  found, 
usually  due  to  fingernail  excoriations  made  in  an  attempt  to  relieve  slight 
itching.  Add  to  this  condition  increased  hyperemia  or  eczematous  in¬ 
flammation  and  you  have  a  true  dermatitis  seborrhoica  or,  as  some  have 
chosen  to  call  it,  seborrheic  eczema. 

Seborrhea  of  the  face  (seborrhea  faciei)  may  be  scaly  or  crusted, 
exist  independently  or  in  conjunction  with  the  disease  on  the  scalp,  and 
is  usually  most  marked  about  the  nose,  to  a  less  degree,  on  the  cheeks, 
forehead,  eyelids  and  chin.  The  sebaceous  matter  is  slightly  adherent 
to  the  surface  and  appears  as  dirty  yellow  to  yellowish-brown  scales 
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which  reform  rapidly  when  they  are  removed.  This  simple  condition 
often  passes  into  one  of  seborrheic  dermatitis.  The  skin  affected  is 
commonly  pale  or  slightly  reddened  and  shows  the  patulous  openings  of 
the  sebaceous  ducts  into  which  formations,  on  the  under  part  of  the  crust, 
are  fitted. 

Seborrhea  of  the  body  ( seborrhea  corporis ),  especially  over  the  ster¬ 
num  and  between  the  scapuli,  appears  as  circumscribed,  round  or  irregu¬ 
lar  patches  covered  with  dry  or  greasv  scales.  These  may  occur  singly 
or  in  groups  and,  owing  to  the  friction  present,  may  not  appear  as  pro¬ 
nounced  as  some  of  the  other  forms.  The  principal  lesions  may  have  a 
papular  appearance  and  form  patches  by  peripheral  extension  and  coales¬ 
cence  with  central  clearing,  later  developing  circinate  or  gyrate  forma¬ 
tions.  These  seborrheic  papules  are  common  in  the  inflammatory  form 
of  seborrhea,  later  described  as  dermatitis  seborrhoica.  When  the  um¬ 
bilical  region  is  involved  the  secretion  is  apt  to  decompose,  giving  rise 
to  a  fetid  odor  and  a  seropurulent  discharge  which  eventually  produces 
an  eczematous  condition. 

The  genitalia  ( seborrhea  genitalium)  may  be  involved  with  the  oily 
variety  at  the  start  but  later  the  crusted  form  is  usually  seen.  In  men, 
the  glans  and  corona  of  the  penis  and  the  region  behind  the  prepuce  may 
be  the  seat  of  decomposition  of  a  normal  oily  secretion  (smegma) ,  which 
gives  rise  to  reflex  disturbances  of  various  kinds,  especially  in  the  young. 
The  same  condition  may  arise  in  women  where  semisolid  accumulations 
occur  about  the  clitoris,  vestibulum  and  labia.  Females,  while  less  liable 
to  reflex  disorders,  are  more  subject,  from  the  larger  surface  exposed, 
to  greater  decomposition  of  the  secretion  and  secondary  irritations  even 
to  the  point  of  ulceration. 


DERMATITIS  SEBORRHOICA 

(Eczema  seborrhoicum;  Seborrheic  dermatitis) 

Definition. — An  inflammatory  disease  usually  commencing  upon  the 
scalp  with  a  tendency  to  downward  extension,  characterized  by  greasy 
scaliness. 

Symptoms. — This  is  a  condition  in  which  the  seborrheic  element  is 
primary,  followed  by  an  eczematous  inflammation.  It  nearly  alwavs 
begins  as  a  seborrhea  of  the  scalp,  although  it  may  start  from  the  same 
condition  in  the  axillary  or  genito-crural  regions,  front  of  chest  or  very 
rarely  elsewhere.  The  condition  is  insidious  in  its  development  and 
spreads  by  peripheral  extension,  although  it  may  remain  stationary  for 
a  long  time  and  then  suddenly  become  active,  spreading  in  an  absolutely 
irregular  manner.  The  itching  is  dependent  upon  the  degree  of  inflam¬ 
mation  but  is  usually  very  mild.  The  lesions  are  few  or  many,  discrete 
or  aggregated,  or  by  coalescence  form  variously  shaped  patches. 

This  disease  presents  a  number  of  clinical  forms  which  vary  simply 
in  degree.  The  simplest  variety,  or  squamous  type,  presents  a  more  or 
less  diffused  scaliness  on  a  yellowish  or  slightly  reddened  skin.  It  is 
little  more  than  a  simple  seborrhea  plus  the  mildest  type  of  irritation, 
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although  crusts  may  form  from  the  seborrheic  secretion  and  appear  a 
soft  grayish-white  or  yellowish-brown  in  color.  The  next  type  is  more 
intense,  presenting  round  or  oval,  pink  or  red,  sharply  defined,  superficial 
macules.  Reddish  papules  may  also  be  found  discretely  located  or  aggre¬ 
gated.  These  macular  and  papular  lesions,  by  peripheral  extension  and 


Fig.  2,04. — Dermatitis  seborrheica  involving  the  face,  secondary  to  a  long  standing; 
seborrhea  of  the  scalp.  The  X-rays,  ammoniated  mercury  (10  per  cent,  in  oint¬ 
ment),  and  Ars.  alb.  3x  completed  the  cure, 

central  involution,  form  circinate,  gyrate  or  band-like  lesions,  with  scales 
that  may  be  scanty  or  abundant,  of  a  gray  or  white  color.  The  surface 
of  these  lesions  may  be  moist,  in  fact,  distinctly  catarrhal  from  the  oil 
and  sweat  secretions  and  a  serous  exudate.  In  the  third  degree  the  dis¬ 
ease  is  pronouncedly  inflammatory  and  the  itching  so  intense  as  to  cause 
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scratching.  The  redness  is  more  pronounced  and  the  greasy  discharge 
more  abundant.  While  the  first  type  is  the  most  common,  all  degrees  of 
the  disease  may  coexist,  or  appear  in  slow  or  rapid  succession  on  the 
same  person. 

On  the  scalp,  where  the  disease  usually  begins,  it  is  chiefly  located 
on  the  vertex  or  occiput,  presenting  a  grayish-white  scaling  upon  a  pale 
red  and  dry  skin  ( pityriasis  capitis).  As  a  result  of  this  condition  the 
hairs  become  loose,  lusterless  and  scant  ( alopecia  pityrodes) .  Moist 
lesions  may  occur  and  at  the  margins  of  the  forehead  and  occiput,  well- 
defined  curved  bands  or  lines  covered  with  scales  or  fatty  crusts  are 
frequently  seen  ( corona  seborrhoica) .  As  the  process  spreads  down¬ 
ward  over  the  forehead,  temples  and  back  of  neck,  a  distinct  redness  is 
still  visible  covered  with  the  fatty  scales  and  moist  lesions.  The  face, 


Fig.  205. — Dermatitis  seborrhoica  of  the  anal  and  perineal  regions,  associated  with 
similar  lesions  on  the  chest,  hack  and  scalp.  Cured  with  the  high-frequency 
currents,  an  ointment  of  ammoniated  mercury  and  Kreosote  3x. 

especially  the  middle  third,  including  the  nasolabial  fold,  may  be  in¬ 
volved  without  extension  from  the  scalp  but  it  is  usually  secondary. 
A  butterfly  distribution  over  the  nose  and  cheeks,  similar  to  lupus  ery¬ 
thematosus,  is  not  uncommon.  Any  degree  of  the  disease  may  exist  in 
these  locations  and  the  backs  of  the  ears  are  often  involved  with  com¬ 
plicating  fissures.  When  the  auditory  canal  is  affected,  the  meatus  may 
become  filled  with  fatty  accumulations  and  the  hearing  impaired.  If 
the  lips  are  affected,  they  become  dry  and  stiff,  with  crusts  which  tend 
to  separate  and  form  fissures,  exposing  the  moist  denuded  surface.  Eye¬ 
brows,  mustache  and  beard  may  be  affected  similarly  to  the  scalp. 
When  the  eyelids  and  the  outer  and  inner  angles  of  the  eyes  are  in¬ 
volved,  the  secretions  from  the  eyes  serve  to  indefinitely  prolong  the 
condition. 

When  the  axillary,  anal,  genitocrural  and  interdigital  regions  are 
involved,  red  masses  with  little  crusting  and  scaling,  except  on  the 
peripheral  margins,  will  be  noted.  These  forms  may  extend  on  the  con- 
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Fig.  206. — Dermatitis  seborrhoica,  limited  to  the  neck  and  upper  portions  of  the  chest 
and  back.  The  large  patches  were  formed  by  the  coalescence  of  numerous 
round,  scaly  areas.  The  patient,  a  young  man,  gave  a  history  of  pronounced 
seborrhea  capitis,  antedating  this  eruption  some  years. 


Fig.  207. — Rear  view  of  Fig.  206,  showing  a  typical  location  for  seborrheal  disease, 
between  the  scapulie.  The  previous  illustration  shows  an  equally  common  seat, 
over  the  sternum.  Cured  with  Nat.  sulph.  6x  and  an  ointment  of  salicylic  acid 
and  resorcin,  each  2  per  cent. 
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tiguous  surfaces  until  pronounced  ringworm-like  lesions  with  central 
clearing  can  be  seen.  Two  surfaces  of  affected  skin  thus  involved  com¬ 
ing  in  contact  will  simulate  an  erythema  intertrigo,  eczema  marginatum 
or  ringworm.  The  heat,  moisture  and  friction  in  these  neighborhoods 
largely  account  for  the  marked  inflammatory  features.  On  the  trunk, 
the  initial  lesions  may  be  small  papules  or  macules,  more  or  less  covered 
with  scales.  Over  the  sternum  and  between  the  scapuli  the  papular  form 
is  most  common.  By  peripheral  growth  or  coalescence,  patches  with 
central  involution  develop  and  may  cause  figurate  lesions  of  any  degree. 
On  other  parts  of  the  body  the  lesions  are  more  apt  to  be  round  or  oval 
macules  with  less  tendency  to  form  patches.  When  the  umbilicus  is  in¬ 
volved,  the  process  is  nearly  eczematous  because  the  inflammation,  exu¬ 
dation  and  itching  are  all  pronounced.  It  is  well  to  note  that  seborrheic 
dermatitis  often  coexists  with  such  diseases  as  psoriasis,  syphilis,  rosacea, 
acne  and  sycosis. 

Etiology  and  Pathology  of  Seborrhea  and  Dermatitis  Sebor¬ 
rheica, — Seborrheic  diseases  are  met  with  in  both  sexes  and  at  all 
ages.  Exclusive  of  the  early  infantile  types,  the  diseases  are  most  fre¬ 
quently  found  between  the  ages  of  twelve  and  thirty,  when  the  glandular 


Fig.  208. — Dermatitis  seborrhoica,  generalized,  psoriasiform  variety  of  three 
years’  duration.  Cured  with  Kali  sulph.  6x  without  local  measures. 

structures  are  most  active.  All  causes  that  tend  to  lower  the  systemic 
or  cutaneous  vitality  may  be  said  to  predispose  to  this  disease.  Among 
the  constitutional  conditions  may  be  mentioned  syphilis,  gout,  chlorosis, 
struma,  chronic  alcoholism,  malnutrition  following  acute  fevers,  men¬ 
strual  or  digestive  disorders,  chronic  constipation,  sedentary  habits  or 
the  excessive  use  of  tobacco.  Locally,  the  wearing  of  stiff,  heavy  hats, 
the  want  of  ordinary  cleanliness,  irritating  soaps  or  patent  tonic  remedies, 
heavy  woolen  underwear  and  retained  sweat  are  all  etiological.  Local 
heat,  friction,  moisture  and  other  irritations  no  doubt  are  largely  respon- 
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sible  for  the  transition  of  a  non-inflammatory  to  an  inflammatory  type 
of  seborrhea. 

Pathologically,  seborrhea  is  a  functional  disorder  of  the  sebaceous 
glands,  showing  an  overproduction  of  normal  sebum  and  a  dilation  of 
the  sebaceous-duct  openings.  The  simpler  forms  show  changes  in  the 
secretion  as  to  quantity,  fluidity,  inspissation  and  at  times,  a  tendency  to 
decomposition  and  subsequent  inflammation.  Inflammation  is  probably 
present  in  all  except  the  simple  oily  varieties  and  the  severer  form  must 
be  regarded  as  a  dermatitis  due  to  irritations  of  all  sorts,  developing  in 
the  absence  of  normal  resistance  of  the  epidermis.  The  various  pre¬ 
disposing  general  or  local  conditions  make  possible  this  lowered  re¬ 
sistance.  It  is  now  generally  conceded  that  seborrheic  diseases  are 
parasitic  in  nature  and  contagious,  but  it  is  not  fully  determined  just 


Fig.  209. — Dermatitis  seborrhoica  of  a  year’s  duration,  presenting  circinate  scaly 
macules  with  a  distinct  oily  feeling  and  little  inflammation.  Cured  by  a  resorcin 
solution  (6  per  cent,  in  alcohol)  and  Sepia  6x. 

what  the  causal  microorganism  or  organisms  may  be.  In  any  event, 
they  are  only  feebly  contagious  and  require  a  favorable  soil.  The  germ 
has  been  variously  described  as  a  morococcus,  a  diplococcus  or  a  micro¬ 
bacillus  (Sabouraud).  Further  study  is  needed  to  exactly  define  the 
value  of  these  parasites  as  etiological  agents. 

Diagnosis. — The  characteristic  greasiness  of  the  skin  and  hair  in 
seborrhea  oleosa  makes  the  diagnosis  of  this  form  easy;  seborrhea 
sicca  usually  exists  on  the  scalp  and  presents  greasy  scales  with  no  in¬ 
flammation  ;  but  dermatitis  seborrhoica  might  be  mistaken  for  any  of 
the  following: 

Eczema  presents  ill-defined  redness,  infiltration,  exudation,  dark 
non-greasy  crusts,  and  marked  itching.  Squamous  eczema  does  not  have 
greasy  scales  nor  does  it  freely  shed  them  from  the  surface  and  there 
is  no  tendency  to  crescentic  or  annular  formations. 

Psoriasis  may  exist  on  the  scalp  but  usually  characteristic  lesions  will 
be  found  upon  the  extensor  surfaces,  covered  by  dry  pearly-white  scales. 


TREATMENT  OF  SEBORRHEAL  DISEASES 


473 


Rounded,  circumscribed  patches,  markedly  red  skin  beneath  the  scales 
and  a  tendency  to  persist  indefinitely  and  resist  treatment  are  further 
characteristics  of  psoriasis.  Seborrheic  dermatitis  and  psoriasis  often 
coexist. 

Pityriasis  rosea  seldom  attacks  the  scalp.  Its  lesions  are  oval,  cov¬ 
ered  with  fine  non-greasy  scales  and  the  centers  often  clear  up  but  re¬ 
main  fawn  colored.  Itching  is  variable  but  the  disease  runs  a  typical 
course  of  from  six  to  ten  weeks. 

Tinea  circinata  and  tinea  tonsurans  may  be  diagnosed  by  the  micro¬ 
scope.  On  the  scalp,  lesions  of  ringworm  are  circular,  less  diffuse  than 
those  of  seborrhea  and  present  broken  hairs  in  the  affected  area.  No 
forms  of  ringworm  show  greasy  scales  and  most  will  give  a  history  of 
contagion. 

Impetigo  contagiosa ,  when  it  has  reached  the  crusting  stage,  might 
be  mistaken  for  seborrheic  crusts  but  it  is  an  acute  affection,  usually 
occurring  in  children,  only  lasts  one  or  two  weeks  if  properly  treated, 
and  presents  discrete  vesicopustules,  which  by  coalescence  and  rupture 
form  bulkv  crusts. 

A  pustular  syphilid  might  resemble  the  accumulated  scales  of  sebor¬ 
rhea  but  the  history  of  the  case,  such  as  the  primary  sore,  mucous 
patches,  other  syphilids,  and  the  purulent  secretion  found  on  the  re¬ 
moval  of  the  crusts  in  the  pustular  form  should  establish  the  diagnosis. 

Lupus  erythematosus  may  resemble  seborrheic  dermatitis  when  lo¬ 
cated  on  the  face,  but  its  patches  are  better  defined,  their  color  is  a  deeper 
red,  their  scales  are  very  adherent  and  dry  and,  besides,  lupus  is  a  new- 
growth,  followed  by  scarring,  while  seborrhea  is  a  functional  inflam¬ 
matory  disorder  leaving  the  skin  unchanged. 

Prognosis. — Most  cases  are  curable  although  they  may  be  persist¬ 
ent  and  have  a  tendency  to  recurrence.  When  the  scalp  is  involved, 
except  in  the  infantile  type,  it  should  always  be  borne  in  mind  that  the 
resulting  baldness  may  be  permanent. 

Treatment. — Physiological  measures  are  often  necessary  because, 
despite  the  probable  parasitic  cause,  the  underlying  predisposing  factors 
are  those  most  apt  to  cause  a  continuance  of  the  disease.  The  correc¬ 
tion  of  faulty  digestion  and  the  relief  of  constipation  are  most  essential. 
In  fact,  any  disorder  which  might  have  a  causal  relation  to  the  cutaneous 
disturbance  should  be  regulated  so  as  to  prevent  a  continuance.  In  this 
particular,  a  daily  cold  bath  with  or  without  the  addition  of  rock  salt 
has  often  worked  well.  Exercise,  sleep,  clothing  and  the  most  private 
personal  habits  may  need  regulation.  Lactobacillin  in  some  form  is 
often  useful  to  relieve  intestinal  fermentation.  Spinal  stimulation  by 
galvanic  or  high-frequency  currents  may  be  useful  and  the  latter  agent, 
applied  directly  to  the  involved  area,  will  often  obviate  the  need  of 
strong  local  treatment  because,  besides  the  removal  of  the  irritating  crusts 
and  scales,  stimulation  is  often  desired.  The  X-rays  are  frequently 
curative  if  applied  in  repeated  small  doses  and  this  measure  alone  is 
superior  to  any  of  the  older  local  methods.  Gentle  frictions  with  some 
plain  oil  or  fat  will  loosen  the  scales  which  may  then  be  removed. 
Cleansing  with  a  non-irritating  soap  and  hot  water  will  likewise  clean 
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the  surface  which,  after  drying,  should  be  anointed  with  some  non-medi- 
cated  oil  or  fat. 

The  eczematous  forms  frequently  need  medicated  soaps  containing 
sulphur,  resorcin  or  salicylic  acid,  or  tincture  of  green  soap  may  be  ap¬ 
plied  to  the  surface  with  sufficient  hot  water  to  make  a  lather.  If  these 
methods  of  cleansing  are  not  sufficient,  one  of  the  following  lotions  may 
be  used:  sulphur  i  dram,  alcohol  and  rose  water  each  2  ounces,  glycerin 
/4  ounce ;  sulphuric  ether  and  biborate  of  soda  each  3  drams  dissolved 
in  10  ounces  of  distilled  water;  or  mercuric  chlorid  solution  (1:1000). 
Delicate  or  sensitive  skins  take  kindly  to  alkaline  aqueous  solutions  as 
cleansers,  such  as  ammonia,  potassium  carbonate,  sodium  bicarbonate 
and  borax.  These  may  be  followed  by  some  mild  antiparasitic  ointment 
in  place  of  the  non-medicated  oils.  Ointments  are  seldom  used  for  the 
oily  form  of  seborrhea  or  in  the  types  involving  the  genitals,  umbilicus 
and  axillae.  In  these  cases  the  lotions  mentioned  above  or  finely  pow¬ 
dered  boric  acid  (1  part  to  4  of  starch  or  talc),  powdered  salicylic  acid 
(1  part  to  9  of  starch)  or  compound  stearate  of  zinc  may  be  used.  If 
ointments  are  desired  or  necessary,  any  one  of  the  following  may  prove 
useful,  using  a  base  of  cold  cream,  fresh  lard,  vaselin  or  zinc  oxid  oint¬ 
ment:  sulphur,  40  to  60  grains  to  the  ounce;  resorcin,  salicylic  acid,  beta- 
naphthol,  ammoniated  mercury  or  calomel,  5  to  40  grains  to  the  ounce. 
Frequently  in  seborrhea  of  the  scalp,  less  often  in  other  types,  the  func¬ 
tional  tone  of  the  skin  may  be  improved  by  the  addition  of  strong  agents, 
such  as  the  following:  resorcin,  the  tinctures  of  capsicum,  cantharis  or 
nux  vomica,  or  the  fluid  extracts  of  ergot  or  pilocarpin.  These  may 
be  incorporated  in  a  simple  ointment  in  the  proportion  of  10  to  60  drops 
to  the  ounce  or  better,  in  many  cases,  lotions  embodying  the  same 
amounts  of  these  substances  may  be  dissolved  in  1  dram  of  boroglycerid 
and  7  drams  of  rose  water.  Occasionally  severe,  persistent  types  have 
been  benefited  by  the  hypodermic  use  of  an  autogeneous  culture  or  a 
stock  vaccine  of  acne  bacilli. 

My  chief  enthusiasm  for  the  internal  pathogenetic  treatment  of 
these  cases  is  based  upon  the  fact  that  again  and  again  clinic  patients 
who  would  not,  or  could  not,  carry  out  the  proper  local  treatment,  have 
been  cured  by  the  properly  indicated  remedy.  In  all  cases  it  is  fair  to 
suppose  that  this  means  is  most  effective  as  an  adjuvant,  if  not  the  chief 
method  of  treatment.  See  Agar.,  Am.  mur.,  Brv.,  Cal.  acet.,  C.  carb., 
Cheh,  Colch.,  Hydr.,  Kali  brom.,  Iv.  mur.,  K.  sulph.,  Kreos.,  Merc, 
viv.,  Mez.,  Nat.  arsen.,  N.  mur.,  Nit.  ac.,  Pet.,  Phos.,  Selen.,  Sepia,  Sul. 
and  Vinca. 


MILIUM 

( Acne  albidia;  Strophulus  albidus;  Grutum) 

Definition. — A  small,  yellow  or  pearly-white,  non-inflammatory  cys¬ 
tic  formation,  situated  just  under  the  epidermis,  and  usually  located  on 
the  face. 

Symptoms. — The  lesions  are  pin-point-  to  pin-head-sized,  yellow- 
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ish  or  whitish  papules  that  appear  to  be  just  within  or  upon  the  skin  but 
occasionally  project  above  it  and  look  as  if  filled  with  a  milky  fluid. 
They  develop  slowly  and  persist  for  a  long  time,  very  rarely  becoming 
pea-sized  or  larger  and  finally,  if  not  removed,  disappear  with  the  nor¬ 
mal  exfoliation  of  the  epidermis.  They  present  no  subjective  sensations 
and  are  of  little  clinical  importance  other  than  a  cosmetic  blemish.  They 
may  be  found  on  the  face,  especially  about  the  eyelids,  cheeks  and  tem¬ 
ples,  on  the  external  genitals  of  men  and  women  and  about  scar  tissue. 

Etiology  and  Pathology. — Milia  may  occur  at  any  age  but  are 
most  common  in  the  adolescent  and  early  adult  periods.  They  may  occur 
in  infants  ( strophulus  albidus )  and  are  occasionally  congenital.  They 
have  been  found  associated  with  comedones  and  acne,  have  been  noted 
about  the  edges  of  scars  and  have  followed  erysipelas  and  pemphigus 
but  no  exact  cause  is  known.  The  condition  results  from  the  retention 
of  sebaceous  matter  in  one  or  more  acini  of  the  sebaceous  glands  or  pos¬ 
sibly  its  seat  is  in  the  hair-follicles.  Pathologically  most  milia  consist 
of  a  fatty  nucleus  covered  by  several  concentric  layers  of  corneous 


Fig.  210. — Milium  knife. 


epithelia.  Calcareous,  horny  and  colloidal  degenerative  changes  have 
been  found  in  these  lesions. 

Diagnosis. — Milia  should  not  be  mistaken  for  any  other  condition. 
Vesicles  of  the  same  color  are  usually  acute  in  development  and  have 
easily  demonstrable  liquid  contents.  Xanthoma  simplex,  which  may  be 
found  about  the  eyelids,  cannot  be  removed  by  the  means  employed  to 
remove  milia  and  are  always  of  a  pronounced  yellowish  hue.  Comedones 
present  a  black  point  at  the  opening  of  the  sebaceous  duct  and  their  shape 
on  removal  is  quite  unlike  milia. 

Prognosis  and  Treatment. — The  former  is  invariably  good  because 
the  disease  is  benign,  amenable  to  treatment  and  scarring  does  not  fol¬ 
low  its  removal.  In  infants  and  young  children  the  frequent  use  of  soap 
and  water,  or  the  occasional  use  of  a  mild  sulphur  ointment  (20  to  40 
grains  to  the  ounce)  is  all  that  is  necessary.  In  adults  the  lesions  may 
be  gently  incised  with  a  milium  or  acne  knife  and  the  contents  pressed 
or  turned  out  with  the  same  instrument.  Immediate  application  of  very 
hot  water  for  a  few  moments  will  allay  the  slight  inflammation  and  there 
should  be  no  bleeding  or  scarring.  Occasionally  it  may  be  wise  to  cau¬ 
terize  the  sac  with  tincture  of  iodin  or  a  50  per  cent,  solution  of  chromic 
acid.  In  the  case  of  milia  of  the  male  genitals,  electrolysis  is  the  most 
satisfactory  method. 
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STEATOMA 

(Wen;  Atheroma;  Sebaceous  cyst) 

Definition. — A  variously  sized,  elevated,  round,  soft  or  firm,  pain¬ 
less,  tumor-like  sebaceous  cyst,  larger  than  milia,  located  in  the  skin  or 
subcutaneous  tissues. 

Symptoms. — Wens  are  usually  found  upon  the  scalp,  face,  neck, 
back  and  scrotum  but  they  may  rarely  occur  on  other  parts.  They  vary 
in  size  from  that  of  a  pea  to  an  egg,  grow  slowly,  cause  no  pain  or 
discoloration  of  the  covering  skin  unless  they  become  inflamed.  There 
may  be  one  or  several  tumors  but  they  are  rarely  numerous.  Usually 
round  or  ovoid  in  shape,  a  few  may  appear  flat  on  the  top  or  irregular 
in  outline.  They  may  be  variously  situated  beneath,  within  or  upon 
the  skin  but  are  rarely  attached  to  the  deeper  tissues.  Occurring  on 
the  scalp,  the  hairy  covering  may  be  sufficient  to  render  them  only 
slightly  noticeable  but  usually  the  coexisting  baldness  advertises  them 
freely.  The  duct  of  the  gland  is  usually  closed,  though  in  some  cases 
the  opening  is  sufficient  to  press  out  the  contents  of  the  cyst  which 
promptly  refills.  To  the  touch  wens  are  doughy  or  elastic  as  they  are 
flaccid  or  tense  but  inflammation  gives  them  a  softer  feeling.  Ulceration 
or  suppuration  may  follow  continued  inflammation  or  secondary  in¬ 
fection. 

Etiology  and  Pathology. — It  is  commonly  believed  that  most  wens 
are  retention  cysts  with  the  enveloping  wall  caused  by  counter  thick¬ 
ening  of  the  glandular  covering  from  pressure.  Chiari  and  others  be¬ 
lieve  that  the  majority  of  steatomata  are  dermoid  in  character  and 
arise  from  embryonic  remnants  in  the  skin.  In  any  case  their  contents 
consist  of  more  or  less  changed  sebum,  broken-down  epithelia,  choles- 
terin  crystals,  detritus  and,  occasionally,  rudimentary  hairs  and  lime 
salts.  They  may  vary  in  consistency  from  a  granular,  cheesy  semisolid 
to  a  milk-white  fluid,  and  connective  tissue  new-growth,  atheromatous 
and  calcareous  degenerations  have  been  noted. 

Diagnosis. — Lipomata  are  lobulated,  give  a  “pillowy”  sensation  to 
the  touch  and  are  situated  about  the  shoulder  blades,  loins  and  buttocks 
in  nearly  all  cases.  Syphilitic  nodules  are  painful  and  tender  to  pressure 
and  evidences  of  other  lesions  or  a  history  of  syphilis  may  be  found. 
Furuncles  and  circumscribed  abscesses  may  be  differentiated  from 
broken-down  wens  because  they  are  more  acute  in  their  development 
and  tend  more  readily  to  suppuration  without  any  marked  causal  irri¬ 
tation. 

Prognosis  and  Treatment. — These  growths  are  benign  but  show 
no  tendency  to  disappear  spontaneously.  It  may  be  necessary,  because 
of  their  inconvenience  and  disfiguration,  to  remove  them.  Excision 
with  strict  antiseptic  precautions  is  not  only  the  most  sensible  but  the 
surest  method.  I  have  never  seen  other  than  good  results  if  the  follow¬ 
ing  technic  is  observed:  the  parts  over  the  cyst  having  been  incised, 
the  cyst  wall  with  its  contents  is  carefully  dissected  out,  the  wound  closed 
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with  or  without  sutures,  according  to  its  length  or  location,  dusted  over 
with  iodoform  or  aristol,  and  covered  with  antiseptic  gauze  held  in 
place  by  a  bandage.  Unless  infection  ensue,  this  dressing  need  not  be 
removed  for  five  to  seven  days.  A  local  anesthetic  such  as  an  ethyl 
chlorid  spray  or  cocain  is  usually  employed.  Small  wens  may  be  emp¬ 
tied  by  slight  incision  and  the  electric  needle  (electrolysis)  applied  at 
several  points  of  the  cavity  but  ordinarily  this  method  or  the  use  of 
caustics  is  not  advisable. 


COMEDO 

(. Blackhead ) 

Definition. — A  common  disorder  of  the  sebaceous  function,  char¬ 
acterized  by  small  plugs  of  sebum  which  fill  the  gland-orifices. 

Symptoms. — Comedones  are  pin-point-  to  pin-head-sized,  yellow, 
dark-green  or  blackish  points,  dots  or  papules,  which  may  be  elevated 
above,  on  a  level  with,  or  depressed  beneath  the  surface  of  the  skin. 
They  may  be  easily  pressed  out  of  the  ducts  and  if  soft,  a  long,  thread¬ 
like  filament  ( skin  zuorm)  emerges,  while  if  the  sebaceous  matter  is 
firm  and  inspissated,  oval,  shiny,  translucent  bodies  may  be  expressed. 
These  fatty  masses  consist  of  sebum,  epithelial  and  other  debris  and 
microorganisms,  and  are  usually  located  upon  the  forehead,  nose,  chin, 
cheeks,  neck,  back  and  penis.  They  may  be  few  or  many,  scattered 
or  aggregated,  but  present  no  local  subjective  symptoms  and  pursue  a 
chronic  course  with  no  effect  upon  the  surrounding  tissues.  However, 
they  are  frequently  associated  with  seborrhea  and  often,  by  mechanical, 
chemical  or  microbic  irritation,  give  rise  to  acne.  In  children  they  have 
been  observed  on  parts  of  the  skin  subject  to  heat  and  moisture,  and 
here  they  are  small  and  tend  to  become  grouped.  The  double  or  multiple 
comedo,  not  unusual  on  the  back,  consists  of  closely  grouped  blackheads 
having  a  common  glandular  chamber. 

Etiology  and  Pathology. — Predisposing  factors  are  those  of  acne, 
namely:  gastrointestinal  disorders,  scrofula,  chlorosis,  menstrual  irregu¬ 
larities  and  cachectic  conditions.  In  a  majority  of  cases  blackheads  are 
due  to  general  or  reflex  influences  arising  from  the  disturbances  men¬ 
tioned.  Comedones  may  appear  at  any  age  but  they  are  commonest 
from  puberty  to  the  age  of  thirty  while  the  glandular  and  pilary  growth 
is  most  active.  Comedones  may  be  artificially  produced  in  those  who 
work  constantly  in  dust  or  dirt,  as  tar,  coal  and  brass  workers,  or  in 
those  who  do  not  use  soap  and  water  enough  to  keep  the  pores  reason¬ 
ably  cleansed.  I  am  inclined  to  believe  that  the  sexes  are  affected 
equally. 

Sabouraud,  Unna  and  Hodara  believe  that  the  microbacillus  found 
in  all  comedones  is  the  real  causal  factor.  The  small  parasite,  demodex 
folliculorum,  often  found  in  sebaceous  follicles  and  which  produces  a 
follicular  inflammation  in  dogs,  bears  no  etiological  relation  to  the 
same  condition  in  the  human  species,  because  it  is  also  found  in  healthy 
follicles.  The  pathological  findings  of  Unna  are  those  usually  accepted 
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and  embrace  a  thickening  of  the  corneous  layer  with  consequent  duct 
closure,  a  similar  change  in  the  lining  of  the  ducts,  and  the  formation 
of  the  comedo  from  the  sebum  combining  with  the  exfoliated  scales. 
The  dark  point  which  marks  the  comedo  is  due  to  pigment  (ultramarine) 
derived  from  the  secretions,  changed  perhaps  from  exposure  to  the  air 
and  light,  although  fine  particles  of  dirt  may  be  the  cause  in  specific 
instances. 

Diagnosis. — Gunpowder  grains  imbedded  in  the  skin  may  resemble 
comedones  but  the  impossibility  of  their  removal  by  pressure,  together 
with  a  history  of  the  gunpowder  accident,  should  be  sufficient  to  dif¬ 
ferentiate.  Milia  have  no  open  outlet,  no  black  points,  and  their  con¬ 
tents  cannot  be  squeezed  out  except  after  incision  or  puncture.  Fre¬ 
quent  applications  of  pigments  or  medicated  preparations  of  sulphur, 
mercury,  tar,  etc.,  may  present  an  objective  likeness  to  comedones,  but 
careful  examination  and  inquiry  will  clear  the  matter  up.  It  should 
be  remembered  that  comedones  are  associated  with  seborrhea  and  acne 
in  varying  degree. 

Prognosis  and  Treatment. — Comedones  on  the  unexposed  parts  of 
the  skin  not  subject  to  irritation  need  not  be  treated  locally  as  they  are 
apt  to  disappear  spontaneously  or  from  general  treatment.  When  relief 
from  the  disfigurement  is  desired,  especially  in  blackheads  on  the  face, 
they  may  be  removed  in  the  following  manner.  The  affected  surface  is 
sponged  with  glycerin  and  water  or  a  lotion  consisting  of  glycerin  Jd 
ounce,  rose  water  2  ounces,  oil  of  eucalyptus  15  drops.  Then  the 
comedo  extractor,  consisting  of  solid  metal  with  an  acne  lance  at  one 
extremity  and  a  curette  at  the  other,  in  which  an  aperture  has  been  cut 
on  the  reverse  side  and  slightly  trimmed  out  to  fit  around  the  point 
of  the  comedo,  may  be  employed  to  remove  the  blemishes.  While  the 
number  removed  at  one  sitting  is  variable,  depending  upon  their  location, 
close  proximity  and  sensitiveness  of  the  skin,  the  procedure  may  be 
repeated  once  or  twice  weekly  until  all  visible  comedones  are  removed. 
A  few  will  reform  and  other  new  ones  will  appear,  necessitating  a  course 
of  treatment  extending  over  a  few  months’  time.  The  after  treatment 
of  the  parts  consists  of  bathing  with  hot  water  and  the  application  of 
the  above  mentioned  glycerin  lotion. 

It  may  prove  beneficial  to  rub  into  the  surface  daily  a  non-medicated 
fat  or  oil,  followed  by  nail  brush  friction  with  soap  and  water,  if  the 
extraction  of  the  comedones  is  not  attempted  for  any  good  reason. 
In  obstinate  cases,  a  thin  paste  made  of  kaolin  1  ounce,  glycerin  6  drams, 
vinegar  ounce,  may  be  used  to  loosen  the  plugs,  or  a  lotion  of  pre¬ 
cipitated  sulphur  y2  dram,  glycerin  and  rose  water  each  y2  ounce, 
milk  of  magnesia  3  ounces,  may  be  employed  as  a  stimulant.  Occasion¬ 
ally,  local  massage  by  competent  operators  or  with  an  electric  vibrator, 
or  a  local  application  of  the  high-frequency  currents  may  be  used  to 
improve  the  tone  of  the  tissues.  The  immediate  effects  of  the  treat¬ 
ments  will  wear  off  in  a  few  hours,  so,  if  possible,  they  should  be 
employed  in  the  evening.  Such  physiological  measures  as  are  suggested 
for  acne  and  seborrhea,  together  with  the  use  of  an  internal  remedy, 
often  render  local  treatment,  beyond  mechanical  cleanliness,  unneces- 
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sary.  The  remedies  usually  indicated  are  among  those  mentioned  for 
acne,  especially  Dig.,  Juglans  reg.,  Nit.  acid,  Pet.,  Sabina,  Selen.,  Sepia 
and  Sulphur. 


ACNE 

( Acne  vulgaris) 

Definition  . — A  chronic,  inflammatory  disease  involving  the  sebaceous 
glands  and  the  lanugo  hair-follicles,  characterized  by  papules,  pustules 
and  nodules. 

Symptoms. — Acne  is  one  of  the  commonest  diseases  of  the  skin, 
occurring  in  over  7  per  cent,  of  all  cases.  It  is  more  noticeable  in 
private  practice  because  that  class  of  patients  are  more  apt  to  attend  to 
their  external  appearance. 

Acne  simplex  or  simple  acne  is  usually  a  blemish  of  youth,  appearing 
from  the  twelfth  to  the  eighteenth  year  and  lasting  from  five  to  ten 
years  if  untreated.  It  is  most  often  seen  on  the  face,  especially  on  the 
forehead,  cheeks  and  chin,  but  it  is  quite  common  on  the  upper  part 
of  the  shoulders  and  chest  and  may  rarely  be  found  elsewhere.  The 
eruption  is  bilateral  without  symmetry  and  consists  of  comedones,  pa¬ 
pules  and  pustules  from  pin-head  to  split-pea  in  size,  varying  in  number 
from  one  or  two  to  hundreds.  The  papules  may  appear  independently 
of  comedones,  but  usually  the  latter  will  be  noted  in  the  center  of  the 
papules  and  later  may  be  seen  in  the  pustule.  It  is  the  rule  to  find  all 
the  lesions  from  the  comedo,  the  bright  to  dusky  red  papule,  to  the 
yellowish-white  pustule  with  its  red  areola  in  the  same  individual.  Be¬ 
sides  these  the  effects  of  previous  lesions,  such  as  stains  which  disappear 
gradually  and  scars  which  become  less  distinct  in  time,  may  also  be 
found.  Except  a  sore  feeling  when  pressed  upon  and,  occasionally,  a 
slight  burning  or  itching,  there  is  generally  little  subjective  sensation. 
Essentially  a  chronic  disease  acne,  if  untreated,  may  last  from  the  advent 
of  puberty  to  the  time  of  full  maturity,  which  is  a  somewhat  variable 
period.  It  may  then  disappear  spontaneously  but  some  cases  develop 
into  the  deeper-seated  acne  indurata  while  in  a  few  cases  the  two  forms 
coexist  in  youth. 

Acne  indurata  may  occur  in  the  same  localities  as  acne  simplex  but 
it  is  much  more  common  on  the  back  and  neck  than  the  former.  It  is 
even  more  chronic  in  its  course,  rarely  or  never  disappearing  without 
treatment.  The  lesions  originate  as  deep-seated,  round,  ovoid  or  flattish 
indurations  or  nodules,  often  better  felt  than  seen  at  their  onset.  They 
may  be  few  or  many,  isolated  or  aggregated,  vary  in  size  from  a  pea 
to  a  cherry,  and  as  they  enlarge,  the  covering  skin  becomes  dark  red  in 
color.  Most  are  indolent  ( blind  boil),  contain  little  ^pus  and  even  if 
incised  are  apt  to  reform.  Others  suppurate  quickly  but  if  not  opened 
there  is  little  tendency  to  spontaneous  rupture,  and  hence  resolution  is 
delayed  for  weeks.  Nearby  glands  may  be  affected  and  the  coalescence 
of  several  suppurating  lesions  will  often  lead  to  the  formation  of  linear 
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tumors  or  irregularly  shaped  nodules  which  need  free  incision  and  cause 
permanent  scarring.  These  scars  are  a  purplish  or  deep  red  and  the 
color  fades  very  slowly.  Naturally,  the  lesions  are  tender  and  painful 
to  the  touch.  Keloidal  transformations  and  fibroid  degeneration  may 
follow  and  persist.  Comedones  may  or  may  not  be  present,  but  when 
found  do  not  bear  the  direct  pathological  relation  to  pustulation  that  they 
do  in  acne  simplex. 

Seborrheic  diseases  often  complicate  either  form  of  acne,  and  may 
slightly  alter  the  typical  picture  presented.  A  few  conditions,  many  of 


Fig.  211. — Acne  simplex  of  nearly  fifteen  years’  duration.  The  long 
duration  of  the  lesions  seems  traceable  to  a  chronic  intestinal 
toxemia.  Sulphur  3x,  Berberis  aq.  3x  and  Flepar  3x  were  given 
at  different  periods  of  the  treatment.  These  remedies  together 
with  X-raying  cured  the  case. 

which  are  unlike  true  acne*  have  been  designated  by  the  term  acne  and 
because  of  this  confusing  prefix  or  title,  it  is  necessary  to  say  a  word 
of  explanation. 

Acne  cachecticorum  usually  occurs  in  poorly  nourished,  strumous  or 
scorbutic  individuals  and  is  probably  partly  or  wholly  tubercular  in  na¬ 
ture  (see  scrofuloderma).  The  lesions  are  chiefly  located  on  the  trunk 
and  extremities  and  are  pea  to  cherry-sized,  flat,  flaccid,  vivid  red  forma¬ 
tions  containing  a  little  seropurulent  fluid. 

Acne  artificialis  is  a  papulopustular  eruption  produced  by  the  internal 
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use  of  the  iodids  or  bromids,  or  from  external  exposure  to  tar,  paraffin 
or  petroleum  (see  dermatitis  medicamentosa). 

Acne  rosacea  and  acne  erythematosa  (see  rosacea). 


Fig.  212. — Acne  indurata  of  twenty  years’  duration,  involving  the  face  and  upper 
chest  as  well  as  the  back.  Papules,  pustules,  nodules,  wens,  comedones  and 
scars  may  all  be  plainly  seen  in  this  illustration.  The  local  use  of  formalin 
solutions,  X-rays  and  high-frequency  currents  plus  Selenium  6x,  gave  some 
relief  but  the  treatment  was  not  continued. 
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Acne  decalvans  (see  folliculitis  decalvans). 

Acne  keloid  (see  dermatitis  papillaris  capillitii). 

Etiology  and  Pathology. — This  disease  is  common,  its  course  is 
varied,  and  although  a  parasitic  agent  may  be  locally  causative,  it  would 
appear  that  predisposing  factors  are  necessary  to  make  possible  the 
proper  surface  conditions  on  which  this  parasite  may  develop.  Hence 
it  does  not  seem  fair  to  view  acne  as  either  a  purely  local  or  purely 
systemic  affection  but  rather  as  a  combination  of  both.  Concerning 
the  local  agents  such  external  factors  as  a  lack  of  cleanliness,  dusty 
or  dirty  atmosphere  and  various  drug  and  trade,  or  other  external 
irritations,  should  be  considered.  Admitting  the  parasitic  element, 
Sabouraud’s  microbacillus  of  seborrhea  is  readily  found  in  the  comedones 
and  causes  the  seborrhea  while  the  staphylococcus  albus  butyricus  is 
added  for  the  acne.  Unna  and  Gilchrist  have  also  described  a  bacillus 
that  they  regard  as  causative.  There  is  no  doubt  that  staphylococci 
cause  the  suppurative  lesions.  In  fact  it  is  positive  that  a  few  cases 
are  due  to  local  agents  or  at  least  their  activity  is  the  chief  element 
in  causation. 

Among  the  predisposing  causes,  the  greatly  increased  activity  of  the 
sebaceous  glands  in  and  about  the  advent  of  puberty  is  the  principal 
factor  because  the  vast  majority  of  cases  occur  between  the  ages  of 
fifteen  and  twenty-five.  Among  other  predisposing  factors  may  be 
mentioned  gastrointestinal,  menstrual,  genitourinary  and  catarrhal  dis¬ 
turbances,  sexual  abnormalities,  anemia,  rapid  growth  with  a  weakened 
circulation,  scrofula,  tuberculosis  and  any  debility  from  acute  or  chronic 
diseases.  Besides  the  predisposing  causes  just  mentioned  which  apply 
to  acne  in  the  young,  acne  in  middle  life  may  be  due  to  sedentary  living, 
gout,  diabetes,  respiratory,  urinary,  uterine  and  ovarian  diseases,  and 
intemperance  of  any  sort  or  degree. 

Acne  is  an  inflammatory  condition  involving  the  sebaceous  ducts  and 
attacking  the  lanugo  hair-follicles,  frequently  extending  to  suppuration 
and  destruction  of  the  follicles.  It  consists  briefly  in  a  stoppage  of  the 
gland  outlet  from  some  extraneous  material  or  comedo  formation  as 
a  result  of  hyperkeratosis.  Besides  this  mechanical  factor  there  must 
be  present  an  agent,  unknown  as  yet,  whether  it  be  a  microorganism,  a 
chemical  or  irritating  change  in  the  secretion,  or  some  substance  elim¬ 
inated  by  the  glands,  to  complete  the  pathological  picture.  Seborrhea 
probably  occupies  the  chief  place  among  the  local  factors  that  prepare 
the  soil  for  parasitic  invasion. 

Diagnosis. — The  characteristic  location  of  acne,  its  course,  type  of 
lesions,  frequency  of  occurrence,  origin  at  puberty  and  association  with 
comedones,  especially  in  the  simple  variety,  should  make  an  easy  differ¬ 
entiation  from  the  following: 

Rosacea  usually  occurs  in  mature  life,  begins  with  temporary  hyper¬ 
emia,  gradually  followed  by  more  permanent  redness  of  the  skin  of  the 
face  and  dilation  of  the  superficial  blood  vessels.  Acnoid  lesions  are 
secondary  in  occurrence. 

Papulopustular  eczema  has  smaller  lesions  forming  in  patches  with 
exudation,  crusting  and  itching,  unconnected  with  comedones. 
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The  pustular  syphilid  occurs  in  groups  and  underneath  the  crusts 
will  be  found  small  ulcers.  Besides,  there  is  a  history  of  other  syphilitic 
manifestations  and  a  much  wider  distribution  than  is  found  in  acne. 
The  tubercular  or  gummatous  syphilid  of  the  skin  occurs  in  groups  and 
degenerates  into  ulcers  which  often  spread  by  one-sided  extension.  Al¬ 
though  this  form  may  resemble  acne  when  the  nose  only  is  affected, 
other  evidences  of  syphilis,  together  with  the  effects  of  treatment,  should 
establish  its  nature. 

Variola  presents  constitutional  symptoms,  with  an  acute  course  and 
a  typically  progressive  eruption. 

Sycosis  is  found  in  adult  males,  is  limited  to  the  bearded  area  and 
the  center  of  the  lesion  is  occupied  by  a  hair  instead  of  a  comedo  as  in 
acne. 

Prognosis. — A  cure  may  be  expected  if  the  proper  treatment  can 
be  followed  systematically  and  persistently.  The  duration  of  treatment 
depends  upon  the  underlying  factors  and  the  ability  of  the  patient  to 
follow  directions,  even  if  they  embrace  continued  self-denial.  Scarring 
may  be  expected  in  cases  of  a  deep,  indurated  or  long  standing  nature. 

Treatment. — This  is  both  constitutional  and  local  and  the  latter  may 
be  all  that  is  necessary  in  very  mild  cases,  or  in  those  approaching  ma¬ 
turity  with  the  well  known  tendency  to  spontaneous  cure  at  that  time. 
But  ordinarily,  systemic  treatment  is  all  important  if  permanent  relief 
is  to  be  expected. 

External  treatment  is  employed  to  insure  absolute  cleanliness  and 
for  stimulation,  counterirritation  and  the  destruction  of  pus.  The  sim¬ 
pler  the  local  treatment,  the  better,  because  the  aim  is  to  produce  a 
healthy  state  of  the  tissues  with  as  little  scarring  as  possible.  Powders, 
ointments  and  lotions  are  employed.  The  first  are  best  avoided ;  the 
second  do  well  as  intercurrent  remedies;  while  the  lotions  should  be 
used  as  a  regular  procedure. 

Cleanliness  is  obtained  by  the  use  of  simple  soap  and  hot  water  or, 
rather  more  often,  a  salicylic  acid,  resorcin  or  ichthyol  soap  having 
solvent  qualities  may  be  indicated.  Occasionally,  hot  boric  acid  lotion, 
or  the  same  diluted  with  equal  parts  of  alcohol,  applied  cold,  may 
accomplish  the  purpose  more  successfully.  When  more  stimulation  is 
needed,  hot  and  cold  water  compresses  may  be  applied  in  alternation, 
or  tincture  of  green  soap  may  be  applied  with  hot  water,  but  it  should 
not  be  continued  indefinitely  or  applied  too  thoroughly,  because  the 
congestion  desired  must  be  temporary  or  it  will  defeat  rather  than  aid 
the  cure.  These  cleansing  applications  should  be  applied  at  night  before 
retiring  so  that  the  irritation  may  subside  before  morning. 

Rarely  mild  agents,  like  boric  acid  20  to  40  grains  or  salicylic  acid 
or  resorcin  5  to  20  grains  to  the  ounce  of  cold  cream,  may  be  employed 
after  a  washing.  In  a  few  cases  dusting  powders  of  boric  acid,  calendula, 
bismuth,  calomel,  ichthyol  or  aristol  in  strengths  of  1  to  8  parts  to  15 
of  powdered  starch  or  stearate  of  zinc  may  be  preferred.  Ordinarilv  the 
use  of  powder  or  grease  in  any  form,  no  matter  how  simple,  is  to  be 
avoided.  In  this  connection  I  might  say  it  is  my  routine  practice  to  in¬ 
sist,  after  local  cleanliness  is  established,  that  toilet  powders,  soaps, 
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creams  and  hot  water  must  never  be  used.  Cold  water  applied  frequently 
in  the  form  of  compresses  with  or  without  the  necessary  “elbow  grease” 
to  remove  the  dirt,  is  the  safest  course  for  most  acne  patients  to 
pursue. 

Comedones  should  always  be  removed,  not  hurriedly,  but  gradually 
with  thoroughness  in  the  manner  heretofore  described.  While  it  is  not 
essential  to  open  the  smaller  pustules,  because  these  and  some  of  the 
larger  ones  as  well,  care  for  themselves,  it  assists  in  the  treatment  to 
incise  such  lesions  and  gently  express  the  contents.  After  puncture  the 
cavity  and  surrounding  surface  should  be  cleansed  with  a  solution  of 
alcohol,  carbolic  acid,  hydrogen  peroxid  or  thymol.  The  same  object 


Fig.  213. — Acne  lance,  comedo  extractor  and  curette  combined. 


will  be  achieved  and  in  some  instances  more  satisfactorily  by  the  appli¬ 
cation  of  Bier’s  suction  or  exhaustion  cups.  In  any  case  the  patient 
should  not  be  allowed  to  open  the  pustules  or  remove  blackheads  with 
his  finger  nails  or  with  some  home  implement,  such  as  a  watch  key. 

Many  liquid  preparations  have  been  suggested  for  acne  and  among 
the  best  are  those  containing  sulphur  or  its  compounds.  Ichthyol,  re¬ 
sorcin  and  mercuric  chlorid  have  also  been  successfully  used,  and  the 
following  stimulating  prescriptions  will  present  a  fair  variety  of  these 
formulas: 


T 

Sulphuris  precipitati, 
Glycerini, 

3ss ; 

2 

Aquae  rosae, 

aa 

3ss ; 

15 

Lac  magnesia, 

q.  s.  ad 

3iv ; 

120 

M. 

If 

Calcis, 

3ss ; 

15 

Sulphur,  sublimat., 

3j; 

30 

Aquae, 

3x ; 

filtered. 

300 

M. 

To  be  boiled  down  to 

six  ounces  and 

Dilute  one 

part  to 

(  Vleminckx.) 

If 

Zinci  sulphat., 

Potassii  sulphuret., 

aa 

3ij; 

8 

Aquae  rosae, 

q.  s.  ad 

3iv ; 

120 

M. 

If 

Ichthyol, 

Etheris, 

3ss-j  ; 

2-4 

Spts.  vin.  rect., 

aa 

Sss ; 

15 

M. 

If 

Sulph.  praecip., 

3j-ij  ; 

4-8 

Pulv.  camphorae, 

gr.  xv ; 

1 

Pulv.  tragacanth, 

Aq.  calcis, 

gr.  xxv ; 

1 

5 

Aq.  rosae, 

M.  (Kummerfeld) 

aa 

Bij  ; 

60 

If 

Hydrarg.  bichlorid., 

gr.  viij  ; 

8 

5 

Spr.  vini  rect., 

3ij ; 

Aquae  distil., 

q.  s.  ad 

5iv ; 

120 

M. 

Ointments  may  be  needed  if  lotions  are  not  tolerated,  either  because 
they  seem  to  have  lost  their  efficacy  or  because  the  skin  is  naturally  dry. 
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I  invariably  apply  them  at  night  and  even  in  cases  that  seem  to  thrive 
under  their  use,  a  lotion  is  dabbed  on  two  or  three  times  during  the  day. 
Among  the  ointments  that  may  be  used  for  decided  pathogenic  effects 
are  the  following: 


E 

Betanaphthol., 

gr.  v; 

3 

Resorcin., 

gr.  x; 

6 

Acid  salicylic., 

gr.  v; 

3 

Sulphur,  precip., 

gr.  x; 

6 

Amvli., 

3iij ; 

12 

Petrolat., 

q- 

s.  ad 

8  j; 

30 

M. 

E 

Sulphuris  precipitati, 

(  Amvli, 

Lassar’s  paste:  -  Zinci  oxidi, 

T; 

4 

aa 

3|j ; 

8 

(  Petrolati, 

3iv ; 

15 

M. 

E 

Hydrarg.  ammoniat., 

gr.  xxx ; 
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Acne  of  the  back  or  trunk  is  treated  with  the  same  preparations, 
especially  the  stronger  ones,  applied  more  energetically.  My  custom  is 
to  thoroughly  wash  the  part  affected  with  tincture  of  green  soap  and 
hot  water,  immediately  followed  by  the  application  of  dilute  ether, 
which  in  turn  is  followed  by  a  dusting  powder  of  boric  acid,  with  or 
without  salicylic  acid.  A  strong  solution  of  resorcin,  1  dram  to  the 
ounce  of  equal  parts  of  water  and  alcohol,  or  better  yet,  formalin,  pure 
or  diluted,  may  be  used  in  place  of  the  other  applications. 

Rather  than  use  the  stronger  ointments  or  lotions,  recourse  may  be 
had  to  physical  therapy.  In  this  respect  I  believe  the  routine  application 
of  the  high-frequency  currents  is  most  beneficial  in  all  mild  cases,  if 
applied  once  or  twice  a  week  for  about  five  minutes.  The  particular 
variety  of  these  currents  must  depend  upon  the  exact  nature  of  the 
case,  but  the  resonant  form  (Oudin)  with  a  glass  electrode  is  usually 
indicated.  High-frequency  sparking  or  mild  fulguration  may  benefit 
individual  cases  and  these  varieties,  together  with  the  other  forms  of 
high-frequency  currents,  have  entirely  supplanted  faradic  and  galvanic 
energy.  While  the  X-rays  are  not  as  generally  successful  as  formerly 
thought,  because  they  do  not  prevent  recurrence,  they  are  a  valuable 
asset  in  chronic,  persistent,  indurated,  deep-seated  and  pustular  acne. 
It  is  not  necessary  to  carry  the  treatment  beyond  a  point  where  a  mild 
erythema  develops,  and  the  eyes,  eyebrows  and  scalp  should  be  carefully 
protected.  Exposures  are  from  three  to  ten  minutes’  duration,  at  a 
distance  of  from  eight  to  fifteen  inches,  using  a  soft  to  medium  tube 
and  repeating  the  treatment  every  three  to  five  days.  The  disadvantage 
of  this  treatment  is  that  it  must  be  vigorous  to  insure  a  cure  and  hence 
may  leave  pigmentation,  wrinkling  and  telangiectasis.  In  any  case,  I 
believe  it  should  only  be  used  for  obstinate  cases,  or  as  an  auxiliary 
to  other  measures.  Even  the  massive  dose  X-raying  which  presents 
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many  advantages  over  the  fractional  method  just  described,  offers  no 
better  prognosis.  In  a  few  instances  I  have  applied  solidified  carbon 
dioxid  for  from  five  to  fifteen  seconds,  using  very  slight  pressure,  to 
persistent  acnoid  lesions  with  the  best  results  possible. 

Vaccine  treatment  has  been  warmly  extolled  for  acne,  hut  it  should 
be  reserved  for  obstinate  cases  and,  if  used,  an  autogenous  vaccine  is 
preferable  to  the  stock  variety.  If  the  latter  must  he  employed,  a  mixed 
vaccine  of  staphylococci  and  acne  bacilli  is  preferable,  because  the  acne 
pustule  in  most  cases  contains  both  germs.  I  have  given  this  method 
of  treatment  a  thorough  trial  and,  to  describe  it  mildly,  am  not  enthu¬ 
siastic  about  it  for  the  average  case. 

The  constitutional  treatment  of  acne  embraces  the  relief  of  all  ab¬ 
normalities,  no  matter  how  trivial.  In  this  respect  diet  is  most  impor¬ 
tant,  as  digestive  disturbances  and  constipation  are  the  common  predis¬ 
posing  agents.  The  substitution  of  vegetable  for  animal  food  is  often 
indicated,  especially  in  the  plethoric  while  in  the  anemic  the  opposite 
may  be  true.  But  idiosyncrasy  plays  an  important  part  because  simple 
foods  may  often  cause  an  irritation  of  the  face,  although  not  so  com¬ 
monly  as  shell  fish,  excessive  sweets  and  highly  seasoned  foods.  Water 
between  meals,  and  not  with  meals,  is  a  useful  agent  because  excretion 
must  be  attained  as  well  as  secretion.  Exercise  is  most  important  and, 
if  the  genuine  article  is  not  possible,  passive  exercise  in  the  shape  of 
massage  or  general  applications  of  the  static,  galvanic  and  high-fre¬ 
quency  currents  may  be  employed.  All  sources  of  irritation  in  the 
alimentary  or  genitourinary  sphere  should  be  treated,  when  found,  be¬ 
cause  from  them  moral  perversions  may  develop  and  lead  to  more  than 
local  disease.  In  this  connection  physical  weariness  is  of  value  as  an 
auxiliary  corrective  treatment,  although  pride  and  the  fear  of  exagger¬ 
ated  consequences  will  help. 

An  indicated  remedy  often  benefits  with  the  aid  of  the  simplest  local 
treatment.  Unfortunately  a  goodly  number  of  these  cases  show  a  marked 
lack  of  subjective  and  constitutional  symptoms,  so  that  it  is  necessary 
to  prescribe  on  a  basis  of  objective  lesions  only.  Almost  any  drug 
might  be  indicated,  hut  the  following  have  repeatedly  given  relief: 
Agar.,  Alum.,  Aloes,  Am.  carb.,  Ant.  crud.,  A.  tart.,  Arg.  nit.,  Arnica, 
An  rum  mur.,  Ars.,  A.  brom.,  A.  iod.,  Baryta  act.,  B.  carb.,  Berb.,  Bell., 
Borax,  Bov.,  Cal.  phos.,  C.  sulph.,  Chel.,  Colch.,  Crotal.,  Coc.,  Cycla., 
Dig.,  Graph.,  Hepar,  Jugl.  reg.,  Kali  brom.,  K.  bich.,  K.  iod.,  K.  mur., 
Lvco.,  Nit.  acid,  Nux.  mosch.,  N.  vom.,  Pet.,  Phos.  acid,  Puls.,  Rhodod., 
Sabina,  Sarsap.,  Selenium,  Sepia,  Silicea,  Sul.,  Thuja  and  Zinc. 


ACNE  VARIOLIFORMIS 

( Acne  atrophica;  Acne  frontalis;  Acne  necrotica ) 

Definition. — A  rare,  chronic,  inflammatory  disease,  characterized  by 
papulopustules  usually  occurring  about  the  forehead  and  scalp,  occa¬ 
sionally  in  other  locations,  and  leaving  a  depressed  scar  similar  to  that 
of  variola. 
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It  is  convenient  to  group  under  this  heading,  cases  that  have  been 
described  as  acnitis,  folliclis,  acne  necrotica,  impetigo  r  odcns,  hidr ade¬ 
nitis  suppurativa ,  acne  urticata,  acne  agminata,  acne  telangiectodes  and 
ulerythema  acneiforme,  because  they  are  essentially  the  same  and  any 
differentiation  of  them  would  lead  to  great  confusion. 

Symptoms. — The  initial  lesions  are  small  pale  macules  or  papules 
which  soon  become  reddish-brown,  deep-seated,  indolent  papules,  pea- 
to  bean-sized  and  frequently  pierced  by  a  hair.  Later  vesicles  and 
pustules  develop,  covered  with  flat,  adherent,  yellowish-brown  crusts 
under  which  will  be  found  sharply  defined,  rounded  ulcers.  These 
crusts  may  increase  in  size  but  eventually  fall  off,  leaving  reddish-brown, 
clear  cut,  variola-like  scars  which  finally  become  white.  The  common 
location  of  these  lesions  is  on  the  forehead  at  the  margin  of  the  scalp 
but  they  may  be  located  on  the  scalp,  about  the  nose,  ears  and,  rarely, 
more  generally  distributed.  They  are  usually  few  in  number,  ten  to 
thirty,  occasionally  many  more.  They  may  be  discrete  or  aggregated 
and  rarely  assume  linear,  circinate  or  serpiginous  formations.  The 
subjective  sensations  are  slight,  if  any,  and  the  course  is  chronic,  often 
lasting  for  years. 

Etiology  and  Pathology. — The  exact  cause  is  unknown  but  it  is 
probably  due  to  microbic  invasion.  It  affects  both  sexes  at  the  middle 
period  of  life  and  has  been  found  in  relation  to  gout,  rheumatism,  tuber¬ 
culosis,  syphilis  and  various  gastrointestinal  disorders.  Sabouraud  be¬ 
lieves  that  both  the  microbacillus  of  seborrhea  and  the  staphylococci  play 
causal  parts  but  many  hold  that,  instead  of  a  direct  microbic  cause, 
toxins  of  organisms,  like  the  tubercle  bacillus,  are  really  etiological. 
Microscopically  the  process  is  inflammatory,  involving  the  pilosebaceous 
structures  with  destruction  of  the  follicle  and  surrounding  corium. 

Diagnosis. — Variola  presents  constitutional  symptoms  and  a  typi¬ 
cally  rapid  efflorescence  of  its  lesions.  Acne  vulgaris  is  known  by  its 
comedones,  absence  of  ulceration  and  rare  occurrence  on  the  scalp. 
Pustular  syphilids  have  a  wider  distribution,  present  other  evidences  of 
syphilis  and  possibly  a  clear  history  of  infection.  Folliculitis  decalvans, 
in  its  pustular  form,  is  characterized  by  small  pin-head-sized  pustules, 
each  pierced  by  a  hair,  is  limited  to  the  scalp  and  beard  and  usually 
shows  resulting  patches  of  alopecia. 

Prognosis  and  Treatment. — While  persistent,  these  cases  usually 
yield  to  treatment  eventually,  although  recurrence  and  scarring  may 
be  expected.  Any  predisposing  disease,  such  as  syphilis  or  tuberculosis, 
will  form  the  basis  for  constitutional  treatment  and  seborrhea,  which 
frequently  exists,  may  need  relief.  Physiological  methods  are  more  im¬ 
portant  than  the  local  treatment  which  usually  calls  for  soap  and  water 
cleanliness,  although  the  same  antiseptic  lotions  and  ointments  as  sug¬ 
gested  for  the  treatment  of  acne  may  be  needed.  The  X-rays  are  prob¬ 
ably  the  best  local  treatment  for  extensive  cases,  but  the  galvano-  or 
thermocautery  or  solidified  carbon  dioxid  may  be  used  to  destroy  in¬ 
dividual  lesions.  There  is  a  broad  field  from  which  to  select  internal 
remedies  but  I  can  attest  to  the  value  of  the  following:  Arsen,  iod., 
Colch.,  Kali  brom.  and  Silicea. 


488 


DISEASES  OF  THE  APPENDAGES 


ROSACEA 

( Acne  rosacea ;  Acne  erythematosa;  Gutta  rosacea) 

Definition. — A  chronic  congestion  of  the  face,  characterized  by 
flushing,  permanent  redness,  capillary  dilatation,  secondary  acne  and 
sometimes  by  tissue  hypertrophy. 

Symptoms. — Rosacea  begins  as  a  temporary  congestion  or  redness 
of  the  middle  third  (flush  area)  of  the  face,  which  recurs  at  varying 
intervals.  The  remissions  become  shortened  as  the  duration  of  the  dis¬ 
ease  extends.  The  color  varies  from 
a  bright  red  to  a  purplish  hue ;  usu¬ 
ally  the  surface  is  cool,  although 
occasionally  it  may  be  noticeably 
warm  to  the  touch  and  at  times  there 
may  be  sensations  of  heat  in  the  af¬ 
fected  skin.  The  congestion,  which 
is  at  first  active,  gradually  becomes 
passive  and  when  the  color  is  made 
to  disappear  by  pressure,  it  slowly 
returns.  Seborrhea  or  seborrheic 
dermatitis  is  often  present,  in  fact, 
becomes  a  part  of  the  rosacea  and 
contributes  to  the  shining  and  tense 
appearance  of  the  affected  surface, 
especially  the  nose.  Acne  lesions 
may  appear  at  this  stage,  differing  in 
no  way  from  the  ordinary  acne,  ex¬ 
cept  in  the  absence  of  comedones. 
Larger  lesions,  as  are  found  in  acne 
indurata,  may  mingle  with  the 
smaller  papules  and  pustules^  Occa¬ 
sionally  these  lesions  appear  only  in 
the  later  stage  and  rarely  may  never 
be  present  to  an  appreciable  degree. 
The  above  description  applies  to  the 
so-called  first  or  simple  stage  which 
may  last  for  months  or  years  with 
remissions  but  eventually,  unless  relieved,  develops  into  a  more  pro¬ 
nounced  type. 

In  the  second  stage  dilated  blood-vessels  become  visible  on  the  surface, 
either  as  fine  lines,  often  numerous  and  widely  distributed,  or  as  larger 
anastomosing  vessels,  sometimes  tortuous  and  slightly  varicose.  These 
are  usually  most  marked  upon  the  nose,  but  may  form  in  a  less  degree 
upon  the  cheeks,  often  giving  to  the  skin  a  bluish  or  violaceous  tint. 
During  this  stage  the  seborrheal  and  acnoid  features  may  be  more 
marked  or  occasionally  the  surface  may  be  dry,  uneven  and  somewhat 
scaly.  Untreated  this  type  of  the  disease  may  continue  indefinitely  and 


Fig.  214. — Rosacea  of  the  second 
stage,  showing  permanent  hypere¬ 
mia,  papulopustules  and  a  moder¬ 
ate  amount  of  nasal  hypertrophy. 
Treatment  by  the  high-frequency 
currents,  sulphur-magnesia  lotion 
and  Calc.  fluo.  6x  greatly  im¬ 
proved  this  case. 
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the  third  or  hypertrophic  stage,  except  in  a  very  moderate  degree,  is 
seldom  seen. 

The  third  stage  consists  of  a  connective  tissue  growth  about  the  ves¬ 
sels  and  presents  non-inflammatory  nodular  enlargements  at  the  end 
and  sides  of  the  nose,  expanding  it  longitudinally  and  laterally  ( rosacea 
hypertrophied) .  In  extreme  cases  the  process  may  continue  until  the 


Fig.  215. — Rosacea  of  the  third  stage  (rhinophyma)  of  many  years’  duration, 

in  a  seaman  with  an  alcoholic  history. 


nose  is  enormously  enlarged  {rhinophyma) ,  overhangs  the  mouth  and 
chin,  and  is  more  or  less  covered  with  deep  red  nodules  and  dilated  or 
varicose  blood-vessels.  Rarely  the  forehead  or  cheeks  will  show  hyper¬ 
trophic  changes. 

Etiology  and  Pathology. — Rosacea  is  a  common  disease  represent¬ 
ing  about  3  per  cent,  of  all  cases  and  usually  appears  between  the  thirtieth 
and  fortieth  years  of  life,  but  not  infrequently  it  may  originate  before 
or  after  that  period.  Women,  up  to  the  age  of  forty,  seem  more  sub- 
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ject  to  the  disease  than  men  in  the  proportion  of  four  to  one  but  they 
seldom  develop  the  hypertrophic  form.  Locally,  acne  and  seborrhea, 
the  injudicious  use  of  cosmetics,  even  hot  water  persistently  applied, 
and  exposure  to  artificial  dry  heat,  wind,  sun  and  extremes  of  cold  are 
predisposing  factors.  Rheumatic  or  gouty  diatheses,  sedentary  living, 
gastrointestinal  disorders,  constipation,  respiratory  catarrhs,  ovarian, 
uterine  and  genitourinary  diseases,  a  rich  or  highly  seasoned  diet  and 
stimulants  such  as  coffee,  tea  or  alcohol,  taken  in  excess,  are  all  well- 
known  predisposing  factors.  Alcoholism  is  by  no  means  the  sole  cause 
of  the  disease,  as  has  been  generally  believed,  because  many  of  the  ex¬ 
treme  cases  occur  in  those  of  most  temperate  habits.  However,  most 
cases  of  hypertrophic  rosacea  do  occur  in  those  who  combine  excessive 
drinking  with  constant  exposure  to  the  elements. 

Pathologically,  this  disease  presents  in  its  initial  stage  a  hyperemia, 
angioneurotic  in  some  cases,  in  others  due  to  a  seborrheic  process.  Then, 
later,  dilatation  of  the  vessels,  active  and  passive  inflammation,  glandular 
enlargement  and  in  some  cases  trophic  changes  in  the  nature  of  con¬ 
nective  tissue  growth,  ensue. 

Diagnosis  may  be  made  from  the  following: 

Dermatitis  seborrhoica  shows  more  abundant  fatty  or  oily  scales 
and  perceptible  itching,  with  a  lack  of  symmetry  and  no  temporary  flush¬ 
ing  of  the  face  or  dilated  blood-vessels. 

Lupus  erythematosus  extends  by  peripheral  growth  in  sharply  defined 
patches  with  somewhat  raised  borders.  Its  scales  are  more  or  less  dry 
and  adherent  and  often  plug  the  orifice  of  the  sebaceous  ducts.  Atrophic 
scarring  invariably  follows. 

Acne  vulgaris  begins  in  younger  subjects  as  papules  mingled  with 
comedones.  It  may  occur  upon  the  upper  part  of  the  trunk  as  well  as 
on  the  face  and  is  never  markedly  red  at  the  onset. 

Tubercular  syphilids  occurring  on  the  nose  might  resemble  advanced 
rosacea  but  the  history  of  development,  frequent  lack  of  symmetry, 
ulceration  beneath  its  crusts  or  other  evidences  of  syphilitic  lesions,  past 
or  present,  should  make  the  diagnosis  clear. 

Prognosis. — Rosacea  in  the  first  and  second  degrees  can  always  be 
relieved,  if  not  entirely  cured,  by  appropriate  treatment.  While  the  con¬ 
dition  is  generally  persistent  and  obstinate,  it  is  always  cheering  to  inform 
the  patient  that  it  can,  at  least,  be  arrested  by  the  proper  measures  and 
this  is  often  equivalent  to  a  cure.  Even  the  hypertrophic  or  third  form 
may  be  much  relieved  and  the  enlargement  reduced  by  proper  surgical 
measures. 

Treatment. — Causal  and  physiological  measures  are  of  primary  im¬ 
portance  and,  in  this  connection,  the  regulation  of  the  diet  to  relieve  gas¬ 
trointestinal  disorders  and  constipation,  thereby  improving  nutrition,  is 
absolutely  essential.  All  aggravating  local  influences  such  as  were  men¬ 
tioned  under  etiology  should  be  avoided  and  the  various  constitutional 
diseases  that  may  be  predisposing  should  receive  specific  attention. 

The  amount  of  local  treatment  depends  largely  upon  the  measure  of 
relief  that  can  be  obtained  by  removing  the  predisposing  causes.  Local 
treatment  embraces  the  same  prescriptions  as  noted  under  the  treatment 
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for  acne,  especially  the  sulphur  and  milk  of  magnesia  lotion,  Kummer- 
feld’s  compound  zinc  sulphid  lotion  and  Vleminckx’s  solution.  Occa¬ 
sionally  ointments  give  good  results.  The  formulas  suggested  for  acne 
are  again  available.  Lotions  and  ointments  are  especially  serviceable 
when  the  acnoid  features  are  pronounced.  When  capillary  dilatation 
and  varicose  conditions  are  most  in  evidence,  physical  therapy  is  the 
more  effective  agent.  The  high-frequency  currents  are  the  best  in  this 
respect  and  they  may  be  applied  once  or  twice  weekly,  using  a  glass 
vacuum  electrode  held  a  quarter  of  an  inch  from  the  surface.  This 
agent  is  especially  good  for  cases  of  the  first  and  many  of  the  second 
stage.  But  this  latter  phase  of  the  disease  often  responds  to  the  X-rays 
more  quickly  and  satisfactorily,  and  to  my  mind,  the  X-rays  is  more 
valuable  here  than  in  the  treatment  of  acne.  The  Finsen  and  similar 


Fig.  216.  Fig.  217. 

Rosacea  of  the  third  stage  (rhinophyma)  of  twenty  years’  duration. 

Fig.  217  shows  the  cure  by  thorough  excision  under  whiskey  and 
cocain  anesthesia,  followed  by  the  Thiersch  method  of  skin- 
grafting  (courtesy  of  Dr.  J.  C.  Wood). 

lamps  are  often  effective  for  general  telangiectases  and  for  marked 
rosacea  of  small  areas. 

Massage  of  the  face  may  be  beneficial  in  the  second  stage  in  re¬ 
storing  tone  to  the  weakened  vessels.  The  larger  or  varicose  vessels 
may  be  made  to  disappear  by  electrolysis,  galvanocautery  or  fulguration. 
Mild  connective  tissue  hypertrophy  can  be  reduced  by  scarification,  mul¬ 
tiple  puncture,  electrolysis,  and  solidified  carbon  dioxid.  The  larger 
growths  can  only  be  removed  by  ablation  with  knife  and  scissors,  fol¬ 
lowed  by  skin  grafting  if  necessary.  Vaccines,  used  after  the  manner 
described  in  acne,  have  benefited  a  few  cases.  For  internal  remedies 
see  Agar.,  Ars.,  A.  brom.,  A.  iod.,  Bell.,  Calad.,  Cal.  phos.,  Carbo  an., 
C.  veg.,  Carbol.  acid.,  Caust.,  Coccu.  ind.,  Colch.,  Kali  brom.,  Nux  vom., 
Phos.  acid,  Rhus  tox.,  Sepia  and  Silicea. 
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3.  DISEASES  OF  THE  HAIR  AND  HAIR-FOLLICLES 

HYPERTRICHOSIS 

(■ Hypertrophy  of  the  hair;  Superfluous  hair;  Trichauxis;  Polytrichia; 

Hirsuties;  Hairiness ) 

Definition. — A  condition  in  which  there  is  an  excessive  or  abnormal 
growth  of  the  hair,  either  as  regards  age,  sex,  region  or  degree. 

Symptoms. — This  abnormality  may  be  congenital  or  acquired,  and 
of  limited  or  general  distribution.  Congenital  hypertrichosis  is  rare, 
the  partial  variety  being  less  so  than  the  general.  When  hair  appears 
upon  a  pigmented  or  elevated  base,  constituting  a  hairy  nevus,  the  com¬ 
mon  type  is  seen.  It  is  usually  localized  especially  over  the  sacrum.  Fine 
white  downy  hair  is  normally  found  over  most  of  the  cutaneous  surface 
except  the  palms,  soles,  last  phalanges  of  the  fingers  and  toes,  eyelids, 
glans  penis  and  prepuce.  When  this  fine  hair  becomes  hypertrophied  or 
pigmented  or  both,  it  is  more  vigorous  in  the  parts  where  hair  growth  is 
ordinarily  pronounced.  It  may  be  extreme  enough  to  constitute  that 
rare  condition  known  as  general  hairiness. 

Acquired  hypertrichosis  is  mild  as  compared  with  the  foregoing  and 
is  usually  local,  although  rarely,  general  acquired  hirsuties  has  been  ob¬ 
served.  The  local  variety  in  women  is  more  active  at  puberty  and  at 
the  menopause.  Although  pilary  hypertrophy  may  be  very  slight  or 
strong  enough  to  resemble  masculine  hairs,  the  cases  that  demand  treat¬ 
ment  are  usually  influenced  by  the  locality  of  the  overgrowth.  Hence 
it  is  that  women  with  hairs  upon  the  upper  lip,  chin,  cheeks,  neck  and 
breasts  are  usually  those  who  seek  the  dermatologist.  Pilary  hypertrophy 
may  involve  the  trunk  and  extremities  as  well  as  the  face.  Sometimes 
two,  and  even  three  hairs,  have  been  observed  emerging  from  a  single 
follicle,  but  in  most  cases  these  conditions  are  examples  of  hair  splitting. 

There  are  two  conditions,  most  interesting  to  the  oculist,  in  which 
hair  deviates  from  the  normal  direction  in  which  it  should  grow. 
Trichiasis  consisting  in  the  congenital  or  acquired  displacement  of  the 
hairs  of  the  eyelids  so  that  they  are  directed  backward  and  rub  the 
eyeball  and  distichiasis,  representing  the  development  of  a  double  row  of 
lashes,  the  inner  of  which  are  directed  backward  onto  the  eye.  Both 
of  these  conditions  may  result  from  chronic  inflammation  of  the  eyelids 
and  their  treatment  concerns  an  oculist  only. 

Etiology. — Local  influences  such  as  exposure  to  the  sun  and  wind, 
continued  applications  of  heat  and  moisture,  the  use  of  pilocarpin  or 
other  hair  stimulants,  together  with  often  repeated  local  friction  may 
predispose  to  excessive  hair  growth.  The  application  to  the  face  of 
grease  alone  is  probably  an  imaginary  rather  than  a  real  causal  factor 
in  most  cases.  Heredity  is  the  most  apparent  cause,  even  in  cases  that 
develop  in  later  life.  The  condition  is  more  noticeable  in  brunettes  than 
in  blondes  and  is  found  more  commonly  in  some  nationalities  than  in 
others.  Excessive  hair  growth  may  occur  in  the  climacteric  period, 
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occasionally  associated  with  a  decided  change  in  voice  and  manner. 
Temporary  growth  of  hair  has  been  noted  in  pregnancy,  from  delayed 
or  suppressed  menstruation  and  from  injuries;  occasionally  excessive 
hair  growth  in  normal  situations  has  followed  a  severe  sickness,  in 
which  cases  the  hair  seems  to  have  prospered  at  the  expense  of  the  gen¬ 
eral  system. 

Prognosis. —  The  exact  degree  of  success  to  be  expected  from  the 
electric  treatment  for  excessive  hair  growth  is  in  proportion  to  the  num¬ 
ber  of  hairs,  the  age  of  the  patient  and  the  skill  of  the  operator.  All 
other  methods  of  removal,  except  in  a  few  cases  where  the  X-rays  may 
be  used,  are  temporary  expedients. 

Treatment. — General  hypertrichosis  cannot  be  treated  because  the 
tax  on  the  operator’s  time  and  patience  is  beyond  endurance.  It  is  only 
to  remove  the  cosmetic  blemish  that  treatment  is  essential  from  any 
standpoint.  Moderate  growth  of  hair  on  the  face  or  other  parts  should 
be  removed  by  electrolysis.  This  must  be  carefully  done  for  unskillful 
attempts  do  more  harm  than  good,  often  causing  increased  growth.  As 
a  rule,  hairs  near  together  should  be  removed  at  the  same  sitting,  but  not 
more  than  twenty  to  forty,  so  as  not  to  exhaust  the  patient  and  cause 
undue  local  inflammation.  Although  thirty  to  fifty  hairs  may  be  de¬ 
stroyed  in  an  hour,  I  have  found  that  this  is  too  great  a  tax  on  the  opera¬ 
tor  and  the  patient.  Only  stiff  coarse  hairs  should  be  removed.  Lanugo 
hairs  should  never  be  touched,  not  only  because  they  cannot  be  destroyed, 
but  because  stimulation  tends  toward  their  further  development.  While 
sensitive  patients  may  feel  pain  from  electrolysis  it  is  usually  bearable 
and  is  felt  less  at  successive  sittings.  I  seldom  find  it  necessary  to  use 
a  local  anesthetic  but  if  it  is  essential,  cataphoresis  of  cocain  is  the  best 
method.  Brushing  the  surface  with  a  io  to  20  per  cent,  solution  of 
cocain  in  alcohol,  or  dipping  the  needle  in  oleate  of  cocain  each  time 
before  it  is  inserted,  present  no  advantages  over  the  first  mentioned 
method. 

A  galvanic  battery  of  sixteen  to  thirty  cells,  a  needle-holder,  a  fine 
needle  (steel,  iridoplatinum  or  jeweler’s  broach),  the  necessary  cords, 
an  electrode,  a  rheostat,  a  milliamperemeter  and  epilation  forceps  com¬ 
prise  the  apparatus  needed.  The  holder  should  not  include  an  inter¬ 
rupter  because  the  current  must  be  broken  at  the  positive  electrode  and 
not  at  the  needle.  A  magnifying  lens  attached  to  the  needle  holder,  or 
magnifying  spectacles,  may  assist  the  operator.  According  to  the  sen¬ 
sitiveness  and  thickness  of  the  skin  and  the  size  of  the  hair-follicles,  the 
strength  of  the  current  will  vary  from  fig  to  1  jG  milliamperes,  being 
the  average.  The  positions  of  the  patient  and  the  operator  should  be 
that  of  the  greatest  ease  for  both,  with  a  good  natural  or  artificial  light. 
The  hairs  to  be  removed  may  be  cut  off  within  a  quarter  of  an  inch  of 
the  surface  which  is  sponged  with  alcohol.  The  stub  of  hair  left  is 
then  grasped  with  the  forceps  and  gently  pulled  outward  in  a  line  with 
its  natural  growth  and  at  the  same  time  the  needle  attached  by  means 
of  the  needle-holder  to  the  negative  pole  of  the  battery  is  passed  down 
beside  the  hair  and  on  a  line  with  it  into  the  bottom  of  the  follicle.  Lit¬ 
tle  or  no  force  is  used  in  inserting  the  needle;  if  rightly  directed  it  slips 
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easily  into  the  depth  of  Vie  to  *4  of  an  inch,  according  to  the  depth 
of  the  follicle.  The  patient,  who  has  held  the  handle  of  the  sponge 
electrode  connected  with  the  positive  pole  in  one  hand,  may  now  con¬ 
nect  the  electric  circuit  by  placing  the  palm  of  the  other  hand  upon 
the  sponge.  Evidence  of  electrolytic  action  will  soon  show  by  the 
appearance  of  bubbles  of  froth  and  the  current  is  broken,  after  twenty 
to  thirty  seconds’  duration,  by  the  patient  removing  the  hand  from 
the  sponge  before  the  needle  is  withdrawn.  Then  the  hair  will  come 
away  with  very  slight  traction  from  the  forceps.  Hot  water  applica¬ 
tions  are  used  immediately  afterward  or,  if  there  is  much  soreness,  i 
part  of  arnica  to  io  each  of  alcohol  and  water,  or  a  mild  boric  acid 
ointment  may  be  applied.  A  small  papule  or  wheal  appears  at  the  site 

of  the  removal,  but  by  the  second  clay  only  a  small 
point  remains  which  is  gradually  transformed  into 
a  minute  scar. 

The  only  other  method  for  removing  the  hairs 
permanently  is  the  X-rays.  This  agent  should  be 
used  on  facial  cases  of  a  very  severe  and  disfiguring 
type  only,  but  it  is  my  routine  treatment  for  exces¬ 
sive  hair  growth  of  the  extremities.  A  few  ex¬ 
posures  will  not  suffice,  although  nothing  greater 
than  a  mild  erythema  should  ever  be  produced. 
Freund  recommends  about  twenty  treatments  with 
a  high  tube,  insisting  on  supplementary  treatment 
for  a  year  and  a  half  to  insure  permanency.  I  con¬ 
sider  ten  minutes  as  the  usual  maximum  time  and 
eight  inches  the  minimum  distance  used  at  each  ex¬ 
posure.  It  is  well  to  bear  in  mind  the  dangers  of 
pigmentation,  wrinkling  and  telangiectases.  Al¬ 
though  the  treatment  is  quicker,  less  painful  to  the 
patient  and  not  so  tedious  for  either  the  patient  or 
operator,  it  must  always  be  employed  with  skill  and 
caution.  Recently  I  have  had  as  good  results  from 
the  massive  dose  method  as  I  formerly  experienced  with  the  fractional 
X-raying.  The  so-called  unipolar  X-ray  tube,  applied  directly  to  the 
surface  has  benefited  a  number  of  my  cases,  especially  those  showing 
extensive  but  fine  growth. 

The  other  methods  of  removal  embrace  shaving,  cutting,  extraction 
with  tweezers,  or  the  use  of  a  depilatory.  The  first  three  methods 
present  no  advantages  from  any  standpoint  and,  while  the  depilatories 
will  not  permanently  arrest  the  growth  of  the  hair  and  are  liable  at 
any  time  to  inflame  the  skin,  they  are  occasionally  demanded.  I  have 
always  tried  to  dissuade  patients  from  applying  them  to  the  face,  but 
in  many  instances  they  are  the  simplest  method  with  which  to  remove 
hair  from  the  arms  and  legs.  If  demanded,  the  following  may  be 
effective:  equal  parts  of  the  yellow  sulphid  of  arsenic  and  quicklime 
mixed  with  enough  hot  water  to  make  a  paste  which  may  be  spread 
upon  the  skin  with  a  spatula  and  when  dry  or  when  burning  is  expe¬ 
rienced,  it  may  be  removed  with  the  same  instrument;  or  25  to  50 
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per  cent,  of  pure  barium  sulphid  mixed  with  zinc  oxid  powder  or 
equal  parts  of  starch  and  zinc  oxid.  This  is  applied  and  removed  in 
the  same  manner  as  the  first  prescription.  These  depilatories  can  be 
repeated  as  needed  and  they  will  be  needed  because  this  method  is  only 
a  modification  of  shaving.  If  irritation  of  the  skin  results,  a  mild 
ointment  can  be  applied,  or  if  the  inflammation  is  slight,  it  can  be 
hidden  by  a  simple  dusting  powder.  In  a  number  of  cases,  especially 
in  those  having  a  dark  growth  or  where  there  is  an  aversion  to  any  of 
the  before-mentioned  treatments,  hydrogen  peroxid  applied  daily  on  a 
compress,  gradually  increasing  from  a  50  per  cent,  solution  to  full 
strength,  certainly  bleaches  and,  if  combined  with  equal  parts  of  adre¬ 
nalin  chlorid  (1-1000),  may  retard  the  growth  as  well. 

PLICA 

( Matted  hair;  Polish  ringworm;  Plica  polonica ) 

This  is  a  condition  of  the  hair  in  which  it  becomes  mechanically 
matted  together  from  a  mixture  of  dust  and  filth  and,  remaining  so 
for  a  while,  inflammation  of  the  scalp  ensues  or  pediculi  develop.  The 
mass  is  apparently  lifted  from  the  scalp  by  the  growth  of  the  hair.  It  is 
the  result  of  neglect  and  not  a  distinct  disease  and  is  chiefly  seen  among 
ignorant  Poles  and  Russians.  Occasionally  it  is  noticed  among  emi¬ 
grants  from  these  countries  and  less  frequently,  in  a  mild  degree,  among 
the  uncleanly  of  any  country. 

Neuropathic  plica  is  a  term  applied  to  a  rare  condition  characterized 
by  the  contraction  of  the  hair  of  a  limited  surface  into  a  firm,  tangled 
or  rope-like  mass,  impossible  to  easily  unravel.  At  least  ten  cases  of 
this  rare  condition  have  been  reported  in  this  country  by  White,  Stel- 
wagon  and  others. 

Etiology. — Lack  of  cleanliness  and  failure  to  comb  the  hair,  to¬ 
gether  with  a  certain  superstition  among  Russian  and  Polish  peasants, 
that  the  formation  of  a  plica  will  cure  other  diseases,  are  the  only 
known  factors.  The  neuropathic  type  is  supposed  to  be  of  nervous 
origin. 

Treatment. — The  masses  of  hair  and  dirt  may  be  removed  with 
scissors  and  any  actual  disease  of  the  surface  treated  according  to  its 
nature.  If  a  superstition  in  regard  to  a  plica  is  cherished  by  the  pos¬ 
sessor,  the  scalp  may  be  cleansed  with  some  deodorizing  oil,  soap  and 
water,  and  the  mass  untangled  with  comb  and  brush.  Nervous  plica 
may  suggest  such  remedies  as  Borax  and  Vinca  minor. 


ATROPHIA  PILORUM  PROPRIA 

( Atrophy  of  the  hair) 

Definition. — Idiopathic  or  symptomatic  changes  in  the  hair  charac¬ 
terized  by  dryness,  brittleness,  splitting  and  diminution  of  size. 

The  division  of  these  cases  into  idiopathic  and  symptomatic  types 
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is  purely  arbitrary,  and  simply  signifies  that  the  former  presents  no 
known  causes  while  the  latter  may  be  due  to  constitutional  or  local 
diseases.  Fragilitas  crinium,  trichorrhexis  nodosa,  monilethrix,  lepto- 
thrix,  tinea  nodosa  and  piedra  are  the  principal  varieties  ordinarily 
classed  under  this  general  head,  and  will  be  briefly  considered. 


FRAGILITAS  CRINIUM 

This  comparatively  rare  affection  of  the  hair  may  manifest  itself 
by  extreme  fragility;  the  hair  splitting  up  into  few  or  many  filaments 
or  simply  becoming  brittle  and  breaking  off  from  ordinary  handling, 
such  as  combing  or  brushing.  It  usually  involves  the  female  scalp  but 
may  affect  the  hair  of  either  sex  on  any  part  of  the  body.  More  often 
the  free  end  of  the  hair  is  affected  when  it  is  apt  to  curl  on  itself,  the 
broken  ends  having  a  grayish  or  dusty  appearance.  Only  a  few  hairs, 
or  many,  may  be  attacked  and  there  often  coexists  a  swelling  of  the 
hair  known  as  trichorrhexis  nodosa. 

Etiology  and  Pathology. — This  condition  of  the  scalp  may  be 
associated  with  favus,  eczema  and  seborrhea,  depend  on  some  nutritional 
disorder,  or  may  exhibit  no  apparent  cause.  Pathologically,  the  changes 
consist  of  fissures  and  an  irregularity  in  the  shape  of  the  shaft.  The 
hair-bulb  or  root  may  be  normal  or  shrunken  and  show  evidence  of 
the  beginning  of  the  disease  in  that  portion. 

Prognosis  and  Treatment. — The  chances  of  a  cure  are  good  if  the 
patient  will  persist  with  the  treatment.  General  physiological  or  causal 
methods,  plus  simple  hygiene  of  the  scalp,  are  indicated.  The  split 
ends  may  be  cut  off  or,  if  the  hair  is  involved  near  the  scalp,  shaving 
is  preferable.  Simple  stimulating  lotions  and  ointments  and  the  X-rays 
may  be  necessary,  and  much  benefit  will  be  derived  from  the  use  of 
such  remedies  as  Calc,  fluo.,  C.  phos.,  and  Fluoric  acid. 


TRICHORRHEXIS  NODOSA 

This  is  a  peculiar  disease  in  which  nodes  appear  along  the  hair  shaft, 
a  sort  of  green  stick  fracture  taking  place  through  these  nodes.  The 
latter  are  black,  gray  or  white  transparent  swellings,  appearing  some¬ 
what  like  the  nits  of  pediculi,  causing  the  hair  to  feel  knotty  to  the 
touch,  and  are  usually  more  pronounced  near  the  distal  end.  The 
fracture,  when  it  occurs,  may  be  transverse  or  longitudinal  but  always 
through  the  nodes.  The  appearance  of  the  longitudinal  incomplete 
fracture  is  somewhat  like  that  presented  by  two  brushes  being  pushed 
together  end  to  end,  while  the  transverse  or  complete  varieties  are 
brush-like  with  a  frayed  appearance,  often  throughout  the  length  of 
the  hair.  The  hair  itself  is  usually  firmly  fixed  in  the  follicle.  While 
the  disease  usually  affects  the  beard  and  mustache  of  men,  it  can  also 
occur  in  the  axillary  and  pubic  regions  of  either  sex. 

Etiology  and  Pathology. — Microorganisms  have  been  found  in 
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connection  with  this  disease  by  Raymond,  Hodara  and  others  but  the 
cases  presenting  a  history  of  direct  contagion  are  very  rare.  It  may 
be  said  that,  although  the  real  causes  are  unknown,  they  are  supposedly 
parasitic  while  some  few  are  probably  trophoneurotic.  There  is  a 
marked  hereditary  tendency  in  some  cases.  Pathologically,  a  swelling 
of  the  hair  shaft  which  later  involves  the  medulla  or  body  of  the 
hair,  leaving  the  surface  skin  unaffected,  is  usually  noted.  After  the 
fracture  occurs,  the  inner  part  of  the  hair  degenerates  and  the  medulla 


Fig.  220. — Trichorrhexis  nodosa  (greatly  magnified). 


is  absorbed,  while  the  hair  roots  may  be  slightly  shrunken  or  un¬ 
changed. 

Prognosis  and  Treatment. — Though  persistent  and  rebellious  to 
treatment,  efforts  to  improve  the  general  and  local  nutrition  are  usually 
successful.  Shaving  or  extraction  is  necessary,  followed  by  antipara- 
sitic  lotions  or  ointments,  of  which  weak  mercuric  chlorid  is  the  most 
popular.  A  case  of  my  own  was  cured  in  three  months  by  fractional 
dose  X-raying,  applied  twice  weekly,  and  the  local  application  of  can- 
tharides  tincture. 


MONILETHRIX 

This  rare  form  of  fragility  is  usually  confined  to  the  hair  of  the 
scalp  and  is  characterized  by  nodules  along  the  shaft  between  which  are 
narrowed  portions  lighter  in  color  than  the  pigmented  nodules.  Hence 
a  checkered  appearance  of  the  hair  results.  Secondary  fractures  occur 
in  the  internodular  spaces,  due  to  atrophic  changes,  whereas  in  trichor- 
ihexis  nodosa  the  seats  of  the  fractures  are  at  the  nodes.  A  varying 


Fig.  221.— Monilethrix  (magnified). 


amount  of  alopecia  results  and  keratosis  pilaris  in  some  degree  usually 
complicates. 

Etiology  and  Pathology. — Both  sexes  are  affected.  The  condition 
usually  begins  in  infancy  and  it  is  probable  that  most  cases  are  con¬ 
genital.  Several  members  of  the  same  family  often  present  this  condi¬ 
tion.  Nervous  shock  and  traumatisms  are  the  most  important  factors 
in  the  few  acquired  types.  Kaposi  believes  that  the  disease  is  due  to 
a  periodic  aplasia  of  the  hair. 
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Prognosis  and  Treatment. — The  outlook  for  a  cure  is  poor  al¬ 
though  something  may  be  done  along  hygienic  and  dietetic  lines  to 
improve  the  general  condition.  The  existing  keratosis  can  be  relieved 
by  weak  sulphur  or  salicylic  acid  ointments.  Local  or  general  stimula¬ 
tion  is  accomplished  by  systematic  bathing,  exercise  and  massage.  The 
tissue  remedies  are  those  usually  indicated. 


LEPTOTHRIX 

In  this  condition  the  hair  is  dry,  brittle,  rough,  nodular  and  loose 
in  the  follicle.  The  axillary  and  genital  regions  are  those  usually  in¬ 
volved.  The  affected  hairs  present  nodular  masses  or  concretions  ar¬ 
ranged  along  the  entire  length  of  the  shaft.  These  do  not  cover  the 
whole  surface  but  increase  the  thickness  of  the  shaft  appreciably.  The 
masses  are  made  up  of  grayish-yellow  to  yellowish-red,  spherical  or 
elliptical  nodes  that  are  firmly  attached  to  the  hair  by  a  glutinous  sub¬ 
stance  which,  in  reality,  forms  the  bulk  of  the  concretions.  It  also 
affords  a  home  for  the  various  bacteria  that  have  been  described  as 
causal. 

Etiology  and  Pathology. — This  condition  was  first  described  by 
Paxton  in  1869,  and  although  there  is  some  difference  as  to  later  find¬ 
ings,  the  disease  is  no  doubt  due  to  a  parasitic  growth. 

Prognosis  and  Treatment. — Leptothrix  is  persistent  and  rebellious 
to  treatment.  Thorough  shaving,  followed  by  soap  and  water  washing 
and  the  application  of  mercuric  chlorid  solution  (1:  500  to  1:  2000) 
are  the  therapeutic  means  suggested. 


TINEA  NODOSA 

First  described  by  Cheadle  and  Morris,  this  very  rare  condition  of 
the  hairy  beard  or  mustache  presents  the  hair  shafts  covered  with  nodu¬ 
lar  masses  which  are  composed  of  a  fungus  whose  spores  are  somewhat 
smaller  than  those  of  ringworm.  The  roots  remain  healthy  but  the 
hairs  are  brittle  and  readily  split  or  break. 

Treatment  embraces  frequent  shaving  or  clipping,  followed  by  the 
application  of  a  mild  and  non-irritating  parasiticide. 


PIEDRA 

This  is  a  condition  of  the  hair  in  which  dark-colored,  gritty,  pin¬ 
head-sized  nodules  are  found  irregularly  distributed  along  the  shaft  of 
the  hair.  These  growths  resemble  nits  although  smaller,  and  are  so 
hard  that  they  make  a  rattling  sound  when  the  hair  is  combed.  It  is 
usually  confined  to  the  scalps  of  women  but  occasionally  affects  the 
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beards  of  men.  The  growths  are  darkly  pigmented  and  the  affected 
hairs  relatively  small  in  size. 

Etiology  and  Pathology. — This  condition  is  rarely  seen  outside  of 
Cauca  in  Colombia,  South  America.  It  is  parasitic,  due  to  a  fungus 
growth  consisting  of  spores,  mycelia  and  filaments.  It  is  probably 
mildly  contagious  and  is  evidently  stimulated  by  the  warmth  of  the 
atmosphere  for  the  affection  is  more  prevalent  in  the  warmer  valleys. 
The  use  of  a  mucilaginous  oil  or  water  by  the  native  women  in  dress¬ 
ing  their  hair  favors  the  development  of  the  disease. 

Diagnosis. — -This  is  readily  made  because  of  the  stony  hardness  of 
the  nodules  and  because  the  hair  itself  does  not  suffer  as  in  trichorrhexis 
nodosa  and  monilethrix.  The  nits  of  pediculosis  capitis  may  be  easily 
differentiated  by  the  other  symptoms  of  that  disease.  Leptothrix  occurs 
only  on  the  axillary  and  genital  hairs  and  is  not  due  to  a  mycelium¬ 
forming  fungus. 

Prognosis  and  Treatment. — The  former  is  good.  Treatment, 
based  upon  culture  experiments,  consists  in  frequent  washings  with 
hot  water  to  soften  the  growths  and  permit  the  penetration  of  hot  mer¬ 
curic  chlorid  solution  (i:  1000). 


CANITIES 

( Grayness  of  the  hair ;  Blanching  of  the  hair;  Gray  hair;  Poliosis; 

Whiteness  of  the  hair) 

Definition. — An  atrophic  affection  of  the  hair,  characterized  by  cir¬ 
cumscribed  or  general  lack  or  loss  of  normal  pigment. 

Symptoms. — This  condition  may  be  described  as  congenital  or  ac¬ 
quired.  The  former  is  very  rare  and  may  appear  as  a  part  of  the  gen¬ 
eral  absence  of  pigment  in  the  tissues  known  as  albinism,  or  it  may  bear 
no  relation  to  that  condition  and  appear  only  as  a  patch  among  the 
normal  colored  hair. 

Acquired  canities,  or  grayness  of  the  hair,  is  usually  seen  in  ad¬ 
vancing  years  and  is  too  common  to  cause  much  comment.  But  when 
it  occurs  before  thirty-five  years  of  age  it  is  deemed  premature.  There 
is,  however,  a  well-known  difference  in  families  or  even  among  mem¬ 
bers  of  the  same  family  in  this  respect.  Males  strongly  resembling  the 
maternal  parent  may  retain  the  normal  color  of  the  hair  years  longer 
than  those  bearing  the  stronger  paternal  likeness,  and  less  frequently 
vice  versa.  Canities  may  be  symptomatic  of  such  diseases  as  syphilis, 
alopecia  areata,  peripheral  neuroses  or  leucoderma,  but  it  often  occurs 
without  any  definite  relation  to  any  other  disease.  While  it  may  appear 
suddenly  or  gradually,  affecting  a  small  part  or  becoming  more  or  less 
general,  usually  the  change  noted  is  progressive  and  permanent,  first 
showing  on  the  head,  often  about  the  temples  and  before  grayness  is 
noted  in  the  beard.  Rarely  the  latter  may  show  the  first  change,  or 
the  condition  may  coexist  with  an  early  whitening  of  the  scalp  hairs. 
Other  regions  may  be  involved  at  a  later  period. 
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Sudden  and  permanent  bleaching  of  the  hair  has  been  reported  as 
due  to  mental  shocks,  such  as  severe  fright  or  grief.  A  similar  tem¬ 
porary  condition  may  arise  from  disorders  of  the  nervous  system  such 
as  I  noted  in  a  case  of  organic  brain  disease.  In  this  instance  the 
beard  turned  completely  white,  only  to  be  restored  to  its  normal  color 
on  the  relief  of  the  cerebral  symptoms,  remaining  unchanged  until  death 
which  occurred  a  few  months  later. 

Ringed  hair  is  a  rare  peculiar  alternate  whitening  of  short  sections 
of  the  pilary  growth,  while  the  color  and  other  features  of  the  hair 
remain  normal  in  the  intervening  areas. 

Color  changes,  other  than  whitening,  may  be  due  to  trophic  influ¬ 
ences.  Thus,  a  change  is  seen  after  general  falling  of  the  hair  from 
some  acute  or  exhausting  disease ;  the  new  hair  being  more  or  less 
changed  in  color.  Circumscribed  loss  of  hair  may  be  followed  by  new 
hair  of  a  different  color  as  is  often  observed  in  the  first  hair  growth 
on  a  patch  of  alopecia  areata.  While  nervous  or  mental  influences 
occasionally  cause  changes  in  the  color  of  the  hair,  most  discolorations 
are  produced  by  the  local  chemical  action  of  medical  or  tonsorial  appli¬ 
cations,  such  as  chrysarobin,  resorcin,  capsicum  and  chloral.  Chem¬ 
icals  used  in  a  number  of  occupations  may  cause  hair  changes.  Thus, 
green  hair  is  occasionally  seen  in  workers  of  copper,  blue  hair  in  cobalt 
or  indigo  laborers  and  black  hair  in  coal  miners. 

Etiology  and  Pathology. — Heredity  may  be  a  factor  in  premature 
canities  and  is  probably  a  constant  influence  in  the  congenital  form. 
Besides  the  specific  causes  mentioned  before,  age  is  the  chief  cause  of 
canities  after  middle  life,  but  at  any  period,  worry,  excessive  dissipa¬ 
tion,  trauma,  overwork  or  general  disturbances  of  nutrition  may  hasten 
the  condition.  The  pathological  process  is  in  the  nature  of  a  tropho¬ 
neurosis  and  is  the  result  of  a  lack  of  pigment  produced  in  the  hair- 
papillae  or  it  may  be  due  to  the  presence  of  air  in  the  cortex  of  the 
hair.  Both  of  these  factors  are  causal  in  many  cases. 

Prognosis  and  Treatment. — It  may  be  safely  said  that  the  condi¬ 
tion  is  progressive  and  permanent  although  a  few  cases  have  been  re¬ 
ported  where  there  has  been  a  return  of  color.  It  is  not  proper  at  any 
time  or  stylish  in  these  days  to  dye  one’s  hair,  but  this  is  practically 
the  only  treatment,  if  it  may  be  called  such.  Many  of  the  local  meas¬ 
ures  recommended  are  not  only  useless  but  objectionable  and  dangerous. 
In  anv  event,  dyeing  should  not  be  recommended.  If  insisted  upon, 
the  following  may  be  used: 


To  obtain  a  black  color  (Kaposi) : 


It  Argent,  nitrat.. 

3j; 

4 

Plumb,  acetat., 

gr.  xv ; 

1 

Aq.  cologn., 

TTlxv ; 

1 

Aq.  rosse, 

ad  Biij  ; 

90 

M 

To  obtain  a  brown  shade  (Kaposi) : 

h  Acid,  pyrogal, 

gr.  xv  ; 

1 

Aq.  cologn., 

3ss ; 

2 

Aq.  rosse, 

•5jss ; 

45 

M 
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Leonard  recommends: 


M. 


M. 


No. 

Bismuth,  citrat., 

Aq.  rosse, 

Aq.  distil., 

Alcoholis, 

Am  mortise, 

Sig. — Apply  in  the  morning. 


No 

Sodii  hyposulphit., 

Aq.  distil., 

Sig. — Apply  in  the  same  evening. 


1. 


5j; 

30 

aa 

oij ; 

60 

q.  s. 

3v; 

20 

2. 

3xij  > 

48 

5iv ; 

120 
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Internal  remedies  and  physiological  measures  to  improve  the  gen¬ 
eral  health  may  prevent  premature  grayness  or  postpone  its  early  devel¬ 
opment.  Graph.,  Ivreos.,  Lvco.,  Phos.,  and  Phos.  acid  have  been  rec¬ 
ommended. 


ALOPECIA 

( B  aid  ness;  C  a  Ivi  ties ) 

Definition. — A  loss  of  hair,  partial  or  general,  varying  from  a  mere 
thinning  to  complete  baldness. 

The  four  varieties,  based  upon  their  etiology,  will  be  described  in 
the  following  order:  alopecia  congenita,  alopecia  prematura,  alopecia 
senilis,  alopecia  areata. 


ALOPECIA  CONGENITA 

( Alopecia  adnata ) 

Congenital  alopecia  is  a  rare  condition,  nearly  always  temporary, 
in  which  the  hair  loss  may  be  general  or  in  circumscribed  areas,  may 
be  scanty  or  retarded  in  its  growth,  or  simply  downy  in  character.  It 
is  usually  caused  by  a  delay  in  the  development  of  the  hair  and  may 
be  associated  with  defective  growth  of  teeth,  nails  and  other  structures. 
Usually  the  hair  grows  after  an  interval  of  weeks,  months  or  years. 
A  few  cases  have  been  reported  where  the  condition  was  permanent. 

Etiology  and  Pathology. — Heredity  is  the  only  known  etiological 
factor  because  the  condition  has  been  frequently  observed  in  brothers 
and  sisters  and  occasionally  in  their  parents.  Little  can  be  learned  from 
a  pathological  study,  beyond  the  fact  that  defects  in  nutrition  and 
development  cause  rudimentary  growth  of  other  cutaneous  structures 
as  well  as  hair-follicles. 

Prognosis  and  Treatment. — The  former  is  poor  and  the  latter  un- 
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satisfactory.  Although  most  cases  eventually  develop  a  permanent 
growth,  it  is  usually  an  apology  for  real  hair.  Treatment,  when  it  is 


Fig.  222. — Alopecia  congenita  in  a  man  of  twenty-live  years.  The  few 
hairs  present  on  the  vertex  are  as  many  as  he  ever  possessed.  On 
the  lateral  and  rear  aspects,  the  growth  is  of  a  fine  downy  character. 


feasible,  is  the  same  as  for  alopecia  prematura  with  an  accent  upon 
the  internal  administration  of  deep-acting  constitutional  remedies. 


ALOPECIA  PREMATURA 

Premature  baldness  or  loss  of  hair  may  be  idiopathic  or  symptomatic. 
The  idiopathic  variety  may  begin  at  any  age  but  rarely  before  the 
thirtieth  year.  It  is  similar  to  senile  atrophy  without  any  known  cause 
beyond  heredity  and  usually  occurs  in  men.  Frequently  it  is  noted  as 
an  increase  of  the  normal  shedding  of  the  hair,  commencing  about  the 
temples  and  vertex  and  although  the  hair  may  be  reproduced  it  be¬ 
comes  less  vigorous  until  it  ceases  to  appear.  The  process  varies  thus: 
the  hair  line  at  the  sides  of  the  forehead  may  gradually  recede,  sparing 
a  central  crest  for  some  time  and  forming  an  arched  forehead ;  or  the 
entire  forehead  line  may  recede,  presenting  the  high  forehead ;  or  the 
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hair  may  become  thin  over  the  whole  crown  simultaneously;  or  it  may 
extend  from  the  vertex  forward.  No  matter  what  the  preliminary 
process,  the  resulting  baldness  is  usually  symmetrical.  While  there  may 
be  a  temporarily  increased  hair  growth,  if  left  untreated,  progressive, 
gradual  thinning  of  the  hair  ensues.  Rarely  is  the  process  rapid  and 
seldom  does  grayness  of  the  hair  precede  it,  though  this  is  not  a  fast 
rule.  Usually  the  sides  and  back  of  the  head  remain  unaffected. 

In  symptomatic  premature  alopecia  the  baldness  may  be  temporary 
or  permanent,  depending  upon  the  nature  and  the  local  or  general 
etiological  factors,  but  it  always  has  a  recognizable  cause.  Per¬ 
manent  loss  of  hair  may  result  from  the  local  lesions  of  lupus  ery¬ 
thematosus,  scleroderma,  folliculitis  decalvans,  syphilis,  kerion,  favus 
and  folliculitis.  Temporary  baldness  may  come  from  localized  eczema, 
psoriasis,  parasitic  affections,  erysipelas  or  superficial  local  injuries. 
However,  the  great  bulk  of  cases  give  a  history  of  antecedent  sebor¬ 
rheic  diseases,  commonly  known  as  dandruff  ( alopecia  furfuracea  sen 
pit yr odes) .  Loss  of  hair,  incident  to  or  following  the  acute  fevers,  such 
as  typhoid,  smallpox  and  erysipelas  ( defluvium  capillorum) ,  the  abuse 
of  mercury,  diabetes,  phthisis,  syphilis,  leprosy,  mental  anxiety  or  nerv¬ 
ous  shocks,  is  too  well  known  to  need  description.  It  is  interesting 
to  note  that  this  loss  of  hair  often  occurs  during  convalescence  rather 
than  during  the  course  of  the  disease.  In  most  of  these  cases  the  bald¬ 
ness  is  temporary  and  often  presents  a  thinning  of  the  other  hairy 
parts  as  well  as  the  scalp.  The  shedding  may  be  rapid  or  slow  and 
persistent. 

Etiology  and  Pathology. — Heredity  exists  in  about  fifty  per  cent, 
of  all  cases  of  idiopathic  premature  alopecia  and  the  percentage  is 
usually  much  larger  in  female  cases.  Women  are  less  affected  with 
baldness  than  men  because  of  the  greater  abundance  of  fat  in  their 
scalps,  the  greater  care  they  give  to  their  hair,  and  the  lighter  and 
looser  covering  usually  worn  by  them.  The  daily  application  of  water 
to  the  sca^i  which  is  so  common  among  men  contributes  to  alopecia. 
It  is  well  known  that  brain  workers  and  intellectual  people  in  general 
are  more  often  afflicted.  My  experience  demonstrates  that  symptomatic 
alopecia  is  due  in  at  least  seventy-five  per  cent,  of  all  cases  to  seborrhea 
in  some  form  and  I  personally  believe  with  Sabouraud  that  city  life, 
lack  of  exercise,  excessive  meat  diet,  gout  and  heredity  are  all  predis¬ 
posing  causes,  contributing  to  the  successful  activities  of  some  para¬ 
site,  possibly  the  microbacillus  of  seborrhea  and  acne.  It  is  interesting 
in  this  connection  to  note  that  baldness  is  more  frequent  in  urban  popu¬ 
lations  than  in  rural  communities  and  is  rarely  noted  among  savages. 

Pathologically,  this  condition  is  essentially  one  of  atrophy,  both  of 
the  connective  tissues  and  the  hair-producing  structures,  consequent  on 
a  diminished  blood  supply.  The  nature  of  the  antecedent  causal  disease 
explains  most  cases  of  symptomatic  alopecia  and  describes  their  etiology 
and  pathology. 

Prognosis. — The  marked  hereditary  tendency  to  early  baldness  and 
atrophic  involvement  of  the  hair-follicles  are  unfavorable  features. 
However  many  cases  of  the  idiopathic  variety  in  its  early  stages  and  a 
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large  proportion  of  the  symptomatic  forms  may  be  cured  or  arrested 
by  suitable  treatment. 

Treatment. — Physiological  measures  must  be  employed  to  correct 
any  general  or  local  fault  in  nutrition.  These  may  embrace  the  ques¬ 
tions  of  diet,  exercise,  bathing  and  clothing,  together  with  the  local 
care  of  the  scalp.  Local  conditions  must  be  treated  specifically  and, 
because  of  the  important  role  played  by  seborrheic  disease,  the  treat¬ 
ment  advised  is  frequently  that  noted  under  seborrhea  and  dermatitis 
seborrhoica.  There  are  a  number  of  important  items  of  prophylaxis. 
Frequent  and  unnecessary  cleansing  of  the  scalp  is  to  be  avoided,  singe¬ 
ing  and  wetting  the  hair  with  water  should  never  be  practiced,  and 
shaving  the  head,  following  an  acute  febrile  condition,  is  ridiculous  and 
barbarous.  The  use  of  brushes  and  combs  by  all  members  of  one 
family,  or  in  public  resorts  of  any  kind,  should  be  discouraged.  Light 
and  air  are  most  important  to  promote  the  vigor  of  hair,  hence,  the 
head  covering  should  be  worn  only  for  protection  and  be  as  light  and 
well  ventilated  as  possible.  The  wearing  of  artificial  hair  and  the  use 
of  the  crimping-iron  and  the  curl-paper  might  be  added  to  the  already 
long  list  of  “don’ts.” 

The  active  treatment  of  alopecia  embraces  the  cleansing  of  the  scalp 
at  intervals  of  from  one  to  four  weeks,  depending  upon  the  individual 
needs  of  the  case.  This  may  be  done  by  shampooing  with  any  non¬ 
irritating  soap  or,  if  a  mild  stimulant  is  desired,  combinations  of  glycer¬ 
in,  alcohol  and  tincture  of  green  soap,  with  or  without  eggs,  may  be 
useful.  After  thoroughly  drying  the  scalp,  sweet  almond  oil ;  lanolin, 
plain  or  salicylated ;  vaselin ;  equal  parts  of  lanolin,  glycerin  and  rose 
water ;  or  scented  castor  oil  may  be  applied  in  small  quantities  to  the 
scalp  to  replace  the  natural  secretion  which  has  been  removed  by  wash¬ 
ing.  It  is  my  custom  to  use  the  first  named  and  apply  it  to  the  scalp 
with  a  medicine  dropper.  The  hair  may  be  combed  but  not  brushed 
until  some  hours  later  because  the  oil  should  be  kept  on  the  scalp  and 
not  brushed  on  the  hair.  If  the  scalp  is  very  dry  these  oily  applications 
may  be  applied  every  few  days  to  lessen  that  condition.  It  is  usually 
necessary  to  accomplish  local  stimulation  and  this  may  be  done  by  the 
regular  applications  of  any  of  the  following  tonics.  Lotions  are  usually 
preferable  but  ointments  sometimes  do  better  in  selected  cases.  Fre¬ 
quently  more  than  one  prescription  will  be  needed  and  the  change  from 
lotion  to  ointment  may  be  the  best  procedure. 

Sulphur,  resorcin,  chrysarobin,  tar,  cantharides,  carbolic  acid,  cap¬ 
sicum,  mercuric  chlorid,  pilocarpin,  ammonia,  chloral,  quinin,  nux  vom¬ 
ica  and  other  drugs  may  be  usefully  combined  with  alcohol,  boric  acid 
solution,  distilled  water,  cologne  or  lavender  water  to  make  the  neces¬ 
sary  ingredients.  A  word  of  caution,  concerning  the  dirty  yellow  or 
brown  tinge  that  some  of  the  above  remedies  can  give  to  light-colored 
or  white  hair,  is  not  amiss.  The  following  are  suggested: 


Chloral  hydrate, 

3ij  ; 

8 

Hydrarg.  bichlorid., 

g‘r-  ij  : 

Aq.  violette. 

3iij  ; 

12 

Aq.  destill., 

Sjss ; 

45 

Spts.  vin.  rect.. 

q.  s.  ad  3iv ; 

120 

M. 
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R 

Resorcin., 

3ij; 

8 

Fluidext.  ergotse, 

0 ; 

4 

Tr.  nucis  vom., 

3jss ; 

6 

Glycerini, 

3ss ; 

2 

Spts.  vin.  rect., 

q.  s. 

ad 

Biv ; 

120 

M. 

R 

Resorcin., 

3  j ; 

4 

Quinini, 

gr.  xv ; 

1 

01.  ricini. 

H.XXX ; 

2 

Spts.  vin.  rect., 

q.  s. 

ad 

Biv; 

120 

M. 

R 

Hydrarg.  bichlorid., 

gr.  iij ; 

2 

Tinct.  cantharid., 

Bss ; 

15 

Ol.  amygdal.  dulc., 

3i ; 

4 

Spts.  rosmarin., 

Bj; 

30 

Spts.  vin.  rect., 

5ij ; 

60 

Aq.  destill., 

q.  s. 

ad 

Bvj ; 

180 

M.  (Hyde) 

R 

Resorcin., 

3ij; 

8 

Acidi  acetici, 

3j  ; 

4 

Ol.  ricini, 

3ss ; 

2 

Ol.  bergamot., 

3j; 

4 

Spts.  vin.  rect., 

q.  s. 

ad 

Bvj  ; 

180 

M. 

R 

Cantharid.  tinct., 

3ij ; 

8 

Capsici  tinct., 

Hxv; 

1 

Spts.  vin.  rect., 

3jss ; 

45 

Aq.  ros., 

q.  s. 

ad 

B  v ; 

150 

M. 

R 

Acid,  salicylic., 

3iij ; 

12 

Phenol., 

3j; 

4 

01.  ricini, 

3iij ; 

12 

Spts.  vin.  rect., 

q.  s. 

ad 

Bvj ; 

180 

M.  (Walsh) 

R 

Hydrarg.  bichlorid., 

gr.  v; 

3 

Spts.  vin.  recti f., 

Bij ; 

60 

Acid.  acet.  dil., 

3ij; 

8 

Glycerin., 

Bss ; 

15 

Aq.  ros., 

q.  s. 

ad 

Bvj ; 

180 

M. 

R 

Hydrarg.  bichlorid., 

gr.  x; 

6 

Betanaphthol, 

gr.  xxx ; 

2 

01.  ricini, 

3j  ; 

4 

01.  bergamot, 

til  xxx ; 

2 

Spts.  vin.  rect., 

q.  s. 

ad 

Bvj ; 

180 

M. 

R 

Acid,  lactic., 

3ij-iv ; 

8-16 

Spts.  vin.  rect.. 

Bj; 

30 

Aq.  ros., 

Bj ; 

30 

M. 

To  be  applied  with 

absorbent  cotton. 

using  friction 

until  the  surface  is 

reddened.  (Richema.) 


R 

Sulphur,  precipit., 

Lanolin., 

3j; 

4 

Glycerin., 

Aq.  rosae, 

aa 

3ijss ; 

10 

M. 

R 

Tannobromini, 

gr.  xv ; 

1 

Bals.  Peruv., 

3ss ; 

2 

Adipis  colli  equini, 

q.  s.  ad 

Bj; 

30 

M.  (Saal- 

feld) 

R 

Hydrarg.  chlorid.  mit., 

3j ; 

4 

Hydrarg.  ammon., 

3ss ; 

2 

Petrolat., 

q.  s.  ad 

B; 

30 

M. 

R 

Sulph.  precip., 

gr.  xxx ; 

2 

Ol.  bergamot., 

Hxxx ; 

2 

Petrolat., 

cp  s.  ad 

Bj; 

30 

M. 
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Probably  no  single  method  is  more  useful  than  massage  which  may 
be  applied  by  the  patient  night  and  morning  for  two  or  three  minutes. 
The  scalp  should  be  grasped  laterally  and  then  in  other  positions  with 
the  hands  so  as  to  move  the  entire  scalp  in  one  direction  simultaneously. 
This  loosens  the  scalp,  thereby  increasing  circulation  and  hair  growth. 
Massage  as  applied  by  an  operator  or  with  a  vibratory  machine  is  dis¬ 
tinctly  inferior  to  this  simple  method  which  should  be  insisted  upon, 
regardless  of  any  other  stimulating  treatment. 

The  high-frequency  currents,  applied  to  the  spine  for  their  systemic 
effect  or  locally  with  a  vacuum  electrode  held  ^  of  an  inch  from  the 
scalp,  have  entirely  superseded  faradic  and  galvanic  electricity  and,  to 
my  mind,  far  surpass  in  value  these  older  agents.  Repeated  small  doses 
of  the  X-rays  or  cataphoresis  by  which  an  electric  current  may  force 
such  agents  as  mercuric  chlorid,  salicylic  acid,  sodium  cblorid  or  zinc 
chlorid  directly  into  the  hair- follicles,  thereby  destroying  the  micro¬ 
organisms  and  stimulating  a  healthy  condition  of  the  follicles,  may  at 
times  be  useful.  There  is  a  wide  choice  of  remedies  which  may  be 
prescribed  for  a  case  of  premature  baldness,  but  one  of  the  following 
is  often  indicated:  Cal.  carb.,  Cal.  phos.,  Baryta  carb.,  Fluor,  acid, 
Helleb.,  Hypericum,  Kreos.,  Kali  sulph.,  Lycop.,  Merc,  viv.,  Nat. 
mur.,  Nit.  acid,  Pet.,  Phos.  acid,  Sarsap.,  Selen.,  Sepia,  Sulph.,  Staphi- 
sag.,  Thuja  and  Vinca. 

ALOPECIA  SENILIS 

Senile  baldness  is  usually  a  part  of  the  general  atrophic  changes 
incident  to  old  age,  but  no  exact  period  of  life  can  be  set  as  the  proper 
time  for  its  occurrence  because  years  do  not  measure  the  age  of  tis¬ 
sues.  Much  the  same  causes  and  conditions  which  produce  premature 
alopecia  may  operate  at  the  senile  period,  although  true  senile  baldness 
is  seldom  seen  before  the  fortieth  year.  Usually  affecting  the  scalp,  it 
often  begins  at  the  vertex  and  spreads  forward  and  backward  until  the 
whole  crown  is  symmetrically  affected ;  it  may  appear  as  a  general 
thinning  of  the  whole  scalp;  again,  it  may  begin  at  the  brow  as  in 
premature  alopecia  and  show  its  advance  by  a  receding  forehead.  The 
hair  on  the  posterior  and  lateral  regions  is  often  retained,  owing  to  the 
greater  thickness  of  the  scalp  at  these  parts  and  its  more  constant 
exposure  to  light  and  air.  To  some  extent  these  facts  account  for  the 
greater  freedom  women  enjoy  from  baldness  at  all  ages.  Grayness 
usually  accompanies  the  condition  but  it  may  precede  it. 

Etiology  and  Pathology. — An  associated  seborrhea  is  nearly  as 
common  in  this  condition  as  in  premature  alopecia  but  any  underlying 
factors  which  hasten  general  atrophy  contribute  to  cause  senile  alo¬ 
pecia.  The  pathological  effect  of  atrophy  of  the  skin  and  subcutaneous 
tissues  is  to  interfere  with  the  vascular  supply  of  the  hair-follicles, 
thus  causing  a  loss  of  their  power  of  production. 

Prognosis  and  Treatment. — The  former  is  absolutely  bad  after  the 
atrophic  stage  occurs.  The  thin  and  adherent  scalp  with  other  tissue 
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losses,  such  as  the  teeth,  vision  and  hearing,  are  all  negative  points  al¬ 
though  the  same  measures  of  treatment,  external  and  internal,  as  are 
employed  in  alopecia  prematura  may  postpone  the  inevitable. 


ALOPECIA  AREATA 

(. Alopecia  circumscripta ;  Tinea  decalvans;  Porrigo  decalvans;  Area 

Cclsi) 

Definition. — A  condition  of  the  hairy  surface,  characterized  by  one 
or  more  circumscribed,  rounded  areas  of  complete  baldness  without  any 
apparent  change  in  the  skin. 

Symptoms. — There  usually  appears  without  local  sensation,  although 
occasionally  moderate  itching  or  other  manifestations  may  be  present, 
one  or  more,  small,  round,  smooth,  white  spots  entirely  denuded  of 


Fig.  223.  Fig.  224. 


Alopecia  areata,  apparently  of  a  neurotic  origin.  Two  views  of  the  same  case. 

Cured  by  Phos.  6x  internally  and  a  resorcin  lotion  externally. 

hair.  The  skin  is  apparently  sound  and  the  lesions  are  irregularly  dis¬ 
tributed  but  commonly  located  on  the  scalp,  especially  in  the  occipito¬ 
parietal  regions,  although  other  parts  of  the  body  may  be  attacked  at 
the  same  time.  The  male  beard  or  the  eyebrow,  axillae,  pubes  or  even 
the  downy  surfaces  in  either  sex  may  be  subsequently  involved.  Occa¬ 
sionally  the  patches  remain  stationary  but  usually  they  increase  by 
peripheral  extension.  This  method  of  growth  is  characteristic  of  true 
alopecia  areata  and,  although  the  lesions  usually  keep  the  rounded  or 
perhaps  oval  shape,  they  may  form  irregular  areas  by  union  with  other 
patches.  Rarely  the  condition  is  more  pronounced  at  one  or  more 
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sections  of  the  periphery,  forming  single  or  multiple  zigzag  extensions 
in  several  directions.  The  patches  involved  appear  polished,  thin,  soft¬ 
ened  and  somewhat  depressed.  Sensitiveness  to  irritants  is  diminished 
to  a  marked  degree.  Short  hairs  which  can  be  removed  by  the  slightest 
traction  are  noted  at  the  border  of  the  spreading  patch  and  occasionally 
some  of  the  longer  hairs  come  out  easily.  Exceptionally,  a  few  of  the 
short  hairs  may  be  seen  on  the  central  part  of  the  area. 

When  the  lesion  becomes  stationary,  the  short  hairs  no  longer  ap¬ 
pear,  the  longer  hairs  are  not  so  easily  pulled  out  and  recovery  ensues. 
This  may  be  demonstrated  as  the  spots  become  smaller  from  peripheral 


Fig.  225. — Alopecia  areata  of  parasitic  origin.  Cured  with  the  X-rays. 

hair  growth,  but  in  most  favorable  cases  the  hair  appears  all  over  the 
patch  at  once.  The  new  hair  is  fine,  of  lighter  color,  sometimes  even 
white,  and  frequently  falls  out  to  remain  absent  for  a  variable  period 
before  its  renewal,  when  it  appears  to  be  nearer  the  normal  shade. 
This  performance  of  shedding  may  be  repeated  a  number  of  times  be¬ 
fore  the  hair  becomes  permanent.  The  return  of  pigment  may  be 
observed  if  the  successive  growths  are  carefully  watched.  Occasion¬ 
ally  as  the  hair  is  restored,  other  areas  of  baldness  appear  as  recur¬ 
rences  or  rather  reactivities  are  quite  common  and  the  same  spots  may 
be  affected  a  second  time. 

Among  the  atypical  forms  may  be  mentioned  that  in  which  the  alo- 
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pecia  spreads  in  a  band-like  girdle  around  the  head  just  within  the 
hair  line.  Another  form  is  represented  in  pea-  to  bean-sized  patches 
which  remain  white  and  resemble  scar  tissue.  When  these  are  dis¬ 
tinctly  depressed,  somewhat  anesthetic  and  run  a  persistent  and  un¬ 
favorable  course,  they  constitute  the  alopecia  circumscripta  sen  orbicu¬ 
laris  of  Neumann.  Other  atrophic  forms  of  alopecia  result  from  in- 


Fig.  226. — Complete  alopecia,  showing  general  loss  of  hair  of  the  scalp,  eye¬ 
brows  and  eyelids.  Started  as  a  small  area  on  the  interparietal  region  and 
within  six  months’  time  caused  total  loss  of  hair.  This  case  was  undoubt¬ 
edly  neurotic  in  origin  and  was  cured  by  local  applications  of  lanolin  and 
Phosphorus  6x  internally. 

juries  to  a  nerve,  neuralgia  or  neuritis  and  present  linear  or  irregular 
shapes  unlike  the  true  primary  patches  of  alopecia  areata.  Certain 
neurotic  conditions  such  as  vitiligo,  morphea  and  thyroid  disease  have 
been  noted  as  coexisting  with  irregular  alopecia  and  a  number  of  ex¬ 
amples  of  white,  spotty,  granular  nail  changes  have  been  reported. 

Etiology  and  Pathology. — Both  sexes  at  any  age  may  be  affected 
but  the  disease  is  more  prevalent  between  the  ages  of  ten  and  thirty. 
It  probably  does  not  number  more  than  1  per  cent,  of  all  cases  in 
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this  country  but  is  much  more  common  in  Europe.  There  are  two 
etiological  theories ;  one  regards  alopecia  areata  as  parasitic  and 
contagious  and  the  other  as  trophoneurotic  and  non-contagious,  and 
there  are  no  doubt  many  plain  examples  of  each.  From  my  own  ex¬ 
perience  I  should  say  that  the  contagious  variety  is  the  more  common, 
although  it  is  less  prevalent  in  the  United  States  than  in  England,  Ger¬ 
many  and  France.  Numerous  cases  demonstrating  contagion  have  been 
reported,  such  as  several  children  in  the  same  family,  ten  patrons  of 
one  barber,  instances  where  two  or  more  people  intimately  associated 
have  contracted  the  disease,  and  outbreaks  occurring  in  schools.  The 
nature  of  the  parasite  is  not  definitely  decided,  many  of  the  European 
authorities  believing  that  true  alopecia  areata  is  related  to  ringworm. 
Others  describe  fungi  or  micrococci  which  have  been  occasionally  found. 
Hutchinson  claims  that  ringworm  of  the  scalp  in  childhood  may  result 
in  adult  alopecia  areata,  and  Crocker  held  the  view  that  adult  alopecia 
areata  is  equivalent  to  ringworm  in  childhood.  Most  of  the  evidence 
to  bear  out  these  theories  is  inferential;  an  example  of  which  is  the 
well-known  fact  that  in  the  countries  where  alopecia  areata  is  most 
common,  so  also  is  ringworm.  Sabouraud  believes  that  this  disease  is 
due  to  the  microbacillus  that  he  found  in  acne,  seborrhea  and  comedo, 
and  considers  it  an  acute  form  of  seborrhea  oleosa.  No  doubt  the 
majority  of  cases  are  contagious,  but  only  slightly  so,  owing  to  unknown 
favoring  circumstances. 

In  private  practice  a  large  bulk  of  the  cases  are  neurotic  and  no 
doubt  this  fact  has  led  many  American  observers  to  hold  strictly  to  the 
trophoneurotic  theory.  In  any  case,  the  nerve  disturbance  may  be  largely 
predisposing,  even  in  the  parasitic  type,  and  absolutely  essential  in  the 
neurotic  forms.  The  generalized  or  universal  form  of  alopecia  is 
undoubtedly  neurotic.  All  authorities  have  seen  cases  that  gave  a 
history  of  previous  nervous  shock,  accident,  worry,  fright  or  anxiety, 
or  followed  some  definite  neurosis.  Pathological  findings,  according 
to  Robinson,  are  due  to  an  inflammation  in  the  corium  with  round  cell 
infiltration  and  thickening  of  the  vessel-walls  of  the  affected  parts. 
The  resulting  interference  with  the  nutrition  of  the  hair  results  in 
atrophy  of  the  hair-producing  structures. 

Diagnosis. — Circumscribed  baldness  caused  by  such  diseases  as 
favus ,  lupus  erythematosus ,  syphilis ,  etc.,  may  be  diagnosed  by  the 
history  of  the  course  of  the  antecedent  disease.  Circumscribed  baldness 
from  injuries  to  the  nervous  structures  may  have  the  same  surface 
appearance  as  the  common  form,  but  the  absence  of  the  characteristic 
peripheral  hairs  and  the  difference  in  the  mode  of  occurrence  and  ex¬ 
tension  should  make  this  type  plain.  The  orbicular  variety  with  its 
small  depressed  areas  and  absence  of  characteristic  border  hairs  is  like¬ 
wise  distinctive.  Ringworm  patches  show  scales  and  short  twisted  hairs 
scattered  over  the  surface  and  the  hairs  at  the  margins  are  not  as 
easily  extracted  as  those  of  alopecia.  The  microscope  may  be  used  to 
distinguish  the  fungus  if  suspected. 

Prognosis. — The  older  the  patient,  the  larger  the  involved  area  and 
the  longer  the  duration  of  the  disease,  the  less  hopeful  is  the  outlook. 
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When  the  skin  has  become  atrophic  after  a  duration  of  one  or  more 
years  there  is  little  prospect  of  recovery,  though  a  new  growth  is  al¬ 
ways  possible.  Recurrences  are  common  and  no  time  limit  can  be  set 
for  recovery,  even  in  the  most  hopeful  cases.  In  those  due  to  nerve 
disturbance  the  hair  usually  grows  again  but  often  is  abnormal  in 
color,  while  in  the  orbicular  type  a  regrowth  must  not  be  expected. 

Treatment. — The  methods  employed  in  each  case  depend  entirely 
upon  the  underlying  factors,  hence  it  is  that  the  neurotic  type  calls  for 
physiological  methods  and  careful  internal  medication  with  a  small 
amount  of  local  stimulation.  If  the  clinical  signs  of  a  parasitic  disease 
be  present,  all  of  the  above  methods  may  be  helpful  but  a  penetrating 
parasiticide  is  absolutely  essential.  Local  treatment  for  the  ordinary 
forms  consists  in  the  cleansing  of  the  affected  area  and  then  of  the 
whole  scalp.  This  may  be  accomplished  with  tincture  of  green  soap 
or  some  other  shampoo  which  should  be  thoroughly  sponged  off  and 
the  scalp  quickly  dried.  The  loose  hairs  about  the  margin  of  the  patch 
may  be  removed  with  forceps  and  a  stimulating  lotion  or  antiparasitic 
application  thoroughly  applied  to  the  patch,  as  well  as  a  quarter  of  an 
inch  beyond  the  border.  I  often  employ  chloroform  or  ether  to  more 
thoroughly  cleanse  the  area  and  to  facilitate  the  penetration  of  the 
germicide. 

Frequently  one  or  more  applications  of  one  of  the  following  will 
be  all  sufficient:  carbolic  acid;  formalin;  lactic  acid;  trikresol  pure  or 
diluted  with  alcohol  or  water ;  chrysarobin  as  a  saturated  solution  in 
chloroform;  or  iodin  5  to  20  per  cent,  in  collodion.  After  the  irritation 
of  the  application  has  passed  off,  in  three  to  five  days,  a  2  to  5  per 
cent,  ammoniated  mercury,  salicylic  acid  or  carbolic  acid  ointment  may 
be  applied  continuously.  If  continued  antiparasitic  or  stimulating  treat¬ 
ment  is  needed,  it  may  be  applied  in  the  form  of  lotions  or  ointments 
containing  cantharides,  capsicum,  turpentin,  essential  oils,  carbolic 
acid,  chrysarobin,  ammonia,  sulphur,  iodin,  mercury,  betanaphthol,  etc. 
Choice  may  be  made  of  the  following: 


If  Hydrarg.  bichlorid., 

gr.  ij  ; 

15 

Spr.  vini  rect., 

Ess ; 

Aq.  cologn., 

oij ; 

60  i 

M.  Sig.- — Apply  twice  daily. 

If  Hydrarg.  bichlorid., 

g‘r-  i ; 

15 

Lanolin., 

3ss ; 

Ol.  amagdalce  dulc., 

Si; 

30 

M.  Sig. — Apply  twice  daily. 

If  Tinct.  cantharidis, 

Tinct.  capsici,  aa 

Si; 

30 

Ol.  ricini, 

3i ; 

4! 

Aq.  cologn., 

Si; 

30 

M.  Sig. — Apply  to  patches  vigorously  once 

or  twice  a  day. 

If  Betanaphthol., 

3j; 

4 

Petrolat., 

Si; 

30 

Ol.  bergamot., 

Hxxx ; 

2 

M.  Sig. — Rub  in  thoroughly  twice  a  day. 
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h 

Chrysarobin, 

gr.  xxx ; 

21 

M. 

Petrolat., 

Sig. — Apply  night  and  morning. 

5j; 

30 1 

T 

Chrysarobin, 

gr.  xx ; 

1  20 

Traumaticin, 

5j; 

30 

M.  Sig.- — Paint  over  the  affected  area  every  second  to  fourth  day,  as  needed. 

Although  these  local  agents  often  accomplish  the  purpose  desired, 
I  much  prefer  electrical  and  physical  agents,  especially  the  high-fre¬ 
quency  currents  applied  with  a  glass  electrode  or  in  the  form  of  mild 
fulguration  or  the  effluve  spray.  Galvanism  and  faradicism  present  no 
advantages  over  the  currents  just  mentioned.  Cataphoresis,  X-raying, 
especially  short  exposures  with  intermittent  flashes,  radium  and  photo¬ 
therapy,  which  includes  the  Finsen  apparatus,  London  Hospital  lamp 
or  other  modifications  of  actinic  light  rays,  have  all  been  serviceable  in 
stubborn  cases.  As  hyperemia  of  the  affected  area  is  most  desirable, 
the  repeated  application  of  Bier’s  suction  and  exhaustion  cups  is  espe¬ 
cially  valuable.  Selection  of  a  remedy  for  internal  use,  especially  in  the 
neurotic  type  is  most  important  and  can  be  made  from  a  large  number 
of  drugs.  Among  these  I  may  mention  Cal.  phos.,  Fluoric  acid.,  Phos., 
and  Vinca  minor. 


SYCOSIS  VULGARIS 

( Sycosis ;  So-called  non-par  asitic  sycosis;  Mentagra;  Folliculitis  barb  a; 

Coccogenic  sycosis ) 

Definition. — A  chronic,  inflammatory  disease  of  the  hair-follicles, 
usually  involving  the  beard  and  mustache,  due  to  microbic  infection,  and 
characterized  by  the  presence  of  papules,  pustules  and  nodules  perfo¬ 
rated  by  hairs. 

This  affection  was  termed  “non-parasitic”  in  distinction  to  the  follic¬ 
ulitis  caused  by  the  ringworm  fungus  which  is  described  in  this  book  as 
tinea  barbae.  Now  that  the  true  nature  of  these  conditions  is  known  the 
term  sycosis  should  no  longer  be  applied  to  ringworm  of  the  beard. 

Symptoms. — 'Varying  greatly  in  extent  and  degree,  this  condition 
is  typically  located  on  the  beard  and  mustache  but  can  occur  on  the  eye¬ 
brows,  neck,  border  of  the  scalp,  axillae  and  pubic  regions  of  either  sex. 
It  is  usually  milder  when  it  occurs  in  unusual  or  atypical  locations. 
Beginning  on  the  lips,  chin  or  cheeks  the  lesions  appear  as  pin-point-  to 
pin-head-sized,  conical  or  flat  papules  which  soon  become  pustular,  each 
lesion  being  pierced  by  a  hair.  Involving  the  upper  lip,  there  is  often  a 
history  of  nasal  catarrh  with  an  acute  eczema  arising  therefrom.  The 
lesions  may  be  few  or  many,  scattered  or  grouped,  but  usually  appear 
discrete,  closely  aggregated,  presenting  a  resemblance  to  a  fig,  whence 
the  name  sycosis.  They  gradually  increase  in  number  by  the  successive 
involvement  of  new  follicles  so  that  the  affected  area  may  exhibit  at 
one  time  a  mingling  of  all  lesions  in  various  stages  of  involution  and 
evolution.  Or  the  eruption  may  appear  in  crops  and,  as  involution 


SYCOSIS  VULGARIS 


513 


occurs  in  some  lesions,  a  new  crop  arises.  The  hair,  at  first  firmly 
seated  in  the  follicles,  cannot  be  extracted  without  pain  but  as  the  fol¬ 
licular  suppuration  becomes  active,  they  can  be  easily  and  almost  pain¬ 
lessly  plucked.  The  hair  is  reproduced  unless  the  follicle  is  destroyed, 
but  the  actual  amount  of  hair  lost  is  relatively  small  and  positive  scarring 
is  scarce.  The  pustular  secretion  may  appear  in  small  separate  crusts 
marked  by  a  centrally  situated  hair,  but  in  the  severer  cases  the  close 


Fig.  22 7.- — -Sycosis  vulgaris,  with  a  Fig.  228. — Same  as  Fig.  227,  cured  by 
marked  eczematous  appearance  of  the  X-rays,  ammoniated  mercury 

lips  and  chin.  ointment  and  Sulphur  3x. 

aggregation  of  the  lesions  produces  some  infiltration  covered  with  puru¬ 
lent  crusts  which,  on  removal,  reveal  a  weeping  surface  with  the  hairs 
that  are  left  implanted  in  shallow  pits  caused  by  the  loss  of  their  sheaths. 

Sycosis  becomes  chronic  unless  cured  and  gradually  involves  new 
follicles  until  the  whole  bearded  region  is  symmetrically  affected,  but  it 
never  extends  to  the  non-hairy  parts  of  the  face.  Atypical  lesions  such 
as  furuncules,  soft  fluctuating  tumors,  vegetations  and  eczematous  in¬ 
flammations  may  appear  at  any  time  and  markedly  change  the  clinical 
picture ;  or  the  inflammation  may  largely  disappear  leaving  a  persistent 
redness  covered  with  whitish  scales  with  an  occasional  papule  or  pustule 
scattered  about ;  or  an  eczematous  condition,  with  marked  infiltration, 
may  develop  in  the  affected  skin,  presenting  papules,  pustules,  scales  and 
crusts.  Some  degree  of  eczema  is  nearly  always  present  in  chronic  cases 
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and  those  involving  atypical  locations.  Uncomplicated  sycosis  very 
rarely  causes  adenitis  and  seldom  shows  the  deeply  seated  nodules  com¬ 
mon  to  ringworm  of  the  beard.  Sycosis  will  occasionally  run  a  long 
course  with  aggravations  and  ameliorations  but  preserve  its  typical 
features.  A  variable  degree  of  burning,  itching  and  pain  may  be  pres¬ 
ent  but  as  a  rule  subjective  sensations  are  mild  and  not  troublesome. 

Lupoid  sycosis  ( sycosis  lupoid  e,  Brocq;  ulerythema  sycosiforme, 
Unna)  is  a  term  applied  to  a  rare,  persistent  and  chronic  condition,  the 
early  symptoms  of  which  are  those  of  sycosis  vulgaris,  probably  com¬ 
plicated  later  by  the  presence  of  the  tubercle  bacilli.  This  condition  is 
usually  limited  to  the  beard,  is  inclined  to  be  symmetric,  and  starts  as  a 
well-defined  erythematous  spot  on  which  vesicles,  bullae,  scales  and  crusts 


Fig.  229. — Sycosis  vulgaris,  showing  hair-pierced  papulopustules.  Cured  with 
mercurial  ointments,  X-rays  and  Hepar  sulphur  3x. 


form.  It  spreads  serpiginously  in  the  line  of  the  beard,  slowly  and  per¬ 
sistently,  little  affected  by  treatment  until  irregular,  smooth,  white, 
slightly  depressed  scar  tissue  develops.  The  perifollicular  lesions  may 
be  papular,  vesicular  or  pustular  and,  as  long  as  the  disease  is  spreading, 
pustular  lesions  which  make  it  resemble  sycosis  vulgaris  may  be  found 
at  the  periphery. 

Etiology  and  Pathology. — Sycosis  is  usually  found  in  males  be¬ 
tween  twenty  and  fifty  years  of  age,  although  similar  pustular  follic¬ 
ulitis  of  other  parts  may  occur  in  adults  of  both  sexes.  No  special 
condition  of  the  skin,  health  or  mode  of  living  is  essential  to  its  devel¬ 
opment,  but  the  same  influences  that  render  the  skin  vulnerable  to  sup¬ 
purative  processes  in  general  may  act  as  predisposing  causes  of  sycosis. 
Externally  these  may  be  such  mechanical,  chemical  or  thermal  factors 
as  derange  local  nutrition,  or  cutaneous  conditions  like  seborrhea  or 
eczema ;  internally,  retention  of  waste  products  due  to  their  overpro¬ 
duction  or  faulty  elimination  may  predispose.  These  etiological  factors 
being  present,  the  invasion  of  the  follicles  by  the  staphylococcus  aureus 
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or  albus  causes  a  typical  inflammation.  Sycosis  may  be  contagious  in 
susceptible  subjects  and  can  be  communicated  by  shaving  or  by  the  com¬ 
mon  use  of  combs,  towels,  pillows,  chairs  and  other  articles  in  public 
places.  The  cause  of  lupoid  sycosis  is  unknown  but  probably  some  in¬ 
fective  agent  is  added  to  the  ordinary  sycotic  process. 

Pathological  changes  are  the  same  as  in  ordinary  vascular  connective 
tissue  inflammation  due  to  pyogenic  cocci.  The  follicle  is  involved  sec¬ 
ondarily,  a  perifolliculitis  being  primary.  Before  the  hair  falls  out,  pus 
may  escape  at  the  follicular  opening  or  through  a  break  in  the  epider¬ 
mis  near  the  hair.  So  the  papillae  usually  escape  and  the  loss  of  hair  is 
often  temporary. 

Diagnosis. — Eczema  itches,  is  seldom  confined  to  the  bearded  re¬ 
gion,  is  more  superficially  seated  at  first  and  usually  less  intense.  Eventu¬ 
ally  it  is  attended  with  a  continuous  exudation,  forming  extensive  crusts 
which  are  not  limited  to  the  hair-follicles.  It  is  well  to  remark  that  the 
two  conditions  often  coexist,  either  being  primary  in  the  order  of  occur¬ 
rence. 

Tinea  barb  a  often  begins  in  scaly,  circinate,  well-defined  patches 
with  broken-off,  stubby  and  easily  extracted  hairs.  Lumpy,  nodular, 
non-suppurative  tumors,  multiple  foci,  and  a  comparatively  acute  course 
are  characteristic.  However,  a  microscopic  examination  may  be  neces¬ 
sary  to  establish  the  diagnosis. 

Pustular  syphilid  will  show  ulceration  on  removal  of  the  crusts,  is 
rarely  confined  to  the  follicles,  the  beard  or  the  surfaces  supplied  with 
large  hairs  and  there  are  usually  other  symptoms,  past  or  present,  of 
syphilis. 

Acne  is  not  confined  to  the  beard  but  occurs  on  the  nose,  forehead 
and  cheeks  and  its  lesions  are  frequently  marked  with  comedones,  not 
pierced  with  a  hair.  It  usually  begins  before  adult  life. 

Lupoid  sycosis  may  be  recognized  by  its  usual  limitation  to  the  beard, 
its  well-defined,  slow,  progressive,  centrifugal  extension,  vesicular  and 
bullous  formations,  atrophic  scarring  and  resistance  to  treatment. 

Prognosis. — While  life  is  never  endangered,  sycosis  is  usually  ob¬ 
stinate  to  treatment  and  relapses  are  common.  The  duration,  extent 
and  type  of  lesion  should  be  borne  in  mind  in  promising  a  cure  or  cos¬ 
metic  effect,  but  most  cases  are  curable  under  persistent  careful  treat¬ 
ment.  Lupoid  sycosis  is  even  more  rebellious  to  treatment  than  the 
ordinary  type. 

Treatment. — Predisposing  factors  of  any  type  demand  primary  con¬ 
sideration.  This  may  be  accomplished  by  dietetic  and  other  hygienic 
measures  and  especial  reference  to  the  improvement  of  the  assimilative 
and  eliminative  organs.  Local  treatment  which  is  naturally  antipara- 
sitic  is  much  more  effective  if  the  general  tone  of  the  tissues  is  good. 
Simple  external  measures  are  most  important  and  embrace  the  removal 
of  crusts,  first  softened  by  some  simple  oil  or  fat  and  then  washed  off 
with  hot  soap  and  water  or  hot  borax  water.  Shaving  should  be  in¬ 
sisted  upon  although  it  is  painful  the  first  few  times  and  patients  object 
to  it.  Cutting  the  hair  short  or  plucking  it  out  with  epilation  forceps 
present  no  advantages  over  shaving.  Cleanliness  may  be  obtained  by 
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the  methods  suggested,  with  or  without  the  addition  of  a  hot  saturated 
solution  of  boric  acid,  dilute  solution  of  hydrogen  peroxid  or  corrosive 
sublimate  or  creolin  soap  followed,  in  cases  of  the  mild  type,  by  dusting 
the  affected  area  with  boric  acid  powder  during  the  day  and  applying  at 
night,  tincture  of  iodin,  guaiacol  or  weak  boric  acid  or  salicylic  acid 
ointment. 

The  average  case  needs  more  severe  treatment  and,  although  pro¬ 
tection  and  antisepsis  are  desired,  it  is  better  to  avoid  further  inflamma¬ 
tion  and  wise  to  gradually  increase  the  strength  of  the  prescription. 
Facial  applications  conspicuous  in  color  or  odor  are  to  he  avoided  if 
possible.  Any  of  the  following  substances  may  be  used  in  ointment 
form:  betanaphthol  (15  to  25  grains),  resorcin  (20  to  30  grains),  am- 
moniated  mercury  (10  to  30  grains),  calomel  (30  grains),  mercuric 
chlorid  (1  grain),  europhen  (15  to  30  grains),  sulphur  (60  grains),  to 
an  ounce  of  fresh  lard,  vaselin  or  cold  cream.  The  following  formulas 
may  also  be  used  if  necessary  but  their  conspicuous  color  should  be 
remembered. 


K  Hydrarg.  sulph.  rubri., 

gr.  v; 

1 33 

Sulph.  sublimat., 

3b ; 

8! 

Adipis, 

3j; 

30! 

01.  bergamot., 

q.  s. 

M.  Sig. — Apply  constantly. 

B  Snlphuris  precipitati, 

3j; 

4 

Balsami  Peruvianas, 

3j ; 

4 

Unguenti  diachyli. 

q.  s.  ad  3j  ; 

30 1 

M.  Sig. — Apply  constantly. 

Lotions  containing  the  above  may  be  used  in  individual  cases  but 
are  less  often  useful.  Occasionally  acute  cases  may  be  benefited  by  the 
continued  application  of  sodium  bicarbonate  solution  or  a  5  per  cent, 
creolin  in  glycerin,  while  long  standing,  obstinate  indurated  cases  may 
be  aroused  by  painting  a  small  area  at  a  time  with  liquor  potassse,  which 
is  washed  off  in  half  a  minute  and  a  zinc  oxid  or  other  mild  protective 
ointment  applied. 

I  believe  the  X-rays  present  the  best  treatment  for  all  persistent  and 
obstinate  cases.  A  medium  soft  tube  may  be  used  for  five  to  ten  minutes 
at  eight  to  ten  inches  distance,  every  three  or  four  days,  until  a  slight 
erythema  develops  and  falling  of  the  hair  ensues.  Eight  to  ten  ex¬ 
posures  usually  suffice  and  I  have  followed  this  procedure  in  about  thirty 
cases,  including  one  of  lupoid  sycosis,  with  nearly  perfect  results.  Mas¬ 
sive  dose  X-raying  presents  some  advantages  over  the  fractional  method 
and  may  be  used  if  the  proper  technic  is  possible.  In  milder  forms  the 
unipolar  X-ray  tube  or  mild  fulguration  are  equally  successful.  Pyok- 
tanin  in  10  per  cent,  solution  may  be  applied  by  cataphoresis,  the  posi¬ 
tive  electrode  being  placed  on  the  lesion  and  the  cathode  held  in  the  hand. 
A  vaccine  (staphylococci)  may  be  administered  in  selected  cases.  Any 
of  these  means  suggested  may  be  followed  or  accompanied,  to  a  certain 
extent,  by  the  ointments  before  mentioned. 

No  matter  what  local  treatment  may  be  selected,  the  internal  remedy, 
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particularly  as  it  applies  to  the  general  condition,  should  be  carefully 
selected.  See  indications  for  Arsen,  iod.,  Graph.,  Hepar.,  Kali  brom., 
K.  mur.,  Merc.,  M.  biniocl.,  Nat.  sulph.,  Viola. 


FOLLICULITIS  DECALVANS 

( Acne  decalvans ;  Folliculite  epilante ) 

A  number  of  cases  have  been  reported  recently,  especially  by  French 
authorities,  of  follicular  or  perifollicular  inflammation  resulting  in  cica¬ 
tricial  alopecia.  But  inasmuch  as  they  may  vary  in  degree  from  those 
presenting  no  positive  inflammatory  signs  to  those  with  pronounced  pus- 
tulation,  there  are  no  exact  clinical  limits  to  this  rare  condition. 

A  mild  form  has  been  described  which  resembles  alopecia  areata 
and  does  not  show  much,  if  any,  follicular  inflammation.  The  lesions 
rarely  exceed  a  silver  quarter  in  size  and  are  polished,  smooth,  ivory¬ 
like,  with  a  central  depression  and  slightly  elevated  pale-red  border. 
The  patches  spread  in  an  irregular  way,  may  be  grouped  or  isolated  and 
the  border  hairs  are  usually  easily  extracted.  Some  of  the  follicles  in 
the  affected  area  may  entirely  escape  the  process,  leaving  perfectly  nor¬ 
mal  hairs. 

Another  form  described  by  Quinquaud,  in  which  a  circumscribed  loss 
of  hair  is  the  first  noticeable  symptom,  presents  on  careful  inspection 
small  pustules  perforated  by  hairs  which  are  easily  removed  or  fall  out 
spontaneously.  Pin-point-  to  pin-head-sized  papules  may  be  noted  in 
place  of  the  pustules  but  eventually  crusts  develop  covering  a  secreting 
base.  The  lesions  are  usually  few  in  number,  isolated,  appear  in  crops 
and  are  generally  located  on  the  scalp,  although  they  have  been  observed 
in  the  beard  or  in  the  axillary  and  pubic  regions.  Scar-tissue  formation 
eventually  takes  place  producing  a  permanent  alopecia  in  irregular,  more 
or  less  depressed,  circular  spots  averaging  an  inch  in  diameter. 

Etiology  and  Pathology. — This  rare  condition  is  found  most  com¬ 
monly  in  males  of  the  working  class  between  the  ages  of  thirty  and 
forty.  There  is  scarcely  a  doubt  that  the  disease  is  parasitic  although 
gastrointestinal  and  hepatic  disorders  may  bear  an  etiological  relation. 
Microscopically,  a  mild  inflammatory  process  is  first  noted  followed  by 
atrophy  involving  all  the  dermal  structures,  including  the  sebaceous 
glands  and  hair-follicles. 

Diagnosis. — The  mild  form  of  this  disease  may  be  diagnosed  from 
alopecia  areata  by  the  atrophic,  smooth,  ivory-like  cicatrices  with  red¬ 
dened  borders  and  the  absence  of  the  short,  club-shaped  peripheral  hairs 
found  in  the  latter  disease.  The  pustular  form  might  be  confused  with 
sycosis  or  a  pustular  syphilid.  Sycosis  is  known  by  its  typical  location, 
its  larger  pustules  or  nodules  and  signs  of  infiltration  with  little  tendency 
to  produce  alopecia.  Pustular  syphilid  would  present  other  evidences  of 
syphilis,  with  a  pronounced  ulcer  beneath  the  crust  containing  a  purulent 
secretion. 

Prognosis  and  Treatment. — While  persistent  and  with  little  tend- 
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ency  to  spontaneous  disappearance,  much  benefit  and  possibly  a  cure 
may  be  expected  from  treatment.  In  a  general  way  the  means  sug¬ 
gested  for  sycosis  are  here  applied.  The  hair  should  be  clipped  short  and 
in  many  instances  extracted.  Absolute  cleanliness  of  the  whole  scalp, 
as  well  as  the  area  involved,  is  essential.  Painting  the  patches  with 
tincture  of  iodin  or  salicylic  acid  (5  per  cent,  in  collodion)  may  suffice, 
or  ammoniated  mercury,  calomel,  or  sulphur  ointments  (15  to  60  grains 
to  the  ounce)  may  be  more  serviceable.  Mercuric  chlorid  lotion  (1: 
1000)  benefited  the  two  cases  under  my  observation,  although  they  re¬ 
ceived  Graphites  and  Kali  brom.  internally.  The  remedies  mentioned 
under  sycosis  might  be  indicated. 


CONGLOMERATE  SUPPURATIVE  PERIFOLLICULITIS 

Leloir  so  named  a  condition  in  which  the  lesion  is  usually  single, 
rarely  multiple,  and  typically  appears  on  the  back  of  the  hands  and  on 
the  buttocks  although  it  may  occur  elsewhere. 

The  ordinary  acute  type,  running  a  course  of  a  few  weeks,  ends  with 
little  or  no  scarring.  It  commences  as  a  round  or  oval,  moderate  eleva¬ 
tion,  reddish-purple  or  bluish  in  color,  y2  to  2  inches  in  diameter.  The 
surface  may  be  smooth,  scaly  or  crusted  with  a  number  of  pin-head-sized 
openings  from  which  pus  can  be  pressed  out.  A  large  number  of  yel¬ 
lowish-white  dots  indicate  the  sites  of  the  same  condition  in  the  process 
of  formation. 

A  more  pronounced  form,  resembling  carbuncle  with  moderate 
fluctuation  hut  no  constitutional  symptoms,  adenitis  or  necrotic  core¬ 
formation,  has  been  described.  Brownish  pigmentation  may  remain  for 
some  time  after  the  evidences  of  the  disease  have  disappeared.  Svcosi- 
form,  carbuncular,  phlegmonous  or,  rarely,  papillomatous  variations, 
that  may  develop  and  thereby  change  the  course  of  the  disease,  are  not 
uncommon. 

Etiology  and  Pathology. — Contagion  from  the  staphylococcus 
pyogenes  albus  is  believed  to  be  the  active  cause  and  those  who  work 
among  animals,  especially  horses,  seem  to  be  more  prone  to  it.  The 
process  is  a  suppurative  perifolliculitis  of  both  the  hair-follicles  and  the 
sebaceous  glands  occasionally  involving  other  structures  and  assuming 
a  likeness  to  other  diseases. 

Prognosis  and  Treatment. — This  condition  may  be  persistent  but 
usually  responds  to  suitable  treatment.  The  latter  consists  of  cleanli¬ 
ness  and  the  application  of  a  mild  antiseptic  ointment  of  boric  or 
salicylic  acid  or  lotions  of  formalin  (10  per  cent,  in  water),  creolin  (2 
per  cent,  in  glycerin),  succus  calendula  ( 10  per  cent,  in  glycerin)  and 
the  administration  of  a  remedy  to  control  suppuration.  See  indications 
for  Cal.  sulph.,  Hepar,  Kali  brom.,  and  Petroleum. 
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4.  DISEASES  OF  THE  NAILS 
ONYCHAUXIS 

(. Hypertrophy  of  the  nail) 

Definition.  An  excessive  formation  of  the  nail  substance  as  re¬ 
gards  length,  breadth  or  thickness. 

Symptoms. — Hypertrophy  of  the  nails  may  be  congenital  or  ac¬ 
quired,  symptomatic  or  idiopathic.  One  or  all  nails  may  partake  of  the 
change.  Longitudinal  increase  has  been  noted  to  the  extent  of  several 
inches,  usually  associated  with  a  downward  bend  presenting  all  varie¬ 
ties  of  appearance  between  a  claw-like  curve  and  a  ram’s  horn  spiral 
twist  ( onychogryphosis ,  curved  nail).  The  nail  substance  is  dirty  yel¬ 
low,  brownish  or  grayish  in  color,  ribbed  or  striated  longitudinally  or 
transversely,  with  its  under  surface  flaky,  brownish  and  marked  by 
alternating  ridges  and  depressions.  Increased  thickness  in  the  substance 
of  a  nail  presents  a  hard,  thick,  opaque,  glossy  or  grayish-white  appear¬ 
ance,  generally  curved  upward  or  downward  at  the  free  border.  The 
lateral  hypertrophy  is  known  as  ingrowing  nail,  chiefly  observed  in  the 
toes  where  a  down-curving  border  may  press  deeply  into  the  adjacent 
tissues,  causing  pain,  tenderness,  suppuration  and  granulation. 

Inflammation  of  the  tissue  surrounding  a  nail  is  known  as  paronychia 
(■ zvhitlow )  and  it  may  occur  independently  of  hypertrophic  nail  disease, 
often  being  produced  by  tight-fitting  shoes  or,  when  involving  the  hand, 
is  found  among  those  who  are  compelled  to  have  their  hands  in  water 
for  a  long  time.  Inflammation  of  the  nail  bed  (onychia)  may  be  sec¬ 
ondary  to  hypertrophy  of  the  nail,  or  primary,  leading  to  atrophy  or 
hypertrophy  of  the  nail.  The  inflammation  may  be  of  a  malignant  type 
resulting  from  traumatism  in  a  patient  suffering  from  some  grave 
chronic  disease.  It  is  often  symptomatic  of  syphilis  and,  in  recent  years, 
it  is  associated  with  the  constant  use  of  even  the  weaker  solutions  of 
formalin  ( formalin  onychia). 

Disfigurement  is  not  the  only  effect  of  these  conditions.  When  the 
finger  nails  are  affected,  the  sense  of  touch  is  diminished  or  destroyed 
and  capacity  for  delicate  work  suffers;  while  if  the  toe  nails  are  affected, 
walking  may  be  difficult  or  rendered  impossible. 

Overgrowth  of  the  nail-fold,  known  as  pterygium,  is  shown  in  the 
abnormal  downward  growth  of  the  fold  of  the  skin  that  covers  the 
proximal  end  of  the  nail,  hiding  the  lunula.  It  may  be  freed  from  the 
nail  by  clipping  or  pushing  back  and  is  only  mentioned  here  because 
often  seen  in  the  conditions  just  mentioned. 

Etiology  and  Pathology. — The  congenital  forms  are  rare  and  usu¬ 
ally  show  a  nail  only  relatively  larger  at  birth  but  which  continues  to 
grow  with  undue  rapidity.  Acquired  onychauxis  is  far  more  common 
and  may  arise  from  any  of  the  following  causes:  trauma,  the  constant 
pressure  of  ill-fitting  shoes,  gout,  rheumatism,  chronic  bone  disease,  de¬ 
generative  or  irritative  neuroses,  unrestrained  growth  as  in  the  aged 
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and  bedridden  through  neglect,  or  in  the  Chinese  by  cultivation,  lack 
of  cleanliness,  chronic  inflammatory  processes  of  the  skin,  such  as 
psoriasis,  eczema,  syphilis,  onychia,  paronychia,  occupation  dermatoses, 
felon,  lichen  ruber,  elephantiasis,  leprosy  and  tuberculosis.  However 
onychauxis  need  not  develop  unless  predisposition  to  it  exists  because 
frequently  the  nails  are  not  hypertrophied  at  all  as  a  result  of  the  above 
processes,  and  in  some  cases  atrophy  occurs  from  the  identical  conditions. 

Many  of  the  above  factors  lead  to  onychia  but  often  it  is  idiopathic, 
a  slight  traumatism  giving  the  opportunity  for  local  pyogenic  infection. 
Syphilis,  tuberculosis  and  formalin  may  be  emphasized  as  occasional 
factors.  Pressure  and  a  variable  amount  of  mild  local  pyogenic  infec¬ 
tion  comprise  the  essential  causes  of  paronychia. 

Prognosis  and  Treatment. — Relief  or  cure  depends  entirely  upon 
the  recognition  of  the  causal  factors.  It  is  needless  to  say  that  in  in¬ 
curable  conditions,  normal  nail  growth  is  not  to  be  expected.  If  the 
abnormality  is  curable,  more  or  less  relief  of  the  local  manifestation  is 
possible. 

The  fundamentals  of  treatment  embrace  all  physiological  or  consti¬ 
tutional  measures  directed  toward  the  underlying  condition.  In  aggra¬ 
vated  cases  with  much  involvement  of  the  surrounding  soft  parts 
(paronychia),  the  latter  may  be  removed  by  knife  or  scissors,  under 
local  anesthesia  if  necessary,  and  the  wound  allowed  to  heal  by  cica¬ 
trization,  which  contraction  entirely  frees  the  nail  and  often  gives  a 
good  permanent  result.  When  the  hypertrophy  is  not  pronounced,  the 
nails  need  to  be  softened  with  hot  sodium  bicarbonate  or  borax  solu¬ 
tion,  scraped  thin  in  the  center  and  the  granulations  destroyed  under 
cocain  with  nitric  acid  or  nitrate  of  silver.  This  is  followed  by  the 
insertion  of  antiseptic  gauze  or  lint  between  the  edge  of  the  nail  and 
the  skin,  kept  in  place  by  adhesive  plaster.  In  chronic  cases  without  the 
ingrowing  nail  feature,  oleate  of  tin  (io  grains)  or  salicylic  acid  (30 
grains)  to  the  ounce  of  cold  cream  or  lanolin,  rubbed  in  and  about  the 
nail  after  the  preliminary  treatment,  may  prove  beneficial.  In  distinctly 
suppurative  cases  of  onychia  or  paronychia  the  X-rays  will  often  be 
found  advantageous.  The  acute  stage  of  either  disease  may  be  success¬ 
fully  treated  by  Bier’s  suction  cups,  and  the  application  of  2  to  5  per 
cent,  creolin  in  glycerin.  Water  should  be  avoided  in  these  conditions 
and,  except  when  absolutely  necessary,  the  use  of  rubber  gloves  or  cots 
should  not  be  advised.  General  conditions  and  local  lesions  may  call  for 
any  of  the  following:  Cocculus,  Fluor,  acid,  Graph.,  Hepar,  Hyper., 
Kali  mur.,  Lycopod.,  Nat.  mur.,  N.  sulph.,  Osmium,  Phos.  acid,  Sars., 
Silicea  and  Sulphur. 


ATROPHIA  UNGUIUM 

(Atrophy  of  the  nails;  Onychatrophia) 

Definition. — A  condition  of  the  nails  characterized  by  their  de¬ 
creased  size  or  thickness,  softening,  splitting,  crumbling  and  discolora¬ 
tion. 
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Symptoms. — This  condition  may  be  congenital  or  acquired.  The 
former  variety  is  rare,  is  usually  found  upon  fingers  or  toes  congenitally 
deformed  and  is  associated  with  defective  hair  growth.  Absence  of  the 
nails  ( anonychia )  sometimes  occurs  in  these  cases  and  when  the  fingers 
are  distorted  or  webbed  the  nails  are  naturally  misformed.  Acquired 
atrophy  is  more  common  and  may  affect  all  or  part  of  one  or  two  nails, 
rarely  more.  The  affected  nail  is  gravish-white,  lusterless,  either  uni¬ 
formly  or  in  stripes  or  specks.  It  is  smaller  and  thinner  than  normal, 
with  soft  and  delicate  nail  substance  like  a  thickened  membrane.  It 
may  be  rough  and  irregular  from  longitudinal  exfoliation  or  fractures, 


Fig.  230. — Atrophia  unguium  in  which  six  of  the  fingers  present  nails  of  a  worm- 
eaten  appearance;  two  are  slightly  involved,  while  the  little  fingers  are  not  as 
yet  affected. 

or  it  may  be  granular  or  worm-eaten  in  appearance.  A  number  of  va¬ 
rieties  are  distinct  enough  to  warrant  a  brief  description. 

Spoon  nails  is  the  term  applied  to  a  condition  associated  with  wast¬ 
ing  disease,  although  it  is  occasionally  idiopathic.  The  nail  is  thinned 
with  surface  concavity  from  side  to  side.  Everted  edges  and  an  occa¬ 
sional  anteroposterior  concavity  completes  its  resemblance  to  the  bowl 
of  a  spoon.  The  condition  may  spread  gradually  from  one  nail  to 
another  but  is  never  found  on  the  toes. 

Reedy  nails  are  so  called  because  of  the  prominence  of  the  normal 
longitudinal  marking  occurring  upon  atrophy  of  the  intermediate  nail 
substance,  giving  a  striated  appearance.  It  has  been  regarded  as  a  senile 
change  and  as  due  to  gout  or  rheumatism. 

White  nails  ( leucopathia  unguium)  is  frequently  observed  in  nails 
otherwise  healthv  as  spots  or  transverse  bands  of  a  dead  white  color. 
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These  are  first  seen  at  the  lunula  and  grow  forward  until  finally 
cut  off. 

Etiology  and  Pathology. — The  same  factors  that  are  held  to  be 
responsible  for  nail  hypertrophy  may  cause  atrophic  changes.  Thus, 
traumatisms,  vegetable  parasites,  chronic  scaling  or  inflammatory  skin 
diseases,  nervous  disorders  and  heredity  are  all  etiological.  White  nails 
are  due  either  to  febrile  diseases,  nervous  disorders  or  local  trauma¬ 
tisms.  Their  appearance  is  supposed  to  be  caused  by  the  presence  of 
air  in  the  nail  substance,  although  some  believe  the  condition  is  a  tropho¬ 
neurosis  causing  nutritional  changes  in  the  nail  matrix. 

Prognosis  and  Treatment. — The  former  depends  entirely  upon  the 
causal  factors  and  their  discovery.  Treatment  is  practically  the  same 
as  described  for  hypertrophy  of  the  nails.  Thus,  improvement  of  local 
and  general  nutrition  and  protection  of  the  parts  from  traumatisms, 
water,  other  liquids  and  irritating  substances  are  essential.  Some  mild 
stain  may  be  employed  to  reduce  the  blemish  of  Avhite  nails  and  the  ap¬ 
plication  of  a  saturated  solution  of  boric  acid  and  any  of  the  milder 
ointments  suggested  for  eczema  might  benefit.  Atrophy  of  the  nails 
caused  by  the  ringworm  or  favus  fungus  will  be  considered  later.  The 
following  remedies  have  proven  useful:  Helleb.  nig.,  Hypericum,  Kali 
sulph.,  Mer.  viv.,  Silicea,  Spigelia  and  Thuja. 


ONYCHOMYCOSIS 

(Due  to  the  ringworm  fungus:  Tinea  trichophytina  unguium;  Ony¬ 
chomycosis  trichophytina.  Due  to  the  favus  fungus:  Tinea  favosa 
unguium;  Onychomycosis  favosa.) 

Definition. — A  condition  of  one  or  more  nails,  due  to  invasion  by 
the  favus  or  ringworm  fungus. 

Symptoms. — The  finger-nails  are  those  usually  involved  and  the  in¬ 
vasion  is  extremely  slow,  rarely  more  than  one  or  two  being  affected. 
The  entire  nail  is  usually  invaded  although  for  a  long  time  only  a  third 
or  a  quarter  of  its  surface  may  appear  to  be  involved.  The  clinical  pic¬ 
tures  presented  by  these  two  fungi  are  so  similar  that  the  microscope  is 
often  necessary  to  differentiate.  The  affected  nail  appears  brittle, 
frayed  out,  with  furrowed  surface,  opaque,  yellowish  or  grayish-white 
in  color  and  is  lifted  up  by  an  accumulation  of  epidermis  underneath  it. 
Other  evidences  of  hypertrophy  may  appear ;  the  nail  becomes  thick¬ 
ened,  distorted,  gryphotic,  its  surface  exfoliated  and  of  a  pale  dirty 
color.  In  those  cases  due  to  favus,  pin-point-  to  pin-head-sized  sulphur- 
yellow  granulations,  peculiar  to  that  disease,  are  sometimes  noted. 

Etiology  and  Pathology. — As  stated  in  the  definition,  the  ringworm 
or  favus  fungi  are  the  causal  factors,  contracted  as  a  rule  from  the  erup¬ 
tion  of  these  diseases  on  the  scalp.  However,  it  may  develop  by  auto- 
infection  from  any  surface  of  the  body.  Occasionally,  the  nails  are  the 
principal  or  sole  part  involved  and,  hence,  may  be  the  source  of  con¬ 
tagion  to  other  parts  or  other  people.  Ordinarily,  either  fungus  can  be 
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readily  demonstrated  by  subjecting  the  scrapings  from  the  affected  nail 
substance  to  liquor  potassae.  After  softening  for  several  minutes  to  an 
hour,  the  parasite  can  be  seen  by  a  microscopic  power  of  from  400  to 
500  diameters. 

Diagnosis. — The  discovery  of  the  fungus  microscopically  is  the  only 
certain  test  but  failure  to  find  it  does  not  exclude  its  existence.  The 
presence  of  ringworm  or  favus  elsewhere  would  indicate  the  nature  of 
the  nail  disease.  The  importance  of  this  may  be  emphasized  when  it  is 
remembered  that  the  clinical  symptoms  of  these  parasitic  affections 
closely  resemble  those  of  psoriasis,  eczema  and  other  chronic  dermatoses 
when  they  affect  the  nails.  Rarely  more  than  one  or  several  nails  are 
affected  by  the  parasitic  diseases,  while  in  the  other  diseases  just  men¬ 
tioned,  all  of  the  finger,  and  even  the  toe-nails,  may  be  involved. 

Prognosis  and  Treatment. — Though  persistent  and  stubborn,  if 
the  proper  treatment  is  thoroughly  carried  out,  these  cases  eventually 
respond.  The  nails  involved  must  be  repeatedly  pared,  scraped  and 
pumiced.  Soaking  in  an  alkaline  solution  will  soften  hard  and  brittle 
nails  or  it  may  be  necessary  to  paint  the  affected  nails  with  liquor  po¬ 
tassae  or  a  stronger  potash  solution.  After  the  removal  of  the  diseased 
nail  substance,  such  antiparasiticides  as  mercuric  chlorid,  1  to  3  grains  to 
the  ounce,  may  be  applied  by  dipping  the  finger  ends  in  the  solution  for 
five  minutes  three  times  daily,  or  they  may  be  soaked  for  the  same  length 
of  time  in  a  25  per  cent,  solution  of  sodium  hyposulphite,  after  which 
an  ointment  of  either  precipitated  sulphur,  ammoniated  mercury  of  calo¬ 
mel,  1  dram  to  the  ounce,  may  be  applied  continuously  until  the  next 
soaking.  I  have  used  the  X-rays  successfully  in  four  cases  of  ringworm 
and  one  case  of  favus  of  the  nails.  The  treatment  is  necessarily  long 
continued,  with  brief  exposures  and  a  careful  avoidance  of  pronounced 
dermatitis.  Complete  evulsion  may  be  demanded  in  obstinate  cases  if 
the  X-rays  are  not  available. 


CLASS  VIII.— DISEASES  OF  THE  MUCOUS 

MEMBRANES 


The  mucous  membranes  in  close  proximity  to  the  cutaneous  surface 
are  the  seat  of  pathological  changes,  for  the  most  part  identical  with  or 
modifications  of  the  same  diseases  on  the  skin.  To  a  great  extent,  the 
various  involvements  of  the  mucous  surfaces  have  been  described  or  at 
least  mentioned  in  the  text,  as  they  were  related  to  the  various  derma¬ 
toses.  It  only  remains  to  give  a  resume  of  the  conditions  commonly 
affecting  the  conjunctiva  and  eyelids,  the  nasal  cavities,  the  external 
auditory  meatus,  the  mouth,  the  mucosa  and  skin  of  the  penis,  and 
vulva  and  vagina.  The  symptoms,  etiology,  pathology,  differential  diag¬ 
nosis,  prognosis  and  treatment  of  these  disorders  are  the  same  as  here¬ 
tofore  outlined  for  the  coexisting  cutaneous  lesions,  allowing  for  certain 
modifications  due  to  location.  A  few  of  the  affections  of  the  mouth 
need  more  detailed  description. 


1.  DISEASES  OF  THE  CONJUNCTIVA  AND  EYELIDS 

Among  the  dermatoses  that  may  affect,  in  a  greater  or  less  degree, 
the  conjunctiva  and  margins  of  the  eyelids,  are  the  exanthemata,  ec¬ 
zema,  pemphigus,  herpes  zoster,  herpes  simplex,  erythema  multi  forme, 
urticaria,  dermatitis  herpetiformis  and  furunculus.  Trichiasis  and 
distichiasis  are  essentially  abnormalities  of  the  eyelashes  and  come  in 
the  province  of  the  oculist.  The  demodex  folliculorum  may  invade  the 
hair-follicles  of  the  eyelids.  Among  the  more  malignant  conditions, 
occasionally  met  with  on  the  conjunctiva  and  eyelids,  are  epithelioma, 
lupus  vulgaris,  chancre  and  other  lesions  of  syphilis,  lepra  and  blas- 
tomvcosis. 


2.  DISEASES  OF  THE  NASAL  CAVITIES 

The  nasal  orifices  are  frequently  the  seat  of  dermatitis  seborrhoica, 
eczema,  rosacea,  herpes  simplex  and  furunculus  and  less  often  of  lepra, 
glanders,  erysipelas,  syphilis,  tuberculosis  cutis,  gangosa  and  rhino- 
scleroma.  In  many  instances,  these  diseases  spread  to  the  nasal  cavities 
by  direct  extension  from  the  surrounding  cutaneous  surface,  but  in  a 
few  instances,  primary  manifestations,  such  as  the  initial  lesions  of 
syphilis,  glanders  or  leprosy,  have  undoubtedly  developed  in  the  nasal 
passages.  It  is  reasonable  to  believe  that,  as  scientific  data  regarding 
the  causation  of  the  so-called  infectious  diseases  is  gathered,  our  knowl¬ 
edge  of  the  receptive  properties  of  the  nasal  cavities  will  reach  a  more 

524 


PERLECHE 


525 


complete  understanding.  The  nose,  as  a  portion  of  the  respiratory  tract, 
must  necessarily  receive  impure  as  well  as  pure  air,  disease-breeding 
germs  as  well  as  harmless  bacteria. 


3.  DISEASES  OF  THE  EXTERNAL  AUDITORY  CANAL 

Myringomycosis  is  essentially  a  disease  of  the  auditory  canal  and  has 
been  described  in  detail  heretofore.  Furunculus  or  its  multiple  manifes¬ 
tation,  furunculosis,  is  a  frequent  and  annoying  condition  in  this  local¬ 
ity.  It  may  exist  quite  independently  of  the  same  disease  elsewhere. 
Eczema,  dermatitis  seborrhoica,  seborrhea,  comedones  and  syphilitic 
lesions  are  seen  in  the  canal  but  ordinarily,  they  are  a  localization  of  the 
same  conditions,  easily  found  elsewhere  and  more  typically. 


4.  DISEASES  OF  THE  MOUTH 

The  lips,  gums,  tongue  and  buccal  membranes  are  often  invaded  by 
generalized  dermatoses,  such  as  the  exanthemata,  angioneurotic  edema, 
urticaria,  herpes  zoster,  herpes  simplex,  pompholyx,  dermatitis  herpeti¬ 
formis,  pemphigus,  psoriasis,  erythema  multi  forme,  leukemia,  xanthoma, 
adenoma  sebaceum,  lichen  planus,  lupus  erythematosus,  lupus  vulgaris, 
syphilis,  lepra  and  precancerous  keratoses.  Actinomycosis  and  blasto¬ 
mycosis  are  rarelv  found  in  this  cavity.  Epithelioma,  on  the  other  hand, 
is  exceedingly  common  on  the  lips  and  only  a  little  less  frequent  on  the 
remainder  of  the  mucous  tract  of  the  mouth. 

There  are  a  number  of  fairly  distinct  affections  of  the  tongue,  lips 
and  contiguous  mucous  membranes  which  are  seen  often  enough  in  der¬ 
matologic  practice  to  warrant  brief  description.  For  the  most  part,  they 
seem  unrelated  to  real  dermatoses.  The  principal  conditions  of  this  va¬ 
riety  are  known  as  perleche,  Fordyce’s  disease,  cheilitis,  furrowed 
tongue,  black  tongue,  transitory  plaques  of  the  tongue  and  leukoplakia. 


PERLECHE 

( B rid 011 ;  Parasitic  disease  of  the  lips) 

Lemaistre  first  clearly  described  this  peculiar  affection  of  the  lips. 
It  is  observed  in  certain  districts  of  France  and  usually  attacks  infants 
and  young  children,  rarely  adults.  In  the  large  majority  of  the  cases, 
the  disease  is  limited  to  the  labial  commissures  or  angles  of  the  mouth 
and  the  parts  immediately  adjacent.  The  involvement  is  symmetrical  and 
presents  a  sodden  and  blanched  appearance  with  secondary  fissures 
and  bleeding.  The  epithelium  of  the  lips  becomes  thickened,  macerated 
and  easily  detachable  and  the  neighboring  parts,  when  affected,  have  the 
appearance  of  a  projected  and  folded,  whitish  pellicle  passing  outward 
from  the  angle  of  the  lips. 

Etiology  and  Pathology. — The  disease  is  contagious  as  has  been 
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proven  by  its  rapid  spread  in  schools,  infant  asylums  and  maternity  hos¬ 
pitals.  The  water  supply,  cups,  spoons  and  other  utensils  are  supposed 
to  be  the  means  of  conveyance  of  the  causative  organism.  Lemaistre 
believes  that  the  streptococcus  plicatilis  is  responsible,  while  Raymond, 
Planche  and  others  have  recognized  in  these  cases  the  staphylococcus 
eereus  albus  and  the  staphylococcus  aureus.  The  disease  is  evidently  one 
of  uncleanliness,  chiefly  found  among  children  of  the  poor. 

Prognosis  and  Treatment. — This  disease  runs  an  acute  course  in 
from  two  weeks  to  two  months,  often  with  a  marked  tendency  to  re¬ 
lapse.  Proper  hygiene  is  the  best  prophylaxis.  The  treatment  of  the 
active  disease  calls  for  the  local  use  of  solutions  or  ointments  of  silver 
nitrate,  ammoniated  mercury,  mercuric  chlorid,  alum  and  copper  sul¬ 
phate,  the  sterilization  of  utensils  and  the  investigation  of  the  water- 
supply. 


FORDYCE’S  DISEASE 

(. Pseudo-colloid  of  the  lips) 

This  affection  involves  the  vermilion  of  the  lips  and  mucous  mem¬ 
branes  of  the  mouth  and  was  first  described  by  Fordyce  in  1896.  Sub¬ 
sequent  observations  have  demonstrated  that  it  is  relatively  common  but 
not  often  detected  because  it  does  not  annoy  its  possessor.  The  erup¬ 
tion  consists  of  few  or  many,  white  or  yellow,  discrete,  aggregated, 
milium-like  maculopapules  which  are  best  seen  by  stretching  the  affected 
membrane.  The  subjective  sensations  are  slight  if  any  and  the  favorite 
locations  are  the  upper  and  lower  lips  and  the  oral  mucous  membrane 
along  the  line  of  the  teeth  as  far  back  as  the  last  molar. 

Etiology  and  Pathology. — White,  from  his  report  of  sixty-five 
cases,  found  that  a  large  proportion  were  associated  with  digestive  dis¬ 
turbances  and  disorders  of  the  sebaceous  glands.  Adult  males  are  those 
more  frequently  affected.  There  is  some  difference  of  opinion  as  to  the 
nature  and  development  of  these  lesions.  Thus  White  coincides  with 
Fordyce’s  original  opinion  and  holds  that  this  condition  is  due  to  a  granu¬ 
lar  degeneration  of  the  rete  cells.  Other  investigators  believe  that  the 
malady  is  due  to  a  varying  degree  of  hypertrophy  of  the  sebaceous 
glands. 

Prognosis  and  Treatment. — This  disease  is  benign,  persistent  and 
shows  only  slight  tendency  toward  retrogressive  changes.  Treatment  is 
usually  not  essential  and  fortunately  so,  for  it  is  most  unsatisfactory. 


CHEILITIS 

( Myxadenitis  labialis ;  Cheilitis  glandularis;  Cheilitis  glandularis  aposte- 
matosa;  Cheilitis  exfoliativa;  Psoriasis  labialis) 

The  synonyms,  just  mentioned,  have  been  variously  applied  by  dif¬ 
ferent  investigators  to  conditions  chiefly  affecting  the  mucous  and 
cutaneous  surfaces  of  the  lower  lip.  The  affected  area  becomes  tumid 
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and  tense,  at  times  painful,  and  is  studded  with  pin-point-  to  hemp-seed¬ 
sized,  elevated,  mucous  glands  with  dilated  follicular  orifices  from  which 
exudes  a  thin  serum  or  a  mucoid  or  mucopurulent  fluid.  Crusting  may  be 
marked,  the  lips  becoming  agglutinated  during  the  hours  of  sleep  and 
when  long  at  rest  in  the  hours  of  the  day.  Scaling,  instead  of  crusting, 
has  been  noted  in  some  cases. 

Etiology,  Prognosis  and  Treatment. — The  cause  of  this  disease  is 
not  known,  although  vegetable  organisms  have  been  found.  It  is  per¬ 
sistent  and  does  not  respond  readily  to  treatment.  Aseptic  local  meas¬ 
ures,  mild  cauterization  and  careful  X-raying  are  indicated. 


FURROWED  TONGUE 

( Cleft  tongue;  Fluted  tongue ;  Ribbed  tongue;  Wrinkled  tongue; 

Grooved  tongue;  Lingua  plicata) 

In  the  milder  forms,  this  condition  of  the  dorsal  surface  of  the 
tongue  is  not  rare.  However,  it  varies  greatly  in  the  degree  of  promi¬ 
nence  of  its  depressions.  There  may  be  a  deepening  of  the  central  fur¬ 
row  ;  a  number  of  indistinct  parallel  depressions ;  so  many  deep  lines  as 
to  present  a  network  of  lines  and  elevations;  or  in  the  case  of  congenital 
or  acquired  enlargement  (macroglossia)  of  the  tongue,  a  cursory  view 
of  the  organ  will  resemble  a  miniature  relief  map  of  valleys  and  moun¬ 
tains.  This  condition  is  rarely  noticed  in  infancy  or  childhood  although 
it  may  be  congenital  and  will  often  show  pronounced  family  tendencies. 

Treatment  is  seldom  necessary  unless  the  malady  is  severe  and  per¬ 
sistent.  Most  people  understand  oral  hygiene  and  know  enough  to  keep 
the  tongue  as  well  as  the  teeth  clean. 


BLACK  TONGUE 

( Hairy  tongue;  Lingua  nigra;  Fly  per  keratosis  lingua ) 

This  is  a  rare,  benign  condition  of  the  dorsal  surface  of  the  tongue. 
It  is  usually  situated  in  front  of  the  circumvallate  papillae  but  may  be 
found  on  other  parts.  The  condition  may  be  in  the  form  of  a  black 
discoloration;  a  few  instances  of  brown,  yellow  and  blue  coloration 
have  been  reported.  However,  it  is  more  common  to  find  thin,  filiform, 
dark-colored  projections  on  the  pigmented  surface.  These  have  been 
likened  to  hairs,  seaweed,  tendrils  and  lashes.  Usually  subjective  sen¬ 
sations  are  absent  except  a  peculiar  but  not  very  offensive  taste  in  some 
well  developed  cases.  This  malady  is  found  both  in  children  and  adults. 

Etiology,  Prognosis  and  Treatment. — While  the  causes  are  un¬ 
known,  irritating  mouth-washes,  excessive  smoking  and  stomatitis  re¬ 
sulting  from  mercury  might  bear  a  causal  relation.  Black  tongue  does 
not  call  for  treatment  for,  although  it  is  variable  in  its  duration  and 
behavior,  it  usually  disappears  spontaneously  sooner  or  later. 
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TRANSITORY  PLAQUES  OF  THE  TONGUE 

( Pityriasis  lingua;  Glossitis  areata  exfoliativa;  Erythema  migrans; 

Annulus  migrans;  Circulate  eruption  of  the  tongue ) 

This  rare  and  strange  affection  manifests  itself  as  one  or  several, 
pin-head-sized,  well-defined,  grayish  spots  of  a  vesicular  appearance, 
usually  on  the  dorsal  and  lateral  surfaces  of  the  tongue  and  often 
toward  the  tip.  The  initial  lesions  spread  peripherally  and  form  des¬ 
quamating,  reddened  patches.  The  borders  are  often  redder  than  the 
center  and  present  the  pseudovesicular  aspect  of  the  initial  lesions.  A 
patch  may  become  half  an  inch  in  diameter  or  even  larger  and  then  dis¬ 
appear,  first  clearing  in  the  center,  all  in  the  course  of  five  to  fifteen 
days.  There  may  be  one  or  more  patches  present  at  the  same  time ; 
they  may  remain  round  or  become  irregular,  gyrate,  segmental  or  half- 
moon  shape,  depending  on  their  proximity,  coalescence  or  location.  The 
so-called  geographic  tongue  ( lingua  geographica)  represents  the  ap¬ 
pearance  noted  from  extensive  development  and  coalescence  of  patches. 
Ordinarily  subjective  sensations  are  absent  or  very  slight. 

Etiology. — Children  under  four  years  of  age  are  more  often 
afflicted  but  these  plaques  may  be  seen  at  any  age  and  in  either  sex.  A 
few  cases  have  been  regarded  as  syphilitic,  others  as  parasyphilitic,  but 
many  do  not  present  the  slightest  suspicion  of  such  an  origin.  It  can 
safely  be  said  that  the  cause  is  unknown. 

Prognosis  and  Treatment. — This  disease  is  benign,  persistent  with 
a  tendency  toward  spontaneous  disappearance  in  children  as  they  grow 
older,  and  rebellious  to  treatment.  Physiological  measures,  including 
the  proper  dietary,  improved  digestion  and  normal  excretion,  are  most 
important.  Mildly  astringent  and  antiseptic  mouth  washes  containing 
such  substances  as  boric  acid  or  myrrh,  or  sulphur  in  the  form  of  an 
ointment,  in  an  emulsion  or  as  a  natural  sulphur  water  may  be 
serviceable. 


LEUKOPLAKIA 

( Leukokeratosis  buccalis;  Leukoplakia  buccalis;  Leukoma;  Leuko- 
plasia;  Ichthyosis  lingua;  Psoriasis  of  the  tongue;  Tylosis 
lingua ;  Smokers'  patches;  Chronic  superficial  glossitis ) 

Definition. — A  disease  of  the  buccal  mucous  membrane,  especially 
involving  the  tongue,  characterized  by  one  or  more  rounded  or  irregu¬ 
lar,  often  diffused  patches  with  a  white  color,  variable  degree  of  thick¬ 
ening  and  Assuring. 

Symptoms. — The  earliest  stage  of  leukoplakia,  lasting  for  weeks  or 
months,  may  be  apparent  by  some  sensitiveness  to  acid  and  hot  foods 
and  may  appear  as  a  slightly  reddened  patch,  sometimes  with  exag¬ 
gerated  papillae.  This  objective  manifestation  is  so  slight  that  it  fre¬ 
quently  escapes  observation  until  it  develops  into  a  white  or  opaline 
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spot.  When  fully  developed,  the  disease  presents  one  or  more,  vari¬ 
ously  shaped,  glistening,  bluish,  grayish  or  ivory  white  patches,  which 
feel  more  or  less  rough  to  the  touch  and  are  sometimes  warty  or  fis¬ 
sured.  They  may  excite  salivation,  lessen  the  mobility  or  give  a  sense 
of  stiffness  to  the  part.  These  lesions  are  seldom  painful  unless  they  be¬ 
come  dense  enough  to  form  deep  cracks  and  excite  some  degree  of  in¬ 
flammation,  thus  giving  rise  to  soreness,  pain,  ulceration  and  sometimes 
to  cancerous  degenerations.  Usually  the  course  of  leucoplakia  of  the 
mouth  is  very  slow,  often  taking  years  to  fully  develop  and  commonly 
proving  rebellious  to  treatment.  Rarely  the  lesions  may  undergo  resolu¬ 
tion  without  local  applications  and  they  may  or  may  not  recur  after 
removal  or  disappearance.  The  regions,  commonly  affected,  are  the 
dorsal  and  lateral  surfaces  of  the  tongue ;  the  inner  surface  of  the  cheeks 
on  a  line  with  the  junction  of  the  teeth  when  pressed  together;  the  gums 
adjacent  to  the  lateral  incisor  and  canine  teeth;  the  mucous  fold  along¬ 
side  the  floor  and  roof  of  the  mouth  and  gums;  and  rarely  the  vulva, 
vagina,  glans  penis  and  urethral  orifice. 

Etiology  and  Pathology. — This  disease  occurs  almost  exclusively 
in  the  mouths  of  middle-aged  men.  So  many  cases  have  followed  syph¬ 
ilis  or  have  developed  in  the  mouths  of  those  who  use  tobacco  that  these 
factors  have  long  been  considered  etiological.  However,  non-syphilitics 
and  those  not  addicted  to  the  tobacco  habit  suffer  as  well,  so  there  must 
be  other  causal  elements.  Probably  most  cases  originate  from  some 
irritation  whether  local  or  constitutional.  No  matter  what  opinion  is 
held  concerning  the  essential  cause  of  leukoplakia,  all  are  agreed  that 
sharp,  rough  or  decayed  teeth,  gastrointestinal  disorders,  the  smoking 
and  chewing  of  tobacco,  alcoholic  drinks,  highly-seasoned,  hot  and  acid 
foods  and  rheumatic  and  gouty  diatheses  are  contributing  factors. 

It  is  not  clearly  known  whether  the  primary  pathological  change  is 
a  pure  hyperkeratinization  of  the  superficial  epithelium  or  an  inflamma¬ 
tion  of  the  papillary  layer  of  the  corium.  The  horny  layer  is  hyper¬ 
trophied,  the  cells  retaining  their  nuclei.  In  the  derma,  inflammatory 
infiltration  and  partial  obliteration  of  the  papillae  are  found. 

Diagnosis  of  leukoplakia  is  usually  easy.  However,  buccal  lesions 
of  lichen  planus  or  the  mucous  patch  of  early  syphilis  might  prove  con¬ 
fusing.  Lichen  planus  of  the  mouth  may  closely  resemble  leukoplakia, 
but  lesions  of  the  former  usually  occur  in  linear,  festooned  or  ring 
shapes  of  a  silver- white  color  and  do  not  always  occupy  the  points  of 
election  of  the  latter.  Characteristic  lichen  papules  or  their  effects  may 
be  usually  found  on  the  skin.  Syphilitic  patches  of  the  mucous  mem¬ 
brane  may  be  distinguished  from  leukoplakia  by  their  softness,  quicker 
development  and  tendency  to  ulceration.  A  history  of  infection  and 
subsequent  cutaneous  lesions  will  aid  in  diagnosing  syphilis. 

Prognosis  and  Treatment. — If  leukoplakia  becomes  well  developed, 
it  is  sure  to  be  persistent  and  rebellious  but  a  majority  of  the  cases  are 
curable  because  they  seek  the  physician  early  and  follow  his  advice. 
The  danger  of  epitheliomatous  degeneration  must  be  borne  in  mind. 

Causal  and  physiological  methods  of  treatment  are  essential  to  a 
cure.  Absolute  abstinence  from  tobacco  and  irritating  articles  of  food 
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or  drink  should  be  required.  The  teeth  should  receive  careful  atten¬ 
tion  and  all  existing  departures  from  health  should  be  corrected  by 
physiological  living  and  remedial  treatment  adapted  to  the  general  or 
special  needs  of  each  case.  Local  treatment  includes  the  regular  use  of 
soothing  sprays  or  lotions  containing  myrrh,  potassium  chlorate,  mu- 
riated  iron,  boric  acid,  balsam  of  Peru,  menthol  or  iodized  phenol.  For 
actively  destructive  purposes,  I  prefer  fulguration,  X-raying  and  ther¬ 
mocauterization  (especially  the  galvanocautery)  in  the  order  named. 
Besides  electrical  cauterization,  chromic  acid,  lactic  acid,  silver  nitrate, 
solidified  carbon  dioxid  and  innumerable  chemical  caustics  have  been  em¬ 
ployed  with  varying  success.  Thorough  excision  under  surgical  aus¬ 
pices,  erasion  with  the  dermal  curette  or  with  the  burr  of  the  dental  en¬ 
gine,  ionisation  of  various  mildly  destructive  agents  and  electrothermic 
coagulation  have  given  good  results  in  several  instances.  I  always  en¬ 
deavor  to  prescribe  internally  for  these  cases  and  have  seen  good  results 
follow  the  administration  of  Apis,  Bell.,  Bry.,  Kali  bich.,  Nitric  acid 
and  Rhus  tox. 


5.  DISEASES  OF  THE  PENIS 

Chancres,  mucous  patches,  condylomata,  tubercles,  gummata  and 
ulcerations  of  syphilis  may  be  found  on  the  mucosa  and  skin  of  the  penis. 
Among  other  conditions  commonly  noticed  are  chancroid,  verruca  acu¬ 
minata,  herpes  genitalium,  dermatitis  gangrenosa,  dermatitis  seborrhoica, 
eczema,  psoriasis,  lichen  planus,  milium,  porokeratosis  and  epithelioma. 
Many  of  these  diseases  are  so  infrequently  found  on  the  mucosa  of  the 
penis,  in  or  at  the  meatus  or  in  the  urethra  that  it  almost  seems  super¬ 
fluous  to  mention  them,  but  the  relations  existing  between  these  parts 
of  the  penis  and  the  skin  proper  of  the  organ  are  so  close  that  a  disease 
process  that  involves  one  of  the  portions  mentioned  might  easily  invade 
another  section. 


6.  DISEASES  OF  THE  VULVA  AND  VAGINA 

To  a  certain  extent,  the  same  diseases  that  afflict  the  male  organs, 
are  apt  to  be  found  in  and  about  the  vulva.  Thus  syphilis,  chancroid, 
herpes  genitalium,  verruca  acuminata,  milium,  eczema,  lichen  planus 
and  epithelioma  are  common.  However,  the  erythemata,  various  forms 
of  dermatitis,  pruritus  and  elephantiasis  more  often  affect  the  vulva  than 
the  penis.  Dermoid  and  sebaceous  cysts,  urethral  caruncles,  furuncu¬ 
losis,  abscesses  and  the  rare  disease,  kraurosis  vulvas,  are  distinctively 
ailments  of  the  vulva  and  vagina.  I  have  seen  blastomycosis  and  tuber¬ 
culosis  cutis  orificialis  affect  these  parts,  involving  both  the  cutaneous 
and  mucous  membrane  surfaces. 


INDEX 


Abortive  zoster,  156 
Abrasions,  see  Excorations 
Absorption  by  the  skin,  23 
Acantholysis  bullosa,  see  Epidermolysis 
bullosa  hereditaria 
Acanthosis  nigricans,  284 

etiology  and  pathology  of,  284 
prognosis  and  treatment  of,  284 
Acarus,  259 
Acetanilid,  206 
Achorion  Schonleinii,  244 
Achromia,  see  Vitiligo 
Acne,  479 

definition  of,  479 
symptoms  of,  479 
etiology  and  pathology  of,  482 
diagnosis  of,  482 
prognosis  of,  483 
treatment  of,  483 
external  treatment  of,  483 
constitutional  treatment  of,  486 
Acne  albidia,  see  Milium 
Acne  artificial]’ s,  480 
Acne  atrophica,  see  Acne  varioliformis 
Acne  cachecticorum,  480 
Acne  decalvans,  see  Folliculitis  decalvans 
Acne  erythematosa,  see  Rosacea 
Acne  frontalis,  see  Acne  varioliformis 
Acne  indurata,  479 

Acne  keloid,  see  Dermatitis  papillaris  ca- 
pillitii 

Acne  necrotica,  see  Acne  varioliformis 
Acne  rosacea,  see  Rosacea 
Acne  simplex,  479 
Acne  varioliformis,  486 
definition  of,  486 
symptoms  of,  487 
etiology  and  pathology  of,  487 
diagnosis  of,  487 
prognosis  and  treatment  of,  487 
Acne  vulgaris,  490;  see  also  Acne 
Acneiform  syphilid,  382 
Aconite,  206 

Acquired  leukasmus,  see  Vitiligo 
Acquired  piebald  skin,  see  Vitiligo 
Acrodermatitis  perstans,  172 
Acrodynia,  96 

definition  of,  96 
symptoms  of,  96 
etiology  and  pathology  of,  96 
prognosis  and  treatment  of,  96 
Acromegaly,  309 

definition  of,  309 

symptoms  of,  309 

etiologv  and  pathology  of,  309 

diagnosis  of,  309 

prognosis  and  treatment  of,  309 


Actinomyces  Madurse,  410 
Actinomycosis,  405 

definition  of,  405 
symptoms  of,  405 
etiology  and  pathology  of,  408 
diagnosis  of,  408 
prognosis  of,  408 
treatment  of,  409 
Actinotherapy,  78,  137 
Acute  circumscribed  edema,  see  Angio¬ 
neurotic  edema 

Adenoma  of  the  sebaceous  glands,  see 
Adenoma  sebaceum 

Adenoma  of  the  sweat-glands,  see  Mul¬ 
tiple  benign  cystic  epithelioma 
Adenoma  sebaceum,  324 

etiology  and  pathology  of,  324 
diagnosis  of,  325 
prognosis  and  treatment  of,  325 
Adenopathy,  365 
Adiposis  dolorosa,  338 
Ailanthus,  206 
Ainhum,  316 

definition  of,  316 
symptoms  of,  316 
etiology  and  pathology  of,  316 
prognosis  and  treatment  of,  317 
Albinism,  partial,  310;  see  also  Albinismus 
Albinismus,  310 

definition  of,  310 
symptoms  of,  310 
etiology  and  pathology  of,  310 
treatment  of,  310 
Albino,  description  of  an,  310 
Aleppo  evil,  see  Oriental  sore 
Alopecia,  501 

definition  of,  501 

Alopecia  adnata,  see  Alopecia  congenita 
Alopecia  areata,  507 

definition  of,  507 

symptoms  of,  507 

etiology  and  pathology  of,  509 

diagnosis  of,  509 

prognosis  of,  509 

treatment  of,  511 

Alopecia  circumscripta,  see  Alopecia  areata 
Alopecia  congenita,  501 

etiology  and  pathology  of,  501 
prognosis  and  treatment  of,  501 
Alopecia  prematura,  502 
etiology  of,  503 
pathology  of,  503 
prognosis  of,  503 
treatment  of,  504 
Alopecia  senilis,  506 

etiology  and  pathology  of,  506 
prognosis  and  treatment  of,  506 
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Alopecia,  syphilitic,  370 
Alteratives  in  cutaneous  diseases,  56 
Ammoniated  mercury  for  psoriasis,  136 
Amygdala  amara,  206 
Anacardium,  206 

Analgesia  in  Morvan’s  disease,  317 
Analgesic  paralysis  with  whitlow,  see 
Morvan’s  disease 
Analgesics  and  antipruritics,  57 
Anatomical  tubercle,  342 

see  also  Verruca  necrogenica 
Anatomy  of  the  skin,  1 
Anesthesia  of  the  skin,  449 

prognosis  and  treatment  of,  449 
Anesthetic  leprosy,  eruptive  stage  of,  441 
Angioma,  328 

definition  of,  328 
symptoms  of,  328 
etiology  and  pathology  of,  330 
diagnosis  of,  330 
prognosis  of,  331 
treatment  of,  332 
Angioma,  cavernous,  331 
Angioma  pigmentosum  et  atrophicum,  see 
Xeroderma  pigmentosum 
Angioma  serpiginosum,  329 
Angioma  simplex,  see  Nevus  vasculosus 
Angiokeratoma,  330,  332 
Angiomata,  cavernous,  329 
congenital,  330 
Angiomyoma,  339 
Angioneurotic  edema,  100 
definition  of,  100 
symptoms  of,  100 
etiology  and  pathology  of,  100 
diagnosis  of,  101 
prognosis  and  treatment  of,  101 
Angiotrophoneurosis,  300 
Anidrosis,  456 
Animal  extracts,  57 

Annulus  migrans,  see  Transitory  plaques 
of  the  tongue 

Anthrasol,  use  of,  for  psoriasis,  136 
Anthrax,  188 

definition  of,  188 
symptoms  of,  188 
etiology  and  pathology  of,  189 
diagnosis  of,  189 
prognosis  and  treatment  of,  189 
Anthrax  benigna,  see  Carbunculus 
Anthrax  maligna,  see  Anthrax 
Antimonium  crudum  and  tartaricum,  206 
Antipruritics,  71,  113 
Antipyrin,  206 
Antitoxins,  206 

Aperients  in  cutaneous  diseases,  55 
Apium  virus,  206 

Appendages,  diseases  of  the,  456-523 
Area  Celsi,  see  Alopecia  areata 
Argyria,  discoloration  of,  277 
Arrectores  pilorum,  11 
Arsenic,  206 

prolonged  use  of,  277 
use  of,  in  epithelioma,  425 
Arsenical  dosage,  293 
Arum,  206 
Asteatosis,  465 


Asteatosis,  treatment  of,  465 
Atheroma,  see  Steatoma 
Atrophia  cutis,  313 

definition  of,  313 

Atrophia  maculosa  cutis,  see  Diffuse  idio¬ 
pathic  atrophy 

Atrophia  pilorum  propria,  495 
definition  of,  495 

Atrophia  senilis,  294;  see  also  Senile 
atrophy 

Atrophia  unguium,  520 
definition  of,  520 
symptoms  of,  521 
etiology  and  pathology  of,  522 
prognosis  and  treatment  of,  522 
Atrophic  lines  and  spots,  314 

etiology  and  pathology  of,  315 
diagnosis  of,  315 
prognosis  and  treatment  of,  315 
Atrophic  scars,  319 
Atrophies,  310-318 
Atrophy,  degenerative,  314 
diffuse  idiopathic,  315 
Atrophy  of  pigment,  312 

of  the  hair,  see  Atrophia  pilorum  pro¬ 
pria 

of  the  nails,  see  Atrophia  unguium 
of  the  skin,  see  Atrophia  cutis 
senile,  313 

Atrophoderma,  see  Atrophia  cutis 
Atrophoderma  neuriticum,  see  Glossy  skin 
Atrophoderma  pigmentosum,  see  Xero¬ 
derma  pigmentosum 

Atrophoderma  senile,  see  Senile  atrophy 
Atropin,  206 

Auditory  canal,  diseases  of  the  external, 
'525 

Aurum  metallicum,  206 


Bacillus  anthrax,  189 
Bacillus  rhinoscleromatis,  340 
Baldness,  see  Alopecia 
temporary,  503 

“Ballooning”  in  herpes  zoster,  158 

Barbados  leg,  see  Elephantiasis 

Barber’s  itch,  see  Tinea  barbse 

Bath  pruritus,  451 

Bedbugs,  264 

Belladonna,  206 

Benzoic  acid,  206 

Bier’s  suction  glasses,  186 

Bilateral  zoster,  156 

Birth-marks,  328 

Biskra  button,  see  Oriental  sore 

Blackhead,  see  Comedo 

Black  tongue,  527 

etiolopw,  prognosis  and  treatment  of, 
527 

Blanching  of  the  hair,  see  Canities 
Blastomyces,  demonstration  of,  404 
Blastomycetic  dermatitis,  see  Blastomycosis 
Blastomycosis,  403 

definition  of,  403 

symptoms  of,  403 

etiology  and  pathology  of,  404 
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Blastomycosis,  diagnosis  of,  404 

prognosis  and  treatment  of,  404 
Blebs,  31 

Bleeder’s  disease,  see  Hemophilia 
Blind  boil,  181,  479 
Blisters,  see  Blebs 
Blood  tumors,  see  Hematomata 
Blood-vessels,  7 

Bloody  sweat,  see  Hematidrosis 
Body-lice,  see  Pediculosis  corporis 
Boil,  see  Furunculus 
Boric  acid  and  sodium  borate,  206 
Botfly,  267 

Bovine  vaccinia,  227 

Bowditch  Island  ringworm,  see  Tinea  im- 
bricata 

Bridou,  see  Perleche 
Bromidrosis,  458 

definition  of,  458 
symptoms  of,  458 
etiology  and  pathology  of,  458 
prognosis  and  treatment  of.  459 
Bromin  compounds,  206 
Bryonia,  206 
Buboes,  suppurating,  183 
Bucnemia  tropica,  see  Elephantiasis 
Bull)  corpuscles,  10 
Bullae,  see  Blebs 
Bullous  syphilid.  386 

diagnosis  of,  386 

Burmese  ringworm,  see  Tinea  imbricata 
Burns,  disfiguring  scars  of,  319 


Calcarea  carbonica.  206 
Calcium  sulphid,  206 
Callositas,  282 

definition  of,  282 
symptoms  of,  282 
etiology  and  pathology  of,  282 
treatment  of,  282 
Callosity,  see  Callositas 
Callus,  see  Callositas 
Calvities,  see  Alopecia 
Cancroid,  see  Epithelioma 
Canities,  499 

definition  of,  499 
symptoms  of,  499 
etiology  and  pathology  of,  500 
prognosis  and  treatment  of,  500 
Cantharides,  206 
Capillaries,  dilated,  331 
of  the  skin,  8 
Capillary  angiomata,  328 
Capillary  hypertrophy,  329 
Capsicum,  206 
Caraate,  see  Pinta  disease 
Carbolic  acid,  206 
Carbuncle,  239 

See  also  Carbunculus 
Carbunculus,  184 

definition  of,  184 

symptoms  of,  184 

etiology  and  pathology  of,  185 

diagnosis  of,  186 

prognosis  of,  186 

treatment  of,  186 


Carcinoma  cutis,  416 

etiology  and  pathology  of,  418 
diagnosis  of,  418 
prognosis  and  treatment  of,  418 
Carcinoma  epitheliale,  see  Epithelioma 
Carrion's  disease,  see  Verruga  Peruana 
Cascadoe,  see  Tinea  imbricata 
Cataphoresis,  use  of,  74,  316 
Caustics,  71 

Cerebrospinal  meningitis,  epidemic,  231 
Chancres,  situation  of,  364 
Chancroid,  154 
Cheilitis,  526 

etiology,  prognosis  and  treatment  of, 
527 

Cheilitis  exfoliativa,  Cheilitis  glandularis, 
Cheilitis  glandularis  apostematosa, 
see  Cheilitis 

Cheiropompholyx,  see  Pompholyx 
Cheloid,  see  Keloid 
Chicken-pox,  see  Varicella 
Chiggers,  265 

Chilblain,  see  Dermatitis  congelationis 
Chinese  ringworm,  see  Tinea  imbricata 
Chloasma,  274 

definition  of,  274 
symptoms  and  etiology  of,  274 
pathology  of,  276 
diagnosis  of,  276 
prognosis  of.  276 
treatment  of,  276 
Chloasma  caloricum,  275 
Chloasma  uterinum,  276 
Chloral,  207 
Chloralamid,  207 
Chloroform,  207 
Chromidrosis.  459 

definition  of.  459 
symptoms  of,  459 
etiology  and  pathology  of,  460 
diagnosis  of,  460 
prognosis  and  treatment  of,  460 
removal  of,  276 

Chromophytosis.  see  Tinea  versicolor 
Chronic  superficial  glossitis,  see  Leuko¬ 
plakia 

Chrysarobin,  207 
Cicatrix,  319 

definition  of,  319 
symptoms  and  etiology  of,  319 
pathology  of,  319 

diagnostic  significance  of  scars,  319 
prognosis  and  treatment  of,  319 
Cicatrices,  see  Scars 
Cicuta  virosa,  207 
Cimex  lectularius,  264 
treatment  of,  264 
Cinchona-quinin,  207 

Circinate  eruption  of  the  tongue,  see 
Transitory  plaques  of  the  tongue 
Circumscribed  scleroderma,  301 
Claret-stains,  328 
Classification  of  skin  diseases,  79 
Clavus,  282 

definition  of,  282 
symptoms  of,  282 
etiology  and  pathology  of,  283 
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Clavus,  treatment  of,  283 
Cleft  tongue,  see  Furrowed  tongue 
Clefts,  see  Fissures 
Clothes-lice,  see  Pediculosis  corporis 
Coccogenic  sycosis,  see  Sycosis  vulgaris 
Cod  liver  oil,  207 
Coil  glands,  see  Sweat-glands 
Cold  sore,  see  Herpes  simplex 
Colloid  degeneration  of  the  skin,  327 
etiology  and  pathology  of,  328 
diagnosis  of,  328 
prognosis  and  treatment  of,  328 
Colloid  milium,  see  Colloid  degeneration 
of  the  skin 

Color  changes  of  the  hair,  15,  500 
Colored  sweat,  see  Chromidrosis 
Comedo,  477 

definition  of,  477 
symptoms  of,  477 
etiology  and  pathology  of,  477 
diagnosis  of,  478 
prognosis  and  treatment  of,  478 
Condurango,  207 

Condyloma  acuminata,  see  Verruca  acu¬ 
minata 

Confluent  variola,  223 

Congenital  leukasmus,  Congenital  leuko¬ 
derma,  Congenital  leukopathia,  see 
Albinismus 

Congenital  syphilis,  see  Syphilids  of 
hereditary  syphilis 

Congenital  traumatic  pemphigus,  see  Epi¬ 
dermolysis  bullosa  hereditaria 
Conglomerate  suppurative  perifolliculitis, 
518 

etiology  and  pathology  of,  518 
prognosis  and  treatment  of,  518 
Conium,  207 

Conjunctiva,  diseases  of  the,  524 
Constipation,  ideal  method  for  relief  of, 
112 

Constitutional  treatment  of  tuberculosis 
cutis,  356 

Copaiba  and  cubebs,  207 
Corium,  4 
Corn,  see  Clavus 
Corns,  hard  and  soft,  283 
how  to  remove,  283 
Cornu  cutaneum,  283 

definition  of,  283 
symptoms  of,  283 
etiology  and  pathology  of,  284 
prognosis  and  treatment  of,  284 
Cornu  humanum,  see  Cornu  cutaneum 
Corpuscles,  of  Krause,  10 
of  Meissner,  10 
of  Vater,  10 
of  Wagner,  10 
Counterirritation,  74 
Cowpox,  227 

Crab-lice,  see  Pediculosis  pubis 
Crabs,  see  Pediculosis  pubis 
Cracks,  see  Fissures 
Craw-craw,  267 

treatment  of,  267 
Creeping  eruption,  267 
Cretinoid  edema,  see  Myxedema 


Crustse,  see  Crusts 
Crusts,  33 

definition  of,  33 
Culex  pipiens,  264 
Culex  sollicitans,  264 
Cutaneous  horn,  see  Cornu  cutaneum 
Cutaneous  nerves  affected  by  herpes  zos¬ 
ter,  156 

Cutaneous  sensation,  449 
Cutaneous  tuberculosis,  341 
Cuticle,  see  Epidermis 
Cuticula,  see  Epidermis 
Cutis,  see  Corium 
Cutis  anserina,  295 
Cutis  vera,  see  Corium 
Cysticercus  cellulosse,  266 


Dactylolysis  spontanea,  see  Ainhum 
Dandruff,  see  Seborrhea 
Darier’s  disease,  see  Keratosis  follicularis 
Dartoic  myoma,  338 
Delhi  boil,  see  Oriental  sore 
Demodex  folliculorum,  266 
Dengue,  231 
Derma,  see  Corium 
Dermanyssus  avium  et  gallinse,  264 
treatment  of,  264 
Dermatalgia,  450 

prognosis  and  treatment  of,  450 
Dermatitis,  194,  196 
Dermatitis  ambustionis,  197 
symptoms  of,  197 
diagnosis  of,  197 
prognosis  of,  197 
treatment  of,  198 

Dermatitis  artificialis,  see  Dermatitis  fac- 
titia 

Dermatitis  calorica,  197 
Dermatitis  congelationis,  199 
symptoms  of,  199 
diagnosis  of,  200 
prognosis  of,  200 
treatment  of,  200 

Dermatitis  contusiformis,  see  Erythema 
nodosum 

Dermatitis  exfoliativa,  139 
definition  of,  139 
symptoms  of,  139 
etiology  and  pathology  of,  141 
diagnosis  of,  142 
prognosis  and  treatment  of,  142 
complications  of,  140 
Dermatitis  exfoliativa  epidemica,  143 
definition  of,  143 
symptoms  of,  143 
etiology  and  pathology  of,  143 
diagnosis  of,  143 
prognosis  and  treatment  of,  144 
Dermatitis  exfoliativa  neonatorum,  144 
definition  of,  144 
symptoms  of,  144 
etiology  and  pathology  of,  144 
diagnosis  of,  144 
prognosis  and  treatment  of,  144 
Dermatitis  factitia,  170,  203 
definition  of,  203 
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Dermatitis  factitia,  symptoms  and  etiology 
of,  203 

diagnosis  of,  203 
treatment  of,  204 
Dermatitis  gangrenosa,  210 
Dermatitis  gangrenosa,  infantum,  213 
definition  of,  213 
symptoms  of,  213 
etiology  and  pathology  of,  213 
diagnosis  of,  214 
prognosis  and  treatment  of,  214 
Dermatitis  herpetiformis,  162 
definition  of,  162 
symptoms  of,  162 
etiology  and  pathology  of,  164 
diagnosis  of,  164 
prognosis  of,  165 
treatment  of,  165 
bullous  form  of,  162 
erythematous  form  of,  163 
lesions  of,  164 
mixed  form  of,  164 
papular  form  of,  164 
pustular  form  of,  164 
vesicular  form  of,  162 
Dermatitis  Kaposi,  see  Xeroderma  pig¬ 
mentosum 

Dermatitis  medicamentosa,  205 
definition  of,  205 
symptoms  of,  205 
diagnosis  of,  209 
treatment  of,  209 
Dermatitis  papillaris  capillitii,  321 
definition  of,  321 
symptoms  of,  321 
etiology  and  pathology  of,  322 
diagnosis  of.  322 
prognosis  and  treatment  of,  322 
Dermatitis  repens,  172 
definition  of,  172 
symptoms  of,  172 
etiology  and  pathology  of,  173 
diagnosis  of,  173 
nrognosis  and  treatment  of,  173 
Dermatitis  seborrhoica,  467 
definition  of,  467 
symptoms  of,  467 
etiology  and  pathology  of,  471 
diagnosis  of,  472 
prognosis  of,  473 
treatment  of,  473 
Dermatitis  traumatica,  197 
Dermatitis  vegetans,  171 
diagnosis  of,  172 
prognosis  and  treatment  of,  172 
Dermatitis  venenata,  200 
definition  of,  200 
symptoms  of,  200 
etiology  of,  201 

prognosis  and  treatment  of,  202 
Dermatographism,  97 
Dermatolysis,  335 

Dermatomycosis  furfuracea,  see  Tinea 
versicolor 

Dermatosclerosis,  see  Scleroderma 
Dhobie  itch,  252 

etiology  of,  252 


Dhobie  itch,  prognosis  and  treatment 
of,  252 

Diabetic  gangrene,  212 

prognosis  and  treatment  of,  212 
Diagnosis  of  cutaneous  diseases,  46 
general  principles  of,  46 
record  of  patient’s  familv  history, 
47 

local  symptoms,  47 
course  of  eruption,  48 
lesions,  48 

Diatheses,  visceral  and  constitutional  dis¬ 
eases,  41 

Dififuse  idiopathic  atrophy,  315 

etiology  and  pathology  of,  316 
prognosis  and  treatment  of,  316 
Diffused  symmetrical  scleroderma,  297 
Digitalis,  207 

Digitoplantar  fold  of  the  little  toe,  con¬ 
striction  of,  316 
Dioxydiamidoarsenobenzol,  400 
Diseases,  of  the  appendages,  456-523 
of  the  conjunctiva  and  eyelids,  524 
of  the  external  auditory  canal,  525 
of  the  hair  and  hair-follicles,  492-518 
Diseases,  of  the  mouth,  525 

of  the  mucous  membranes,  524-530 
of  the  nails,  519-523 
of  the  nasal  cavities,  524 
of  the  penis,  530 
of  the  sebaceous  glands,  465-491 
of  the  sweat-glands,  456-465 
of  the  vulva  and  vagina,  530 
Dissection  wound,  see  Postmortem  pustule 
Distichiasis,  492 
Distoma  hepaticum,  267 
Distribution  as  a  diagnostic  factor,  49 
universal,  49 
generalized,  49 
scalp,  50 

face,  in  general,  50 

other  locations  on  the  head,  50 

neck,  50 

upper  extremities,  50 
trunk,  51 

genitoanal  region,  51 
lower  extremities,  51 
Diuretics  in  cutaneous  diseases,  55 
Diuretics  needed  in  eczema,  111 
Dracunculus  medinensis,  265 
treatment  of,  266 

Dropsical  swellings  in  myxedema,  308 
Drug  eruptions,  170;  see  also  Dermatitis 
medicamentosa 

Drugs,  ingestion  of  certain,  43 
Duhring’s  disease,  see  Dermatitis  herpeti¬ 
formis 
Dulcamara,  207 
Dysidrosis,,  see  Pompholix 
Dyskeratosis,  296 


Echinococcus,  267 

treatment  of,  267 
Ecthyma,  179 

definition  of,  179 
symptoms  of,  179 
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Ecthyma,  etiology  and  pathology  of,  180 
diagnosis  of,  181 
prognosis  and  treatment  of,  181 
Ectothrix,  237 
Eczema,  101 

definition  of,  101 
symptoms  of,  101 
causes  of,  107 
etiology  of,  107 
pathology  of,  109 
diagnosis  of,  109 
prognosis  of,  111 
treatment  of,  111 
external  treatment  of,  112 
chronic  indurated,  109 
chronic  papular,  146 
chronic  papulosquamous,  291 
chronic  sluggish,  treatment  of,  115 
clinical  features  of,  107 
condensed  repertory  for,  123 
constitutional,  causes  of,  109 
constitutional,  treatment  of,  111 
erythematous,  109 
generalized,  142 
indicated  remedies,  122-124 
local  causes  of,  108 
not  a  parasitic  disease,  107 
of  the  anus,  119 
of  the  beard,  239 
of  the  extremities,  121 
of  the  eyelids,  117 
of  the  face,  117 
of  the  female  genitals,  118 
of  the  male  genitals,  118 
of  the  lips,  118 
of  the  nails,  121 
of  the  nipples  and  breasts,  119 
of  the  nostrils,  118 
of  the  palms  and  soles,  120 
of  the  scalp,  116 
of  the  umbilicus,  121 
papular  form  of,  109 
papules  of,  164 
pathological  anatomy  of,  109 
persistent  of  the  genitals,  119 
physiological  treatment  of,  112 
predisposing  causes  of,  109 
primary  state  of,  109 
pustular,  109 

special  external  treatment  of  regional, 
116,  117 
squamous,  132 
vesicles  of,  158 
vesicular  form  of,  109 
Eczema  erythematosum,  101 
Eczema  marginatum,  233 
Eczema  papillosum,  104 
Eczema  pustulosum,  104 
Eczema  rubrum,  105 

Eczema  seborrhoicum,  see  Dermatitis  se- 
borrhoica 

Eczema  squamosum,  106 
Eczema  tyloticum,  119,  120 
Eczema  vesiculosum,  102 
Eczemas,  chemical  group,  108 
mechanical  group,  109 
thermal  group,  108,  109 


Eczemas,  professional,  108 
subacute.  115 
trade,  108 

Edema  neonatorum,  303 

etiology  and  pathology  of,  303 
diagnosis  of,  304 
prognosis  of,  304  ; ( ,,r fi;  rr 

Edema  of  the  new-born,  see  Edema  neo¬ 
natorum 
Electricity,  74 

Electrolysis,  use  of,  75,  278 
Elephant  leg,  see  Elephantiasis 
Elephantiasis,  304 

definition  of,  304 
symptoms  of,  304 
etiology  and  pathology  of,  306 
diagnosis  of,  307 
prognosis  and  treatment  of,  307 
Elephantiasis,  endemic  type,  304,  306 
sporadic  type,  304,  305 
Elephantiasis  Arabum  and  Indica,  see  Ele¬ 
phantiasis 

Elephantiasis  Graecorum,  see  Lepra 
Elephantoid  fever,  304 
End  bulbs,  10 

Endemic  boils,  see  Oriental  sore 
Endemic  elephantiasis,  303-307 
Endoectothrix,  237 
Endothrix,  237 
Ephelides,  see  Lentigo 
Epidemic  eczema,  see  Dermatitis  exfolia¬ 
tiva  epidemica 

Epidemic  erythema,  see  Acrodynia 
Epidemic  pemphigus,  177 
Epidemic  skin  disease,  see  Dermatitis  ex¬ 
foliativa  epidemica 
Epidermal  exfoliations,  see  Scales 
Epidermis,  5 

inflammation  of  the,  159 
Epidermolysis  bullosa  hereditaria,  173 
definition  of,  173 
symptoms  of,  173 
etiology  and  pathology  of,  174 
prognosis  and  treatment  of,  174 
Epithelial  cancer,  see  Epithelioma 
Epithelial  layer,  see  Epidermis 
Epithelioma,  418 

definition  of,  418 
symptoms  of,  418 
etiology  of,  421 
pathology  of,  422 
diagnosis  of,  423 
prognosis  of,  423 
treatment  of,  423 

Epithelioma,  deep-seated  variety,  419 
discoid  variety,  418 
flat  variety,  418 
rodent  ulcer  variety,  419 
superficial  variety,  418 
papillary  variety,  420 
Epithelioma,  adenoides  cysticum,  see  Mul¬ 
tiple  benign  cystic  epithelioma 
Epithelioma  contagiosum,  see  Molluscum 
contagiosum 

Epithelioma,  multiple  benign  cystic,  324 
Equinia,  186 

definition  of,  186 
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Equinia,  symptoms  of,  187 

etiology  and  pathology  of,  187 
diagnosis  of,  187 
prognosis  and  treatment  of,  188 
Erectores  pilorum,  11 
Ergot,  207 

Erosions,  see  Excoriations 
Eruption,  36 
Erysipelas,  190 

definition  of,  190 
symptoms  of,  190 
etiology  and  patholog}^  of,  191 
diagnosis  of,  194 
prognosis  of,  194 
treatment  of,  194 
Erysipelas  ambulans,  191 
Erysipelas  migrans,  191 
Erysipeloid,  196 

definition  of,  196 
symptoms  of,  196 
etiology  and  pathology  of,  196 
diagnosis  of,  196 
prognosis  and  treatment  of,  196 
Erythema,  81,  194 
Erythema  ab  igne,  82 
Erythema  caloricum,  81 
Erythema  elevatum  diutinum,  91 

etiology  and  pathology  of,  91 
prognosis  and  treatment  of,  91 
Erythema  exudativum  multi  forme,  see 
Erythema  multi  forme 
Erythema  fugax,  82 

Erythema  gangrenosum,  see  Dermatitis 
gangrenosa 

Erythema  hyperemicum,  81 
definition  of,  81 
symptoms  of,  81 
etiology  of,  82 

prognosis  and  treatment  of,  82 
Erythema  induratum,  357 
definition  of,  357 
symptoms  of,  357 
etiology  and  pathology  of,  357 
diagnosis  of,  358 
prognosis  and  treatment  of,  358 
Erythema  intertrigo,  82 
Erythema  iris,  85 
Erythema  leve,  82 
Erythema  marginatum,  85 
Erythema  medicamentosum,  see  Dermatitis 
medicamentosa 

Erythema  migrans,  see  T  ransitory 
plaques  of  the  tongue 
Erythema  multi  forme,  85  ^ 

definition  of,  85 
symptoms  of,  85 
etiology  and  pathology  of,  85 
diagnosis  of,  88 

prognosis  and  treatment  of,  89 
influence  of  age  on,  86 
Erythema  neonatorum,  81 
Erythema  nodosum,  90 
definition  of,  90 
symptoms  of,  90 
etiology  of,  90 
diagnosis  of,  90 

prognosis  and  treatment  of,  90 


Erythema  papulatum,  85 
Erythema  paratrimma,  82 
Erythema  pernis,  see  Dermatitis  calorica 
Erythema  perstans,  85 
Erythema  scarlatini  forme,  83 
definition  of,  83 
symptoms  of,  83 
etiology  and  pathology  of,  83 
diagnosis  of,  84 
prognosis  and  treatment  of,  85 
Erythema  scarlatinoides,  see  Erythema 
scarlatini  forme 
Erythema  simplex,  110 

see  also  Erythema  hyperemicum 
Erythema  solare,  82 

Erythema  syphiliticum,  see  Macular  syph¬ 
ilid 

Erythema  traumaticum,  81 
Erythema  tuberculatum,  85 
Erythema  vacciniforme,  82 
Erythema  venenatum,  82 
Erythematous  spots,  see  Macules 
Erytheme  indure  des  scrofuleux,  see  Ery¬ 
thema  induratum 
Erythrasma,  250 

definition  of,  250 
symptoms  of,  250 
etiology  and  pathology  of,  250 
diagnosis  of,  251 
prognosis  and  treatment  of,  251 
Erythrodermias,  chronic  resistant  scaly,  145 
prognosis  and  treatment  of,  145 
Erythromelalgia,  450 

prognosis  and  treatment  of,  450 
Etiology  of  skin  diseases,  39 
Euphorbium,  207 
Euproctis  crysorrhea,  262 
treatment  of,  262 

Europe,  southern,  pellagra  endemic  in,  92 
Exanthemata,  the,  214 

differential  table  of,  216 
Exanthematous  syphilid,  see  Macular 
syphilid 

Excessive  sweating,  see  Hyperidrosis 
Exciting  influences  of  diseases  of  the  skin, 
43 

personal  hygiene,  43 
clothing,  43 

chemical  and  mechanical  factors,  44 
occupation,  44 

excoriations  from  scratching,  45 
parasites,  45 
contagion,  45 
Excoriations,  33 

definition  of,  33 

Exfoliating  epidermis,  see  Scales 
Eyelids,  diseases  of  the,  524 
xanthoma  of  the,  326 


Farcy,  see  Equinia 

Fat  columns  of  Warren,  3 

Fat  globules,  3 

Fatty  neck.  338 

Fatty  tumor,  see  Lipoma 

Favus,  242 
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Favus,  definition  of,  242 
symptoms  of,  242 
etiology  and  pathology  of,  244 
diagnosis  of,  245 
prognosis  of,  245 
treatment  of,  245 
Favus  of  the  body,  246 
of  the  nails,  246 

Feigned  eruptions,  see  Dermatitis  factitia 
Fetid  sweat,  see  Bromidrosis 
Fever  blister,  see  Herpes  simplex 
Fibroma,  334 

definition  of,  334 
symptoms  of,  334 
etiology  and  pathology  of,  336 
diagnosis  of,  337 
prognosis  and  treatment  of,  337 
Fibroma  fungoides,  see  Mycosis  fungoides 
Fibroma  lipomatodes,  see  Xanthoma 
Fibroma  molluscum,  see  Fibroma 
Fibroma  pendulum,  335,  336 
Fibromyoma,  339 
Fig  wart,  see  Verruca  acuminata 
Filaria  medinensis,  see  Dracunculus  medi- 
nensis 

Finsen  phototherapy,  355 
Fish-skin  disease,  see  Ichthyosis 
Fissures,  34 

definition  of,  34 
Flea-bites,  271 
Fleas,  264 

Fluted  tongue,  see  Furrowed  tongue 
Folliculite  epilante,  see  Folliculitis  decal- 
vans 

Folliculitis  barbae,  see  Sycosis  vulgaris 
Folliculitis  decalvans,  517 

etiology  and  pathology  of,  517 
diagnosis  of,  517 
prognosis  and  treatment  of,  517 
Foot,  perforating  ulcer  of  the,  318 
Fordyce’s  disease,  526 

etiology  and  pathology  of,  526 
prognosis  and  treatment  of,  526 
Fragilitas  crinium,  496 

etiology  and  pathology  of,  496 
prognosis  and  treatment  of,  496 
Frambesia,  413 

definition  of,  413 
symptoms  of,  413 
etiology  and  pathology  of,  414 
diagnosis  of,  414 
prognosis  and  treatment  of,  414 
Freckles,  see  Lentigo 
Frost-bite,  see  Dermatitis  congelationis 
Frost  itch,  see  Pruritis  hiemalis 
Fungus  foot  of  India,  see  Mycetoma 
Furrowed  tongue,  527 
treatment  of,  527 
Furuncle,  see  Furunculus 
Furunculosis,  181 
Furunculus,  181 

definition  of,  181 

symptoms  of,  181 

etiology  and  pathology  of,  182 

diagnosis  of,  183 

prognosis  of,  183 

treatment  of,  183 


Gadfly,  267 

Gafsa  button,  see  Oriental  sore 
Gangosa,  415 

etiology,  pathology  and  diagnosis  of, 
41 5 

prognosis  and  treatment  of,  415 
Gangrene,  210-214 
diabetic,  212 
hysterical,  211 
multiple,  210 
symmetric,  212 
Gangrene,  multiple,  210 
Gastrointestinal  antiseptics,  55 
General  idiopathic  atrophy,  see  Diffuse 
idiopathic  atrophy 

Generalized  exfoliative  dermatitis,  see 
Dermatitis  exfoliativa 
Geographic  tongue,  528 
German  measles,  see  Rotheln 
Giant  swelling,  see  Angioneurotic  edema 
Gigantism,  309 
Glanders,  see  Equinia 
Glandulse  glomi  formes,  see  Sweat-glands 
Glandulse  sebaceae  and  Glandulae  sebi ferae, 
see  Sebaceous  glands 
Glandulae  sudori  ferae,  see  Sweat-glands 
Gliomata,  absorption  of,  317 
Glossitis  areata  exfoliativa,  see  Transitory 
plaques  of  the  tongue 
Glossitis,  chronic  superficial,  see  Leukopla¬ 
kia 

Glossy  skin,  315 

etiology  and  pathology  of,  315 
prognosis  and  treatment  of,  315 
Glycogelatins,  70 
Gonorrhea,  229 
Gooseflesh,  11,  295 
Granuloma  annulare,  91 

etiology  and  pathology  of,  91 
prognosis  and  treatment  of,  91 
Granuloma  fungoides,  see  Mycosis  fun¬ 
goides 

Granulosis  rubra  nasi,  461 

etiology  and  pathology  of,  461 
prognosis  and  treatment  of,  461 
Graphites,  207 
Gray  hair,  see  Canities 
Grooved  tongue,  see  Furrowed  tongue 
Grutum,  see  Milium 
Guaiacum,  207 

Guinea-worm,  see  Dracunculus  medinensis 
Gummatous  syphilid,  389 
diagnosis  of,  390 
Gune,  see  Tinea  imbricata 
Gurjun  oil,  207 
Gutta  rosacea,  see  Rosacea 


Hair,  diseases  of  the,  492-518 
Hair-bulb,  17 
Hair-follicle,  the,  15 

Hair-follicle  glands,  see  Sebaceous  glands 
Hair-papilla,  17 
Hairiness,  see  Hypertrichosis 
Hairs,  15 

Hairy  tongue,  see  Black  tongue 
Harlequin  fetus,  see  Ichthyosis  congenita 
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Harvest  bug,  265 
Head-lice,  see  Pediculosis  capitis 
Head-lousiness,  see  Pediculosis  capitis 
Heat-regulation  of  the  skin,  22 
Hebra's  treatment  of  Lichen  scrofulosus, 
359 

Hematidrosis,  461 

treatment  of,  461 
Hematomata,  blood  tumors,  271 
Hemidrosis,  see  Hematidrosis 
Hemophilia,  bleeder’s  disease,  271 
Hemorrhages,  269-272 
Hemorrhagic  variola,  223 
Herpes  circinatus,  see  Tinea  circinata 
Herpes  desquamans,  see  Tinea  imbricata 
Herpes  facialis,  153 
Herpes  genitalis,  153,  154 
Herpes  gestationis,  164 

see  also  Dermatitis  herpetiformis 
Herpes  progenitalis,  see  Herpes  genitalis 
Herpes  pyemicus,  see  Impetigo  herpeti¬ 

formis 

Herpes  simplex,  152 

definition  of,  152 

symptoms  of,  152 

etiology  and  pathology  of,  153 
diagnosis  of,  154 

prognosis  and  treatment  of,  154 
Herpes  tonsurans,  see  Tinea  tonsurans 
Herpes  tonsurans  barbae,  see  Tinea  barbae 
Herpes  tonsurans  maculosus,  see  Pity¬ 

riasis  rosea 
Herpes  zoster,  155 

definition  of,  155 

symptoms  of,  155 
etiology  and  pathology  of,  157 
diagnosis  of,  158 

prognosis  and  treatment  of,  158 
epidemicity  of,  158 

in  old  people,  156 

Herpes  zoster  ophthalmicus,  156,  158 
Hidebound  disease,  see  Scleroderma 
High-frequency  currents,  75 
Hirsuties,  see  Hypertrichosis 
Hives,  see  Urticaria 
Hodgkin’s  disease,  436 
Hollander  hot-air  cauterization,  354 
Hookworm  disease,  267 
Horny  layer  of  the  skin,  7 
Hunterian  chancre,  364 
Hydrastis,  207 

Hydroa,  see  Dermatitis  herpetiformis 
Hydroa  sestivale,  see  Hydroa  vacciniforme 
Hydroa  puerorum,  see  Hydroa  vaccini¬ 
forme 

Hydroa  vacciniforme,  159 
definition  of,  159 
symptoms  of,  159 
etiology  and  pathology  of,  159 
diagnosis  of,  159 
prognosis  and  treatment  of,  159 
Hydrocystoma,  462 

definition  of,  462 

symptoms  of,  462 

etiology  and  pathology  of,  462 

diagnosis  of,  462 

prognosis  and  treatment  of,  462 


Hydrosis,  see  Hyperidrosis 
Hygromata  colli,  334 
Hyoscyamus,  207 
Hyperemia  of  the  skin,  330 
Hyperemias  and  inflammations,  81-268 
Hyperemic  treatment,  74 
Hyperesthesia,  449 

prognosis  and  treatment  of,  450 
Hyperidrosis,  456 

definition  of,  456 
symptoms  of,  456 
etiology  and  pathology  of,  457 
prognosis  and  treatment  of,  457 
Hyperkeratosis,  297 

Hyperkeratosis  linguae,  see  Black  tongue 
Hypertrichosis,  492 

definition  of,  492 
symptoms  of,  492 
etiology  of,  492 
prognosis  of,  493 
treatment  of,  493 
acquired,  492 
congenital,  492 

Hypertrophic  development,  307 
Hypertrophic  scar,  319,  321 
Hypertrophies,  273-309 

Hypertrophy  of  the  hair,  see  Hypertricho¬ 
sis 

of  the  nail,  see  Onychauxis 
Hypoderm,  see  Subcutaneous  tissue 
Hypodermic  injections,  57 
Hysterical  gangrene,  211 

prognosis  and  treatment  of,  211 


Ichthyosis,  287 

definition  of,  287 
symptoms  of,  287 
etiology  and  pathology  of,  290 
diagnosis  of,  291 
prognosis  and  treatment  of,  291 
acquired,  288 

warm  and  moist  atmospheres  in  treat¬ 
ment  of,  291 
Ichthyosis  congenita,  288 
Ichthyosis  follicularis,  see  Keratosis  fol- 
licularis 

Ichthyosis  hystrix,  287 
Ichthyosis  linguae,  288 
see  also  Leukoplakia 

Ichthyosis  palmaris  et  plantaris,  see  Ker¬ 
atosis  palmaris 

Ichthyosis  palmaris  et  plantaris;  see 
Keratosis  palmaris  et  plantaris 
Ichthyosis  simplex,  287 
Icterus,  277 

Idiopathic  multiple  pigmented  sarcoma,  431 
Idrosis,  see  Hyperidrosis,  456 
Ignis  sacer,  see  Erysipelas  and  Herpes 
zoster 

Impetigiform  syphilid,  383 
Impetigo,  see  Impetigo  simplex 
Impetigo  contagiosa,  177 
definition  of,  177 
symptoms  of,  177 
etiology  and  pathology  of,  178 
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Impetigo  contagiosa,  diagnosis  of,  178 
prognosis  and  treatment  of,  179 
Impetigo  herpetiformis,  175 
definition  of,  175 
symptoms  of,  175 
etiology  and  pathology  of,  175 
diagnosis  of,  175 
prognosis  and  treatment  of,  175 
Impetigo  simplex,  176 
definition  of,  176 
symptoms  of,  176 
etiology  and  pathology  of,  176 
diagnosis  of,  176 
prognosis  and  treatment  of,  177 
Impetigo  sparsa,  see  Impetigo  simplex 
India  ringworm,  see  Tinea  imbricata 
Infantile  gangrene,  see  Dermatitis  gan¬ 
grenosa  infantum 

Infantile  syphilis,  see  Syphilids  of  heredi¬ 
tary  syphilis 

Infectious  diseases  that  show  eruptions, 
228 

Infective  angioma,  329 
Inflammations  and  hyperemias,  81-268 
Inflammatory  fungoid  neoplasm,  see  My¬ 
cosis  fungoides 
Influenza,  231 
Ingrowing  nail,  519 
Insect  bites,  98 

Iodin  and  its  compounds,  207 

Iodoform,  207 

Ipecac,  207 

Iris  versicolor,  207 

Italy,  pellagra  in,  94 

Itch,  see  Scabies 

Itching,  local  treatment  for  relief  of,  113 
Ivy  poisoning,  200 
Ixodes,  264 

Jaborandi-pilocarpin,  207 
Jaundice,  2 77 
Jiggers,  265 

Kelis,  see  Keloid 
Keloid,  320 

definition  of,  320 
symptoms  of,  320 
etiology  and  pathology  of,  321 
diagnosis  of,  321 
prognosis  and  treatment  of,  321 
Keloid  acne,  see  Dermatitis  papillaris 
capillitii 

Keloid,  false,  321 

of  Addison,  see  Circumscribed  scler¬ 
oderma 

Keratoma,  see  Keratosis  palmaris 
Keratosis  follicularis,  296 
definition  of,  296 
symptoms  of,  296 
etiology  and  pathology  of,  296 
diagnosis  of,  296 
prognosis  and  treatment  of,  296 
Keratosis  palmaris  et  plantaris,  291 
definition  of,  291 
symptoms  of,  291 
etiology  and  pathology  of,  293 


Keratosis  palmaris  et  plantaris,  diagnosis 
of,  293 

prognosis  and  treatment  of,  293 
Keratosis  pilaris,  295 
definition  of,  295 
symptoms  of,  295 
etiology  and  pathology  of,  295 
diagnosis  of,  295 
prognosis  and  treatment  of,  295 
Keratosis  senilis,  294 

prognosis  and  treatment  of,  294 
Kraurosis  vulvse,  316 
etiology  of,  316 

prognosis  and  treatment  of,  316 


Land  scurvy,  270 
La  Pita,  see  Tinea  imbricata 
Larva  migrans,  267 
Laxatives  in  eczema,  112 
Ledum,  207 

Leishman-Donovan  bodies,  413 
Lenticular  carcinoma,  416 
Lenticular  papular  syphilid,  375 
diagnosis  of,  375 
Lentigo,  273 

definition  of,  273 

symptoms  of,  273 

etiology  and  pathology  of,  273 

diagnosis  of,  273 

prognosis  of,  273 

treatment  of,  273 

Lentigo  maligna,  see  Xeroderma  pigmento¬ 
sum 

Leontiasis,  see  Lepra 
Lepra,  436 

definition  of,  436 
symptoms  of,  437 
etiology  and  pathology  of,  444 
diagnosis  of,  445 
prognosis  of,  446 
treatment  of,  446 
Leprosy,  anesthetic,  317,  441 
nodular,  437 
tubercular,  437 
mixed,  443 
duration  of,  443 

eruptive  stage  of  nodular  or  tubercu¬ 
lar,  437 
macular,  312 
tubercles  of,  389 
see  also  Lepra 
Leptothrix,  498 

etiology  and  pathology  of,  498 
prognosis  and  treatment  of,  498 
Leptus,  265 

Lesions,  general  features  of,  36 

of  eczema,  indicated  remedies  for,  123 
of  the  skin,  26 
qualifying  terms  of,  37 
Leukasmus,  acquired  and  congenital,  see 
Albinismus  and  Vitiligo 
Leukemia  cutis,  436 

etiology,  pathology  and  diagnosis  of, 
436 

prognosis  and  treatment  of,  436 
Leukoderma,  see  Vitiligo 
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Leukoderma,  congenital,  see  Albinismus 
Leukokeratosis  buccalis,  see  Leukoplakia 
Leukoma,  see  Leukoplakia 
Leukopathia,  see  Vitiligo 

congenital,  see  Albinismus 
unguium,  521 
Leukoplakia,  528 

definition  of,  528 
symptoms  of,  528 
etiology  and  pathology  of,  529 
diagnosis  of,  529 
prognosis  and  treatment  of,  529 
Leukoplakia  buccalis,  see  Leukoplakia 
Leukoplasia,  see  Leukoplakia 
Lichen  pilaris,  see  Keratosis  pilaris 
Lichen  planus,  150 

definition  of,  150 
symptoms  of,  150 
etiology  and  pathology  of,  151 
diagnosis  of,  151 

prognosis  and  treatment  of,  152 
Lichen  ruber,  147 

definition  of,  147 
symptoms  of,  147 
etiology  and  pathology  of,  149 
diagnosis  of,  149 
prognosis  and  treatment  of,  150 
characteristics  of,  142 
Lichen  ruber  acuminatis,  see  Lichen  ruber 
Lichen  ruber  monoliformis,  149 
Lichen  ruber  papulosus,  147 
Lichen  ruber  planus,  see  Lichen  planus 
Lichen  ruber  rugosus,  149 
Lichen  ruber  squamosus,  148 
Lichen  scrofulosus,  358 
definition  of,  358 
symptoms  of,  358 
etiology  and  pathology  of,  358 
diagnosis  of,  359 
prognosis  and  treatment  of,  359 
Lichen  tropicus,  see  Miliaria,  463 
Linese  albicantes,  314 
Lingua  nigra,  see  Black  tongue 
Lingua  plicata,  see  Furrowed  tongue 
Liomyoma,  338 
Lipoma,  337 

definition  of,  337 
symptoms  of,  337 
etiology  and  pathology  of,  338 
diagnosis  of,  338 
prognosis  and  treatment  of,  338 
Lipomata,  337 
Liquid  air,  71 

List  of  drugs  symptomatically  indicated  in 
skin  diseases,  59 
Little  blisters,  see  Vesicles 
Liver  spots,  see  Chloasma 
Local  asphyxia,  see  Symmetric  gangrene 
Lombroso,  Dr.  Gesar,  investigations  of,  in 
pellagra,  94 
Lotions,  68 

use  of,  in  eczema,  113 
Lousiness,  see  Pediculosis 
Lues,  see  Syphilis 
Lues  venerea,  see  Syphilis 
Lumpy- jaw,  see  Actinomycosis 
Lunula  of  the  nail,  18 


Lupoid  sycosis,  514 
Lupus  cicatrices,  319 
Lupus  erythematosus,  359 
definition  of,  359 
symptoms  of,  359 
etiology  and  pathology  of,  360 
diagnosis  of,  361 
prognosis  of,  362 
treatment  of,  363 
discoid  type  of,  359 
disseminated  variety  of,  360 
of  the  mucous  membranes,  360 
telangiectatic  form  of,  360 
Lupus  of  the  mucous  membranes,  356 
Lupus  sebaceous,  see  Lupus  erythematosus. 
Lupus  superficialis,  see  Lupus  erythemato¬ 
sus 

Lupus  vulgaris,  344 

definition  of,  344 
symptoms  of,  344 
etiology  and  pathology  of,  347 
diagnosis  of,  348 
prognosis  of,  348 
treatment  of,  353 
Lycopodium,  207 
Lymphangioma,  333 

etiology  and  pathology  of,  334 
diagnosis  of,  334 
prognosis  and  treatment  of,  334 
cystic,  334 
simple,  333 

Lymphangioma  circumscriptum,  334 
Lymphangioma  tuberosum  multiplex,  334 
Lymphangiomata,  Wegner’s  classification 
of,  333 

Lymphangiomyoma,  339 
Lymphatics  of  the  skin,  8 
Lymphodermia  perniciosa,  see  Mycosis, 
fungoides 


Macrocheilia,  334 
Macroglossia,  334 
Maculae,  see  Macules  of  the  skin 
Maculae  ceruleae,  257 
Macular  syphilid,  372 
diagnosis  of,  373 
Macules  of  the  skin,  27 
Madura  foot,  see  Mycetoma 
Malabar  itch,  see  Tinea  imbricata 
Malaria,  231 

Mai  de  la  rosa,  see  Pellagra 
Malignant  papillary  dermatitis,  see  Paget’s 
disease 

Malignant  smallpox,  223 
Malleus,  see  Equinia 

Malum  perforans  pedis,  see  Perforating 
ulcer  of  the  foot 
Marie’s  disease,  see  Acromegaly 
Matrix  of  the  nail,  18 
Matted  hair,  see  Plica 
Measles,  see  Rubeola 

German,  see  Rotheln 
Mechanical  measures  in  dermatology,  74 
Melanoderma,  274 
Melanosarcoma,  430 
Melasma,  274 
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Mentagra,  see  Sycosis  vulgaris 
Mentagra  parasitica,  see  Tinea  barbae 
Mercury  and  its  salts,  207 

hypodermic  injections  of,  in  syphilis, 
399 

Merkle’s  touch-cells,  10 
Metabolism,  faulty,  271 
Mezereum,  207 
Microsporon  Audouini,  237 
Microsporon  furfur,  246 
Microsporon  minutissimum,  250 
Miliaria,  463 

definition  of,  463 
symptoms  of,  463 
etiology  and  pathology  of,  464 
diagnosis  of,  464 
prognosis  and  treatment  of,  464 
Miliaria  crystallina,  see  Sudamen 
Miliaria  rubra,  see  Miliaria,  463 
Miliary  fever,  232 
Miliary  papular  syphilid,  374 
diagnosis  of,  375 

Miliary  tuberculosis  of  the  skin,  see  Tu¬ 
berculosis  cutis  orificialis 
Milium,  474 

definition  of,  474 
symptoms  of,  474 
etiology  and  pathology  of,  475 
diagnosis  of,  475 
prognosis  and  treatment  of,  475 
Mineral  waters,  natural,  57 
Mixed  leprosy,  eruptive  stage  of,  443 
Mixed  scleroderma,  302 
Moist  papular  syphilid,  379 
diagnosis  of,  380 
Mole,  see  Nevus  pigmentosus 
Moles,  337 

Molluscum  bodies,  constituents  of,  323 
Molluscum  contagiosum,  323 
definition  of,  323 
symptoms  of,  323 
etiology  and  pathology  of,  323 
diagnosis  of,  323 

prognosis  and  treatment  of,  323 
Molluscum  epitheliale,  see  Molluscum  con¬ 
tagiosum 

Molluscum  giganteum,  323 
Molluscum  sebaceum,  see  Molluscum  con¬ 
tagiosum 

Molluscum  pendulum,  see  Fibroma 
Molluscum  simplex,  see  Fibroma 
Monilethrix,  497 

etiology  and  pathology  of,  497 
prognosis  and  treatment  of,  498 
Morbilli,  see  Rubeola 
Morbus  elephus,  see  Elephantiasis 
Morbus  maculosus  Werlhoffii,  see  Purpura 
hemorrhagica 
Morphea,  patches  of,  302 

see  also  Circumscribed  scleroderma 
Morphin,  208 
Morvan’s  disease,  317 

etiology  and  pathology  of,  317 
diagnosis  of,  317 
prognosis  and  treatment  of,  317 
Mosquitoes,  264 
Moth  patches,  see  Chloasma 


Mother’s  marks,  328 
Mouth,  diseases  of  the,  525 
Mower’s  mite,  265 

Mucous  membranes,  diseases  of  the,  524- 
530 

lupus  of  the,  356 

Multiple  benign  cystic  epithelioma,  324 
etiology  and  pathology  of,  324 
diagnosis  of,  324 
prognosis  and  treatment  of,  324 
Multiple  benign  tumor-like  new-growths, 
325 

etiology  and  pathology  of,  326 
prognosis  and  treatment  of,  326 
Multiple  cachectic  gangrene,  see  Derma¬ 
titis  gangrenosa  infantum 
Multiple  gangrene,  210 

prognosis  and  treatment  of,  211 
Multiple  pigmented  sarcoma,  435 
Muscle  tumor,  see  Myoma 
Muscles  of  the  skin,  11 
Mycetoma,  409 

definition  of,  409 
symptoms  of,  409 
etiology  and  pathology  of,  410 
diagnosis  of,  410 
prognosis  and  treatment  of,  410 
Mycosis  fungoides,  433 
definition  of,  433 
symptoms  of,  433 
etiology  and  pathology  of,  435 
diagnosis  of,  435 
prognosis  and  treatment  of,  435 
Mycosis  microsporina,  see  Tinea  versicolor 
Myelosyringosis,  see  Morvan’s  disease 
Myoma,  338 

definition  of,  338 
symptoms  of,  338 
etiology  and  pathology  of,  338 
diagnosis  of,  339 
prognosis  and  treatment  of,  339 
Mvringomycosis,  405 

prognosis  and  treatment  of,  405 
Myxadenitis  labialis,  see  Cheilitis 
Myxedema,  308 

definition  of,  308 
symptoms  of,  308 
etiology  and  pathology  of,  308 
diagnosis  of,  308 
prognosis  and  treatment  of,  308 
dropsical  swellings  of,  308 
“moon- face”  of,  308 


Nail-bed,  19 

Nail-fold,  19 

Nails,  anatomy  of,  18 

diseases  of  the,  519-523 
reedy,  521 
spoon,  521 
white,  521 

Nasal  cavities,  diseases  of  the,  524 
Natal  sore,  see  Oriental  sore 
Negroes,  piebald,  310 
Neosalvarsan,  use  of,  in  syphilis,  400 
Nerve  supply,  interference  with,  318 
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Nerve  tumor,  see  Neuroma 

Nerves  of  the  skin,  9 

Nettle  rash,  see  Urticaria 

Neuralgia  of  the  skin,  see  Dermatalgia 

Neuralgic  pains  of  herpes  zoster,  155 

Neurofibroma,  335 

Neuroma,  339 

definition  of,  339 
symptoms  of,  339 
etiology  and  pathology  of,  339 
diagnosis  of,  339 
prognosis  and  treatment  of,  339 
Neuromata,  337 
Neuropathic  plica,  495 
Neuroses,  449-455 
Neurotic  eczema,  161 
Nevus  araneus,  329 
,  Nevus  flammeus,  328 
Nevus  linearis,  280 
Nevus  lipomatodes,  280,  338 
Nevus  lupus,  329 
Nevus  pigmentosus,  279 
definition  of,  279 
symptoms  of,  279 
etiology  and  pathology  of,  281 
prognosis  and  treatment  of,  281 
Nevus  pilosus,  279 
Nevus  spilus,  279 
Nevus  unius  lateris,  280 
Nevus  vasculosus,  328,  330,  332 
Nevus  verrucosus,  279 
New-born,  edema  of  the,  303 
sclerema  of  the,  302 
New-growths,  319-448 

methods  of  excision  of,  333 
multiple  benign  tumor-like,  325 
Nipple,  Paget’s  disease  of  the,  see  Paget’s 
disease 
Nitric  acid,  208 
Nodular  syphilid,  386 
Nodules,  see  Tubercles 
Non-striated  muscles  of  the  skin,  11 
Norwegian  itch,  259 
Nummular  syphilid,  377 
Nux-vomica-strychnia,  208 


Objective  symptoms,  26 
CEstrus,  267 

treatment  of,  267 
Oil  glands,  see  Sebaceous  glands 
Oil  of  sandalwood,  208 
Oil  of  Tansy,  209 
Oils  in  cutaneous  diseases,  69 
Ointments  or  salves,  69 
use  of,  in  eczema,  113 
Olium  morrhae,  208 
Olium  ricini,  208 

Onychatrophia,  see  Atrophia  unguium 
Onychauxis,  519 

definition  of,  519 
symptoms  of,  519 
etiology  and  pathology  of,  519 
prognosis  of,  520 
treatment  of,  520 
Onychia,  519 
Onychomycosis,  522 


Onychomycosis,  definition  of,  522 
symptoms  of,  522 
etiology  and  pathology  of,  522 
diagnosis  of,  523 
prognosis  of,  523 
treatment  of,  523 
see  also  Tinea  unguium 
Onychomychosis  favosa,  see  Onychomy¬ 
cosis 

Onychomycosis  tricophytina,  see  Onycho¬ 
mycosis 

Ophthalmic  zoster,  156,  158 
Opium-morphin,  208 
Orbicular  syphilid,  377 
Oriental  boil,  see  Oriental  sore 
Oriental  sore,  411 

definition  of,  411 
symptoms  of,  411 
etiology  and  pathology  of,  412 
diagnosis  of,  413 
prognosis  and  treatment  of,  413 
Orificial  tuberculosis,  treatment  of,  353 
Oroya  fever,  see  Verruga  Peruana 
Osmidrosis,  see  Bromidrosis 
Otomycosis,  see  Myringomycosis 


Pachyacria,  see  Acromegaly 
Pachydermia,  see  Elephantiasis 
Pacinian  corpuscles,  10 
Paget’s  disease,  426 

definition  of,  426 
symptoms  of,  426 
etiology  and  pathology  of,  427 
diagnosis  of,  427 
prognosis  and  treatment  of,  427 
Palmar  and  plantar  syphilid,  378 
Panniculus  adiposus,  3 
Papulae,  see  Papules  of  the  skin 
Papular  syphilid,  374,  375,  394 
Papules  of  the  skin,  28 
definition  of,  28 
Papulosquamous  syphilid,  375 
Papulosquamous  syphilids  of  the  palms  and 
soles,  378 
diagnosis  of,  379 

Parasitic  disease  of  the  lips,  see  Perleche 
Parasites  that  attack,  irritate,  or  penetrate 
the  skin,  261 

Parasitic  sycosis,  see  Tinea  barbae 
Parasiticides,  71 
Paraffin  prosthesis,  337 
treatment  of,  337 
Paresthesia,  451 
Paronychia,  519 
Pars  papillaris,  4 
Pars  reticularis,  4 
Pediculoides  ventricosus,  262 
diagnosis  of,  263 
treatment  of,  263 
Pediculosis,  253 

definition  of,  253 
Pediculosis  capitis,  253 

etiology  and  pathology  of,  254 
diagnosis  of,  254 
treatment  of,  254 
Pediculosis  corporis,  255 
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Pediculosis  corporis,  etiology  and  path¬ 
ology  of,  25 7 
diagnosis  of,  25 7 
treatment  of,  257 
Pediculosis  pubis,  257 

etiology  and  pathology  of,  258 
diagnosis  of,  258 
treatment  of,  258 

Pediculosis  vestimenti,  see  Pediculosis  cor¬ 
poris 

Peliosis  rheumatica,  see  Purpura  rheuma- 
tica 

Pellagra,  92 

definition  of,  92 
symptoms  of,  92 
etiology  and  pathology  of,  94 
diagnosis  of,  95 
prognosis  and  treatment  of,  95 
acute  form  of,  94 

efforts  of  European  countries  and 
American  Government  to  stamp 
out,  95 

Pellagrous  collar,  93 
Pemphigus,  165-171 

definition  of,  165 
symptoms  of,  165 
etiology  and  pathology  of,  170 
diagnosis  of,  170 
prognosis  of,  170 
treatment  of,  171 
blebs  of,  164 
bullae  of,  161 
Pemphigus  acutus,  168 
Pemphigus  chronicus,  166 
Pemphigus  foliaceus,  142,  168 
Pemphigus  syphiliticus,  386 
Pemphigus  vegetans,  167 
Pemphigus  vulgaris,  166,  167,  169 
Penis,  diseases  of  the,  530 
Perforating  ulcer  of  the  foot,  318 

etiology  and  pathology  of,  318 
diagnosis  of,  318 
prognosis  and  treatment  of,  318 
Perifolliculitis,  conglomerate  suppurative, 
518 

Perleche,  525 

etiology  and  pathology  of,  525 
prognosis  and  treatment  of,  525 
Pernio,  see  Dermatitis  congelationis 
Peruvian  warts,  see  Verruga  Peruana 
Petechial  fever,  230 
Phenacetin,  208 

Phosphorescent  sweat,  see  Phosphoridrosis 
Phosphoridrosis,  461 
Phosphorus  and  phosphoric  acid,  208 
Phototherapy,  use  of,  78,  355 
Phthiriasis,  see  Pediculosis 
Phthiriasis  capitis,  see  Pediculosis  capitis 
Phthiriasis  corporis,  see  Pediculosis  cor¬ 
poris 

Phthiriasis  pubis,  see  Pediculosis  pubis 
Phymata,  see  Tumors 
Physiological  medication,  55 
aperients,  55 

gastrointestinal  antiseptics,  55 
diuretics,  55 
tonics,  56 


Physiological  medication,  alteratives,  56 
animal  extracts,  57 
vasomotor  constringents,  57 
analgesics  and  antipruritics,  57 
Physiology  of  the  skin,  2,  20 
Pian,  see  Frambesia 
Piebald  skin,  acquired,  see  Vitiligo 
Piedra,  498 

etiology  and  pathology  of,  499 
diagnosis  of,  499 
prognosis  and  treatment  of,  499 
Pigment,  12 

atrophy  of,  312 

Pigmentary  mole,  see  Nevus  pigmentosus 
Pigmentary  syphilid,  391 
diagnosis  of,  392 

Pigmented  or  melanotic  carcinoma,  417 
Pilocarpin,  207 
Pimples,  see  Papules 
Pinta  disease,  251 

definition  of,  251 
symptoms  of,  251 
etiology  and  pathology  of,  251 
diagnosis  of,  252 
prognosis  and  treatment  of,  252 
Piper  methysticum,  208 
Pityriasis  linguae,  see  Transitory  plaques 
of  the  tongue 

Pityriasis  maculata  et  circinata,  see  Pityri¬ 
asis  rosea 

Pityriasis  pilaris,  see  Keratosis  pilaris 
Pityriasis  rosea,  137 

definition  of,  137 
symptoms  of,  137 
etiology  and  pathology  of,  138 
diagnosis  of,  139 
prognosis  of,  139 
Pityriasis  rubra,  cause  of,  142 
see  also  Dermatitis  exfoliativa 
Pityriasis  rubra  pilaris,  see  Lichen  ruber 
Pityriasis  simplex,  see  Seborrhea 
Pityriasis  versicolor,  see  Tinea  versicolor 
Plica,  495 

etiology  of,  495 
treatment  of,  495 
neuropathic,  495 
Plica  polonica,  495 
Plumbum  and  its  salts,  208 
Podelcoma,  see  Mycetoma 
Poison  ivy,  200 
Poliosis,  see  Canities 
Polish  ringworm,  see  Plica 
Polvdrosis,  see  Plyperidrosis 
Polypapilloma  tropicum,  see  Frambesia 
Polytrichia,  see  Hypertrichosis 
Pomphi,  see  Wheals 
Pompholyx,  159 

definition  of,  159 
symptoms  of,  159 
etiology  and  pathology  of,  160 
diagnosis  of,  161 

prognosis  and  treatment  of,  161 
Porokeratosis,  297 

etiology  and  pathology  of,  297 
prognosis  and  treatment  of,  297 
Porrigo  decalvans,  see  Alopecia  areata 
Porrigo  furfurans,  see  Tinea  tonsurans 
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Port-wine  marks,  328 
Postmortem  pustule,  190 
definition  of,  190 
symptoms  of,  190 
treatment  of,  190 
Postmortem  wart,  342 

see  also  Verruca  necrogenica 
Potassium  chlorate,  208 
Poultices,  70 

Powder  marks,  removal  of,  278 
Powders,  68 

use  of,  in  eczema,  113 
Pox,  see  Svphilis 

Predisposing  influences  of  skin  diseases, 
39 

climate  and  seasons,  39 

abode  or  habitation,  40 

heredity,  40 

age,  40 

dentition,  40 

vaccination,  41 

sex,  41 

menstruation,  41 
pregnancy,  41 
lactation,  41 
menopanse,  41 

Prickly  heat,  see  Miliaria,  463 
Primary  lesions  of  the  skin,  27 
Primary  non-pigmented  sarcoma,  431 
Primary  pigmented  sarcoma,  430 
Professional  dermatitis,  202 
Protection  of  the  skin,  20 
Prurigo,  145 

definition  of,  145 
symptoms  of,  145 
etiology  and  pathology  of,  146 
diagnosis  of,  146 
prognosis  and  treatment  of,  147 
Prurigo  ferox  or  agria,  146 
Prurigo  mitis,  145 
Pruritus,  451 

definition  of,  451 
symptoms  of,  451 
etiology  and  pathology  of,  452 
diagnosis  of,  453 
prognosis  of,  453 
treatment  of,  453 
external  treatment  of,  453 
Pruritus  aestivitis,  451 
Pruritus  ani,  452 
Pruritus  genitalia,  452 
Pruritus  hiemalis,  451 
Pruritus  narium,  452 
Pruritus  palmae,  452 
Pruritus  scroti,  452 
Pruritus  vulvse,  452 

Pseudo-colloid  of  the  lips,  see  Fordyce’s 
disease 

Pseudoleukemia  cutis,  436 
Psoriasis,  124 

definition  of,  124 

symptoms  of,  124 

etiology  and  pathology  of,  127 

diagnosis  of,  132 

prognosis  of,  132 

treatment  of,  134 

external  treatment  of,  135 


Psoriasis,  internal  treatment  of,  137 
bathing  beneficial  to,  135 
nervous  origin  of,  127,  129 
of  the  tongue,  see  Leukoplakia 
systemic  causes  of,  134 
Psoriasis  annulata,  125 
Psoriasis  diffusa,  125 
Psoriasis  guttata,  125 
Psoriasis  gyrata,  125 
Psoriasis  inveterata,  125 
Psoriasis  labialis,  see  Cheilitis 
Psoriasis  nummularis,  125 
Psoriasis  ostreacea,  125 
Psoriasis  punctata,  125 
Psoriasis  rupioides,  125 
Psoriasis  universalis,  125 
Psoriasis  verrucosa,  125 
Psorospermosis,  see  Keratosis  follicularis 
Pterygium,  519 
Pulex  irritans,  264 

treatment  of,  264 
Pulex  penetrans,  265 
treatment  of,  265 
Pulsatilla,  208 
Purpura,  269 

definition  of,  269 
symptoms  of,  269 
etiology  and  pathology  of,  271 
diagnosis  of,  271 
prognosis  and  treatment  of,  272 
Purpura  hemorrhagica,  270 
Purpura  medicamentosa,  271 
Purpura  papulosa,  271 
Purpura  rheumatica,  269 
Purpura  scorbutica,  scurvy,  271 
Purpura  simplex,  269 
Purpuric  syphilid,  392 
diagnosis  of,  392 
Pustula  maligna,  see  Anthrax 
Pustuke,  see  Pustules 
Pustular  eczema,  179 
Pustular  sycosis,  239 
Pustular  syphilid,  382,  394 
large  acuminated,  382 
small  acuminated,  382 
diagnosis  of,  383 
large  flat,  385 
diagnosis  of,  385 
Pustular  syphilids,  110 
Pustules,  31 

definition  of,  31 

Pyodermatitis  vegetans,  see  Dermatitis 
vegetans 


Quincke’s  disease,  see  Angioneurotic 
edema 
Quinin,  207 


Radiotherapy,  75,  137 
Radium-therapy,  77 

Radium  and  radioactive  substances,  77 

Ranunculus  bulbosus,  208 

Raynaud’s  disease,  see  Symmetric  gangrene 
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Recurrent  summer  eruption,  see  Hydroa 
vacciniforme 
Reedy  nails,  521 
Rents,  see  Fissures 
Respiration,  23 

“Reticulating  colliquation”  of  herpes  zos¬ 
ter,  158 

Rhagades,  see  Fissures 
Rheumatic  fever,  232 

Rheumatism  of  the  skin,  see  Dermatalgia 
Rheumatoid  arthritis,  309 
Rhinopharyngitis  mutilans,  see  Gangosa 
Rhinoscleroma,  339 

definition  of,  339 
symptoms  of,  339 
etiology  of,  340 
diagnosis  of,  340 
prognosis  and  treatment  of,  340 
Rhubarb,  208 
Rhus  poisoning.  200 
Ribbed  tongue,  see  Furrowed  tongue 
Riehl  and  Paltauf’s  tuberculosis  verrucosa 
cutis,  343 

Rimse,  see  Fissures 

Ringworm,  232;  see  Tinea  trichophytina 
Ringworm  of  the  beard,  see  Tinea  barbae 
of  the  body,  see  Tinea  circinata 
of  the  nails,  see  Tinea  unguium 
of  the  scalp,  see  Tinea  tonsurans 
X-ray  method  of  treatment  of,  241 
Ritter’s  disease,  see  Dermatitis  exfoliativa 
neonatorum 

Rocky  Mountain  spotted  fever,  228 
etiology  and  pathology  of,  229 
prognosis  and  treatment  of,  229 
Rontgen-ray  dermatitis,  see  X-ray  derma¬ 
titis 

Rontgen-ray  treatment,  75 ;  see  also  X- 
rays 

Rosacea,  488 

definition  of,  488 
symptoms  of,  488 
etiology  and  pathology  of,  489 
diagnosis  of,  490 
prognosis  of,  490 
treatment  of,  490 
Rosacea,  tubercles  of,  389 
Rotheln,  217 

definition  of,  217 
symptoms  of,  217 
etiology  and  pathology  of,  218 
diagnosis  of,  218 
prognosis  and  treatment  of,  218 
Rubella,  see  Rotheln 
Rubeola,  214 

definition  of,  214 

symptoms  of,  214 

etiology  and  pathology  of,  215 

eruption  of,  215 

desquamation  of,  215 

complications  and  sequelae  of,  215 

diagnosis  of,  217 

prognosis  and  treatment  of,  217 


Saccharomycosis  hominis,  see  Blastomy¬ 
cosis 


Saint  Anthony’s  fire,  see  Erysipelas 
Salicylic  acid-salicylates,  208 
Salol,  208 

Salt  rheum,  see  Eczema 
Salvarsan,  use  of,  in  syphilis, ;  400 
Sand-fleas,  265 
Santonin,  208 

Sarcoma,  primary  pigmented,  430 
primary  non-pigmented,  431 
idiopathic  multiple  pigmented,  431 
primary  cutaneous,  432 
multiple  pigmented,  435 
Sarcoma  cutis,  430 

definition  of,  430 
symptoms  of,  430 
etiology  and  pathology  of,  432 
diagnosis  of,  433 
prognosis  and  treatment  of,  433 
Sarcomata,  multiple,  337 
Sarcomatosis  generalis,  see  Mycosis  fun- 
goides 

Sarcoptes  scabiei,  259 
Sarsaparilla,  209 
Satyriasis,  see  Lepra 
Scabies,  258 

definition  of,  258 
symptoms  of,  258 
etiology  and  pathology  of,  259 
diagnosis  of,  260 
prognosis  and  treatment  of,  260 
Scabies  crustosa,  259 
Scabs,  see  Crusts 
Scales,  32 

definition  of,  32 

Scar  and  scar-tissue,  see  Cicatrix 
Scar,  formation  of  a,  319 
hypertrophic,  319 
Scarf  skin,  see  Epidermis 
Scars,  35 

definition  of,  35 
diagnostic  significance  of,  319 
Scarlatina,  218 

definition  of,  218 
symptoms  of,  218 
eruption,  219 
desquamation  of,  219 
complications  and  sequelae  of,  220 
etiology  and  pathology  of,  220 
diagnosis  of,  220 
prognosis  and  treatment  of,  220 
septic,  219 
toxic,  219 

Scarlet  fever,  see  Scarlatina 
Schonlein’s  disease,  see  Purpura  rheuma- 
tica 

Sclerema  adultorum,  see  Scleroderma 
Sclerema  of  the  new-born,  see  Sclerema 
neonatorum 

Sclerema  neonatorum,  302 
definition  of,  302 
symptoms  of,  302 
etiology  and  pathology  of,  303 
prognosis  and  treatment  of,  303 
Scleriasis,  see  Scleroderma 
Sclerodactylia,  299 
Scleroderma,  297 

definition  of,  297 
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Scleroderma,  circumscribed,  301 
symptoms  of,  301 
etiology  and  pathology  of,  301 
diagnosis  of,  301 

prognosis  and  treatment  of,  302 
Scleroderma,  diffused  symmetrical,  297 
symptoms  of,  297 
etiology  and  pathology  of,  300 
diagnosis  of,  300 
prognosis  and  treatment  of,  300 
Scleroderma,  mixed,  302 
Scleroderma  neonatorum,  see  Sclerema 
neonatorum 

Scratch-marks,  see  Excoriations 
Scrofuloderma,  349 

definition  of,  349 
symptoms  of,  349 
etiology  and  pathology  of,  351 
diagnosis  of,  352 
prognosis  of,  352 
Scrofulous  ulcerations,  319 
Scurvy,  271 

Sebaceous  cyst,  see  Steatoma 
Sebaceous  glands,  13 
diseases  of,  465-491 
Seborrhagia,  see  Seborrhea 
Seborrhea,  465 

definition  of,  465 
symptoms  of,  465 
etiology  and  pathology  of,  471 
diagnosis  of,  472 
prognosis  of,  473 
treatment  of,  473 
of  the  scalp,  132 
Seborrhea  corporis,  467 
Seborrhea  faciei,  466 
Seborrhea  genitalium,  467 
Seborrhea  oleosa,  466 
Seborrhea  sicca,  466 
Seborrheic  dermatitis,  132 

see  also  Dermatitis  seborrhoica 
Sebum,  21 

Secondary  lesions,  32 
Secretion  of  the  skin,  20 
Senile  atrophy,  313 

etiology  and  pathology  of,  314 
prognosis  and  treatment  of,  314 
Sensation  of  the  skin,  23 
Septic  scarlatina,  219 
Shaft  of  the  hair,  17 
Shingles,  see  Herpes  zoster,  155 
Silver  nitrate,  209 
Skin,  anatomy  of  the,  1 

atrophic  changes  of  the,  313 
cancer,  see  Epithelioma 
capillaries  of,  8 

colloid  degeneration  of  the,  328 
grafting,  320 
lymphatics  of  the,  8 
minor  discolorations  of  the,  277 
muscles  of  the,  11 
nerves  of,  9 
physiology  of  the,  2 
protection  of  the,  20 
Skin  cancer,  see  Epithelioma 
Skin  diseases,  classification  of,  79 
treatment  of,  52 


Sleeping  sickness,  268 
Small  tumors,  see  Tubercles 
Smallpox,  see  Variola  malignant,  223 
Smokers’  patches,  see  Leukoplakia 
Soaps,  68 

So-called  non-parasitic  sycosis,  see  Syco¬ 
sis  vulgaris 
Sodium  benzoate,  206 
Sodium  santonate,  208 
Sphaceloderma,  see  Dermatitis  gangrenosa 
Spider  nevus,  329 

Splenic  fever  carbuncle,  see  Anthrax 
Spoon  nails,  521 
Sporadic  elephantiasis,  307 
Sporotrichium  fungus,  411 
Sporotrichosis,  410 

definition  of,  410 
symptoms  of,  410 
etiology  and  pathology  of,  411 
diagnosis  of,  411 

prognosis  and  treatment  of,  411 
Spots,  see  Macules 

Spotted  fever,  Rockv  Mountain,  228,  230 
Spotted  sickness,  see  Pinta  disease 
Squamae,  see  Scales  ■  , 

Squamous  eczema,  239 
Squamous  syphilids,  134,  375 
Stains,  see  Macules 
Staphisagria,  209 
Steatoma,  476 

definition  of.  476 
symptoms  of,  476 
etiology  and  pathology  of,  476 
diagnosis  of,  476 
prognosis  and  treatment  of,  476 
Steatorrhea,  see  Seborrhea 
Stellate  syphilid,  377 
Stramonium,  209 
Stratum  corneum,  7 
Stratum  granulosum,  6 
Stratum  lucidum,  7 
Stratum  mucosum,  6 

Stratum  subcutaneum,  see  Subcutaneous 
tissue 

Streptococcus  erysipelatis  of  Fehleisen,  191 
Striated  muscles  of  the  skin,  11 
Striae  et  maculae  atrophicae,  see  Atrophic 
lines  and  spots 

Strophulus  albidus,  see  Milium 
Strumous  dactylitis,  350 
Strychnia,  208 
Subcutaneous  tissue,  3 
Subcuticular  mottling,  230 
Subjective  symptoms,  25 
Suction  cups,  Bier’s,  use  of,  312,  314,  320, 
321 

Sudamen,  462 

definition  of,  462 

symptoms  of,  462 

etiology  and  pathology  of,  463 

diagnosis  of,  463 

prognosis  and  treatment  of,  463 
Sudatoria,  see  Hyperidrosis 
Sudor  urinosus,  see  Uridrosis 
Sudoriparous  glands,  see  Sweat-glands 
Sulphonal,  209 

Sulphur  baths  in  eczema,  112 
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Surgical  antiseptics,  108 
Superfluous  hairs,  various  methods  for  re¬ 
moving,  493  ,  494.  See  also  Hyper¬ 
trichosis 
Sweat,  20 

Sweat  eczema,  see  Miliaria,  463 
Sweat-glands,  diseases  of  the,  456-465 
of  the  skin,  12 

Sycosis,  110;  see  also  Sycosis  vulgaris 
Sycosis  frambesiformis,  see  Dermatitis  pa¬ 
pillaris  capillitii 
Sycosis  lupoide,  514 
Sycosis  parasitica,  see  Tinea  barbae 
Sycosis  vulgaris,  512 

definition  of,  512 
symptoms  of,  512 
etiology  and  pathology  of,  514 
diagnosis  of,  515 
prognosis  of,  515 
treatment  of,  515 
Symmetric  gangrene,  212 
definition  of,  212 
symptoms  of,  212 
etiology  and  pathology  of,  212 
diagnosis  of,  213 
prognosis  and  treatment  of,  213 
Symptomatic  medication,  58 
Symptomatology,  25 
Syphilid,  macular,  247 

scaly  maculopapular,  139 
Syphilids,  acneiform,  382 
annular,  378,  387 
annulopapular,  368 
bullous,  394 

color  and  pigmentation  of,  367 
concomitant  symptoms  of,  370 
configuration  of,  367 
course  and  duration  of,  366 
distribution  of,  367 
ecthymiform,  385 
erythematous,  372 
exanthematous,  372 
gummatous,  394 
herpetiform,  382 
impetigiform,  383 
lenticular,  376 
macular,  372,  393 
miliary  papular,  374 
nodular,  386 
nummular,  377 
orbicular,  377 

order  of  evolution  of  the,  366 
palmar,  378 
papular,  374 
papulopurpuric,  392 
papulosquamous,  375 
pemphigoid,  386 
pigmentary,  367 
plantar,  378 

polymorohism  of  the,  366 
purpuric,  392 
pustular,  382,  394 
pustulocrustaceous,  383 
pustuloulcerative,  385 
serpiginous  tubercular,  387 
squamous,  134,  375 
stellate,  377 


Syphilids,  subjective  symptoms  of,  370 
tubercular,  394 
ulcerative  tubercular,  387 
varicelliform,  382 
varioliform,  382 
vegetating  tubercular,  380,  387 
vesicular,  382,  394 

Syphilids,  general  symptomatic  and  diag¬ 
nostic  features  of  the,  365 
Syphilids  of  acquired  syphilis,  365-392 
Syphilids  of  hereditary  syphilis,  393 
diagnosis  of,  394 
treatment  of,  401,  402 
Syphilis,  364 

definition  of,  364 
scales  of,  367 
crusts  of,  368 
ulcers  of,  368 
scars  of,  369 
etiology  of,  395 
pathology  of,  396 
prognosis  of,  396 
treatment  of,  396 

constitutional  and  internal  treatment 
of,  397 

chancres  of,  364 
congenital,  393 
incubation  period  of,  364 
infantile,  393 

laboratory  diagnosis  of,  371 
microscopic  anatomy  of,  396 
precocious  malignant,  367 
primary,  396 
rapid  benign,  367 
retrogressive,  367 
Ricord’s  artificial  division  of,  365 
Syphilitic  alopecia,  370 

involvement  of  the  nails,  371 
leukoderma,  391 
roseola,  see  Vacular  syphilid 
scars,  319 

Syphiloma,  see  Gummatous  syphilid 
Syringocystoma,  see  Multiple  benign  cystic 
epithelioma 

Syringomyelia,  see  Morvan’s  disease 


Tactile  corpuscles,  10 
Tactile  sense,  24 
Taenia  solium,  266 
Tanacetum,  209 
Tannin,  209 
Tar,  209 

a  valuable  remedy  in  eczema,  116 
use  of,  in  psoriasis,  136 
Tattoo  marks,  277 
Telangiectases,  329 

danger  of  developing,  320 
Terebene,  209 
T etter,  see  Eczema 
Thallium  acetate,  209 
Thuja,  209 

Thyroid  feeding,  309 
Thyroidism,  symptoms  of,  309 
Tinea  barbae,  235 

treatment  of,  242 
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Tinea  circinata,  139,  233,  240,  362,  473 
Tinea  cruris,  251 

Tinea  cruris  seu  axillaris,  233,  240 
Tinea  decalvans,  see  Alopecia  areata 
Tinea  favosa,  see  Favus 
Tinea  favosa  unguium,  see  Onychomycosis 
Tinea  imbricata,  249 

definition  of,  249 
symptoms  of,  249 
etiology  and  pathology  of,  249 
diagnosis  of,  249 
prognosis  and  treatment  of,  250 
Tinea  nodosa,  498 

treatment  of,  498 
Tinea  sycosis,  see  Tinea  barbae 
Tinea  tondens,  see  Tinea  tonsurans 
Tinea  tonsurans,  234,  241,  473 
Tinea  trichophytina,  232 
definition  of,  232 
symptoms  of,  232 
etiology  and  pathology  of,  236 
diagnosis  of,  238 
prognosis  of,  239 
treatment  of,  240 

Tinea  trichophytina  unguium,  see  Ony¬ 
chomycosis 

Tinea  unguium,  233,  240 
Tinea  versicolor,  246 

definition  of,  246 
symptoms  of,  246 
etiology  and  pathology  of,  246 
diagnosis  of,  247 
prognosis  and  treatment  of,  248 
Tokelau  ringworm,  see  Tinea  imbricata 
Tonics  in  skin  diseases,  56 
Tonsilitis,  232 
Toxic  scarlatina,  219 
Trade  eczemas,  108 
Transitory  plaques  of  the  tongue,  528 
etiology  of,  528 

prognosis  and  treatment  of,  528 
Treatment,  external,  of  skin  diseases,  66 
water,  67 
baths,  67 
soaps,  67 
powders,  67 
lotions,  67 

ointments  or  salves,  69 
pastes,  69 
oils,  69 

fixed  dressings,  69 
antipruritics,  71 
parasiticides,  71 
caustics,  71 

liquid  air  and  solidified  carbon  di- 
oxid,  71 

counterirritation,  74 
hyperemic  treatment,  74 
electricity,  74 

high-frequency  currents,  75 
radiotherapy,  75 
radium,  77 
actinotherapy,  78 
Treatment  of  skin  diseases,  52 
internal  treatment,  53 
diet,  53 

gastrointestinal  influences,  53 


Treatment  of  skin  diseases,  physiological 
medication,  55 
natural  mineral  waters,  57 
hypodermic  injections,  57 
vaccines,  58 

symptomatic  medication,  58 
Trichauxis,  see  Hypertrichosis 
Trichiasis,  492 

Trichophyton  megalosporon,  237 
Trichophytosis,  see  Tinea  trichophytina 
Trichophytosis  barbae,  see  Tinea  barbae 
Trichophytosis  capitis,  see  Tinea  tonsu- 
surans 

Trichophytosis  corporis,  see  Tinea  circinata 
Trichorrexis  nodosa,  496 

etiology  and  pathology  of,  496 
prognosis  and  treatment  of,  497 
Trophic  nerves,  24 
True  skin,  see  Corium 
Trypanosoma  gambiense,  268 
treatment  of.  268 

Trypanosomiasis,  or  sleeping  sickness,  268 
treatment  of,  268 
Tubercles,  29 

definition  of,  29 
Tuberculae,  see  Tubercles 
Tubercular  syphilid,  386 
diagnosis  of,  389 
Tuberculids,  divisions  of,  341 
Tuberculin  injections,  use  of,  357 
Tuberculosis,  orificial,  353 
Tuberculosis  cutis,  340 

treatment  of,  352,  353,  356 
Tuberculosis  cutis  orificialis,  341 

etiology  and  pathology  of,  341 
diagnosis  of,  341 
prognosis  of,  342 

Tuberculosis  ulcerosa,  see  Tuberculosis 
cutis  orificialis 
Tuberculosis  verrucosa,  342 

etiology  and  pathology  of,  343 
diagnosis  of,  343 
prognosis  of,  344 
treatment  of,  353 
Tuberose  or  nodular  carcinoma,  417 
Tumores,  see  Tumors 
Tumors,  30 

definition  of,  30 
Turpentin,  209 
Tyloma,  see  Callositas 
Tylosis,  see  Callositas 
Tylosis  linguae,  see  Leukoplakia 
Tylosis  palmae  et  plantae,  see  Keratosis 
palmaris  et  plantaris 
Typhoid  fever,  230 
Typhus  fever,  230 


Ulcerations.  35 

definition  of,  35 

Ulcer  of  the  phthisical,  see  Tuberculosis 
cutis  orificialis 
Ulcera,  see  Ulcerations 
Ulcers,  see  Ulcerations 
Ulcus  grave,  see  Mycetoma 
Ulerythema,  see  Lupus  ervthematosus 
Ulerythema  sycosi forme,  514 
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Uncinaria  duodenalis,  267 
treatment  of,  268 
Unilateral  hyperidrosis,  157 
Uridrosis,  459 

definition  of,  459 
symptoms  of,  459 
prognosis  and  treatment  of,  459 
Urtica  urens,  97 
Urticse,  see  Wheals 
Urticaria,  96 

definition  of,  96 
symptoms  of,  96 
etiology  and  pathology  of,  97 
diagnosis  of,  98 
prognosis  of,  98 
treatment  of,  98 
lesions  of,  98 
symptomatic,  97 
Urticaria  papulosa,  110 
Urticaria  pigmentosa,  99 
definition  of,  99 
symptoms  of,  99 
etiology  and  pathology  of,  100 
diagnosis,  100 

prognosis  and  treatment,  100 
Urticarial  eruption,  limit  of,  97 


Vaccines,  58 

Vaccinia  and  vaccinal  eruptions,  227 
Vagabond’s  disease,  see  Pediculosis  cor¬ 
poris 

Vagina,  diseases  of  the,  530 
Valerian,  209 
Varicella,  225 

definition  of,  225 

symptoms  of,  225 

complications  and  sequels  of,  226 

etiology  and  pathology  of,  226 

diagnosis  of,  226 

prognosis  and  treatment  of,  226 

lesions  of,  178 

Varicella  gangrenosa,  see  Dermatitis  gan¬ 
grenosa  infantum 

Varicelliform  syphilid,  see  \  esicular 
syphilid 

Varicose  veins,  329,  334 
Variola,  221 

definition  of,  221 
symptoms  of,  221 
etiology  and  pathology  of,  223 
diagnosis  of,  223 
prognosis  of,  223 
treatment  of,  223 
confluent,  223 
hemorrhagic,  223 
Varioloid,  222 
Varnishes,  70 

Vasomotor  constringents,  57 

Vasomotor  nerves,  24 

Venereal  wart,  see  Verruca  acuminata 

Venous  plexuses,  8 

Veratrum  viride,  209 

Veronal,  209 

V erruca,  284 


Verruca,  definition  of,  284 
symptoms  of,  284 
etiology  and  pathology  of,  286 
prognosis  and  treatment  of,  286 
Verruca  acuminata,  285 
Verruca  digitata,  285 
Verruca  filiformis,  285 
Verruca  necrogenica,  286,  342 
Verruca  plana,  285 
Verruca  plana  juvenilis,  285 
Verruca  plantaris,  285 
Verruca  senilis,  285 
Verruca  vulgaris,  284 

V  erruga,  see  Verruga  Peruana 

V  erruga  Peruana,  415 

definition  of,  415 
symptoms  of,  415 
etiology  and  pathology  of,  416 
diagnosis  of,  416 
prognosis  and  treatment  of,  416 
Vesicles,  30 

definition  of,  30 
Vesiculae,  see  V esicles 
Vesicular  syphilid,  382,  394 
diagnosis  of,  382 
Viburnum  pruni  folium,  209 
Vitiligo,  310 

definition  of,  310 
symptoms  of,  310 
etiology  and  pathology  of,  312 
diagnosis  of,  312 
prognosis  and  treatment  of,  312 
Vitiligoidea,  see  Xanthoma 
Vleminckx’s  solution,  formula  of,  248 
Vulva,  diseases  of  the,  530 


Wart,  see  Verruca 
WVssermann  reaction,  371 
Water,  external  use  of,  67 
Wen,  see  Steatoma 
Wens,  337 

Wheals  of  the  skin,  29 
definition  of,  29 
White  nails,  521 

Whiteness  of  the  hair,  see  Canities 
Whitlow,  317 

Winter  itch,  see  Pruritus  hiemalis 
Wood  ticks,  264 

Wrinkled  tongue,  see  Furrowed  tongue 


Xanthelasma,  see  Xanthoma 
Xanthelasmoidea,  see  Urticaria  pigmentosa 
Xanthoma,  326 

definition  of,  326 
symptoms  of,  326 
etiology  and  pathology  of,  326 
diagnosis  of,  327 
prognosis  and  treatment  of,  327 
generalized,  326,  327 
of  the  eyelids,  326,  328 
Xanthoma  diabeticorum,  326 
Xanthoma  multiplex,  326 
Xanthoma  palpebrarum,  326 
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Xanthoma  simplex,  475 
Xanthoma  tuberculatum  and  Xanthoma  tu¬ 
berosum,  see  Xanthoma  multiplex 
Xanthonum  planum,  326 
Xeroderma,  see  Ichthyosis 
Xeroderma  pigmentosum,  428 
definition  of,  428 
symptoms  of,  428 
etiology  and  pathology  of,  428 
diagnosis  of,  429 
prognosis  and  treatment  of,  429 
X-ray  burn,  see  X-ray  dermatitis. 

X-ray  dermatitis,  204 

etiology  and  pathology  of,  204 
prognosis  and  treatment  of,  205 
X-ray  treatment  of  tuberculosis  cutis, 
355 


X-rays  for  psoriasis,  137 
for  epithelioma,  426 


Yaws,  see  Frambesia 

Zona,  155 
Zoster,  155 
Zoster  brachialis,  157 
Zoster  cervicalis,  157 
Zoster  cruralis,  157 
Zoster  frontalis,  157 
Zoster  gangrenosus,  156 
Zoster  genitalis,  157 
Zoster  hemorrhagicus,  156 
Zoster  intercostalis,  157 
Zoster  pectoralis,  157 
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